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Provi si onal Report on the 1974 Diving Deaths
Dougl as \al ker

Overvi ew

The remar kabl y | ownunber of fatal incidentsthat occurredin 1974 i n associ ation
wi th underwater activities, eight in nunber, points to the paradox that in so
patently hostile an environment so few come to serious harm These brief case
histories are presented to drewattentionto the fact that failure to apply the
commonl y accepted rul es for safe diving carrieswithit the occasi onal exaction
of the suprene penalty, not withstanding the undoubted fact that a | arge nunber
of divers survive the making of sinmilar liberties with their underwater
environnent. Every node of civil diving practice save deep sea professiona
di vi ng has been represented this year and there are present indications that
this group is in active hazard fromthe slowy developing crippling arthritis
associ ated with dysbaric osteonecrosis.

The significant avoi dabl e factors associated with these deaths are the sane as
t hose denonstrated i n previ ous surveys. They are none the | ess tragi c because
others have trod the same paths to oblivion

In brief, there were three breath-hold divers, two scuba divers and three hose
supply divers (Hookah type). Causes involved included under-respect for the
power of the sea, hyperventil ation bl ackout, total i gnorance of scuba apparat us
used, the cutting of anair hoseandfailuretorealisethat deep sink-hol e diving
requirestreatingwthgreat respect, for therearetherisks of depth (narcosis)
added to ri sk of being unable to ascend directly to the surface, entangl enent,
loss of visibility, etc.

Brief Hi stories

To ensure mai ntenance of confidentiality in this small series these reports
i ncl ude not hi ng not al ready of public know edge. However, there is nmuch to be
learnt froma closer |ook at the events than is usually afforded to newspaper
itens.

Case 1 - (Breath-hold) The 22 year old victimtossed a coin to deci de whet her
or not to call off the dive. Unfortunately for himthe decision was nmade to
chance the el enents and nake t he dive. There was an 8-10ft swell and visibility
was poor underwater, but he was keen to do sone spearfishing and managed to
convi nce hi s buddy t hat he was sufficiently experiencedfor the conditions. They
arranged that he should enter the water first and wait outside the surfline,

and this plan was followed. Wen the buddy arrived at the appointed area he
was unabl e to see any sign of the first diver so, after naking a short search

he returned to the beach. After a fruitless search across the waves and al ong
the shore he alerted the rescue services. They too could find no trace of the
m ssing man. | n fact the body was not recovered for six days. The victi mwas
found to have bean weari ng a hone- nade wei ght belt whose rel ease nmechani smwas
difficult to operate, a factor that would di sadvantage hi m when seeking to
al | evi at e hi s buoyancy problemin the rough water. His i nexperience made him
| ess able to extricate hinself fromwater conditions he had m stakenly risked.
It is well known that anyone in trouble in water becomes i ncapabl e of rationa

t hought under the inperative desire to nmaintain their head above water. The
di sturbed, rapid, inefficient, shallow breathing reduces the buoyancy and
i ncreases panic. The possession of an efficient buoyancy aid could have been
lifesaving despite all the other adverse circunstances.
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Case 2 - (Breath-hold) This spearfisherman had a good reputationfor hisability
inthe sport. He had ten years experience, though this was saidto be the first
time that he had worn a wet suit and a wei ght belt. He is known to have speared
a 45l b Kingfish at 30 ft depth and kept with it when it fought hard. A fellow
spearfisher sawthe victim s gun, andthe attached fi sh, onthe sea fl oor a short
time after the kill. Then he observed the victi mabout 15 ft away fromthe gun,
slowy sinkingintoa50ft trench. He was unfortunately unable to breath-hold
dive sufficiently deep to reach the body so swamto summon hel p. Anot her diver
was able to reach the body but was unable to raise it even after rel easing the
wei ght belt, having to procure a hookah hose before effecting the recovery.
Naturally, by this tine all hope of successful resuscitation had passed. This
wi t nessed death was typical of the hyperventilation-blackout syndrone; a good
di ver over-extending hinself infightingavigorousfishandthendriftinggently
to the sea floor, unconscious. Survival fromsuch a circunmstance is entirely
dependent on the event being witnessed by soneone i medi ately able to dive to
the required depth, raise the body and performeffective resuscitation. Such
factors di d not operate here. The better the breath-hol dspearfisher the greater
the need for such a buddy.

Case 3 - (Breath-hold) This spearfisherman and his friend had recei ved sone
training in Skin and Scuba diving early in 1973. He was said to be conpetent
both as a swinmer and as a diver and to be aware of the dangers of pre-dive
hyperventilation, though he still practiced it. On this occasion they were
spearfishing about 20 ft fromthe rocks at the sea’ s edge, the water being cal m
The friendleft thewater with histhirdfish and becane i nvol vedin conversation
wi th two passers-by who were intendingto goswinmringinthat area. One of these
Wi tnesses sawthe victimat this time swiming normally on the surface. A short
time later one of the men entered the water to exanine a red float a little
of fshore. He was weari ng goggl es and t he wat er was cl ear so he was abl e to see,
to his great surprise, a diver lying quietly on his back on the sea floor in
about 15-18 ft of water. A speargun was |ying nearby and t he facemask was still
in position. After shouting the alarmto those ashore he dived and rel eased
the victims weight belt, thus enabling hi mto surface the body. Together with
the hel p of the other swi nmer, he brought the body ashore, chest conpression
resuscitation being perforned, w thout success, both in the water and after
| andi ng. The period of subnersion was very possibly too |long for success to
be expect ed but EAR nmi ght have been a better choi ce of method. This quiet death
i n cal mwat er coul d al so be a hyperventil ation bl ackout. Once agai n, di ve al one,
die alone; ... and possibly unnecessarily.

There were two addenda to this story. First, one of those present was said to
be a divinginstructor yet he did not attenpt EAR  Second, a surviving fragnent
of t he onshore conversation taking place as t he diver di ed: one of the strangers
sai d, on seeing the size of the speared fish, “Wy don’t you give it a chance
to grow?” The reply made was “They are getting snmaller all the tine”.

Case 4 - (Scuba) The circunmstances of this tragedy are al nost unbel i evabl e and
it is hoped they will never be repeated. The victimwas nmaki ng an i nspection
of a submerged outlet valve in a shallow freshwater dam He tried to do this
by breath-hold diving but found it too difficult so thought to use scuba
apparatus. It was no part of his duty, it would seem to be a diver and in fact
he was totally ignorant of diving. He borrowed a wetsuit and wei ght belt from
soneone and t hen approached a nei ghbour for the | oan of a scuba tank and denand
val ve, refusing the of fer of flippers because be i ntended to both enter and | eave
the water by wal ki ng. The owner of the equipnment was aware of the total
i nexperience of the victi mso showed hi mhowto turnthe air on and howto breath
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usi ng the nmout hpi ece. There was no qui ck-rel ease on the tank harness. Being
not a fully equipped diver, he returned to the damand his first ever dive.

At the damhe dressed and entered t he water, t here bei ng handed a coupl e of | oose
spanners. He told his conpanion it would be only a short dive as he didn’t have
much air. The conpani on then rowed away on another job, |osing sight of the
diver. Wen he returned at the agreed time and was not nmet by his friend he
searched for the air bubbles. Sonething in their character alarned himso he
nmade sone breat h-hol d dives but was unable to locate himin the conditions of
nil-visibility that al ways exi stedinthe damwater. Being by nowhi ghly anxi ous
for the safety of his fell owworker, he rowed ashore and cal |l ed the Police. But
by now the flow of bubbles had ceased.

The body was recover ed by a brave pol i ceman naki ng breat h-bol d di ves. The depth
was 20 ft, the water cold and opaque and the victimdead when reached. When
found he was noted to have his hands and forearns tied together by aline al so
attached to the two spanners. This |ine had apparently been on the underwat er
val ve froma previ ous occasi on and renoved by the victi mfor use to prevent the
possi bl e | oss of the spanners. The |ight nature of the |line had done the rest,
allowingit tofloat freely but uncontrollably around him H s mask was di sl odged
t o behi nd hi s head and he had | ost the nout hpi ece of the demand val ve. Not only
was the tank harness w thout a qui ck-rel ease, the wei ght belt was too | ong and
he had the buckle to one side, so it would be difficult to reach even had he
been experienced and had his hands free. The nuddy bottom of the dam sl oped
such that a crawl i ng escape to safety was i npossi bl e t hrough slipperyness. He
was al one, without air, hisarns tied and without alifelineto guide arescuer.
Even Houdi ni could not have escaped such a conbination of self-inflicted
ci rcumst ances.

Case 5 - (Scuba) This deep dive at Mount Ganbier received the publicity usua
to all such deat hs. The circunstances of the di ve were probably not unlike t hose
associ ated wi th many di ves wi th uneventful outcome, if one nay judge fromot her
i ncidents on file.

The two di vers invol ved, of whomone di ed, were apparently experienced i n scuba
divinginthe seabut their experience of deep di vi ng and of cave/ si nk- hol e di vi ng
is presuned to be slight. In this they were possibly typical of the majority
of casual divers in these inland waters. There is sone el ement of conjecture
in the story of what occurred, no actual |nquest being held. The Coroner was
content to accept the statenments nade to the Police in their investigation as
adequat e basis for a finding of death by misadventure. Such a procedure was
his prerogative and conpletely proper but |eaves sone points relating to the
i nci dent undocunent ed.

I n essence, this death occurred because the dive plan left no margin for safety
therewas noair-timeto spare and no al |l owance for possi bl e probl ens of nitrogen
narcosis. Thus were the seeds of disaster sown.

The dive was to 200 ft using single 72 cft cylinders plus one reserve cylinder

hung at 30 ft. A 220 ft long shot line was used and the victi mwore a reel |ine
on his belt. This was to be a bounce dive and in fact the ascent was started
after only 20-30 seconds at nmaxi numdepth. Both the shot end reel lines were

attached to the surface buoy. Before |l eaving the 200 ft | evel the second diver
swi tched on his reserve. Ascent was uneventful and hand contact was nai nt ai ned
till 150 ft depth. Here, where the |light coul d be seen above, the di ver wearing
the reel found his ascent suddenly arrested. Hi s conpani on was by now | ow on
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air end having difficulty in breathing and this nay have sinmlarly affected t he
victimas their rate of air consunpti on was usually simlar. The buddy assuned
that a Iine had snagged so tried to pull himfree. Wen this failed he never
thought to try to cut the line, shortage of air requiring himto ascend to the
waiting air reserve, there to deconpress. At this tinme thought of the need to
avoi d deconpression sickness over-rode all other considerations. When
deconpressi on steps were conpl eted, be surfaced and gave the alarm |t seens
reasonabl e to assune that his failure to rethink his assistance pattern when
the tugging failed was an exanpl e of the narrow ng of perception, or “tunnel
t hought”, w th obsessive concentration on one fact to the exclusion of all
others. This would be typical of nitrogen narcosis and i ncreased by the panic
stimulus of air shortage. Had the Iine in fact cone free this incident would
have been soon forgotten by both those involved. Had nore air been avail able
the victimm ght have cut hinself free.

Case 6 - (Hookah) The fatal and unexpected Shark attack on this Abal one diver
coul d not have been foreseen or prevented. It is presuned that a white pointer
nm stook himfor a seal, for he was gathering abal one fromthe sea floor with
his |l egs floati ng upwards when the attack occurred. The first that the man in
t he boat knew about it was when the di ver surfaced unexpectedly and called for
help. Until he had pull ed hi mback to the boat and was attenpting to get him
aboard he did not see the shark or realise that aninjury had occurred. At this

timethevictimstill lived but death fromshock and haenorrhage occurred before
shore was reached. There is no note that any attenpt was nmade to give first
aid but nost of the blood | oss nay have occurred while still in the water, so

not preventable. Seals had been seen in the area previously, though not at the
time of the attack. That therisk of attackis | ownay be gauged fromtherapidity
wi th which the vacant fishing |licence was applied for and taken up.

Case 7 - (Hookah) There were two divers here on separate hoses froman air
conpressor inthe boat. The owner of t he boat and t he equi pment becanmethe victim
t hough the only experienced person present. He had bought the equi prent new
about two years previously and kept it in good condition. Though by this tine
practicedinits use he may never have received any fornmal diving training. The
ot her diver was totally inexperienced save for a quick | esson in a pool in the
use of hookah apparatus, while the friend left in the boat was a non-di ver who
was Wit hout prior experience withthe conpressor. The two di d not keep t oget her
underwat er, the novice nmaking the valid point that as the other had a speargun
he intended to keep out of the way. Water conditions were good and depth 20
ft.

After afewnmninutes the victimsurfaced, shouted, sank and t hen resurfaced. The
man i n the boat correctly interpreted this as a call for hel p and used t he hose
to pull himback to the boat. He was apparently conscious till within 8-10 ft
of the boat. By this tinme the other diver had cone across the speargun and one
flipper onthe seabedand surfacedw ththem Wen he observed what was occurri ng
he dropped his find and went to give assistance. Finding it inpossibleto get
the victiminto the boat by pushing fromthe water while the other triedtolift,

he cane aboard and together they managed to bring the body inboard. 1In both
this and t he previ ous case great difficulty was experiencedingettinga helpless
di ver back into a boat. It was noted that the victims demand val ve was t hen

functioning nornmal ly and the novice at no tinme had any air supply problem The
total dive tinme was only 8 minutes. EAR was given but the victi mwas al ready
dead. Air Enbolismwas the cause of death but why the diver nmade an energency
ascent is quite inexplicable. He was certainly aware of the need for exhaling
on ascent, having instructed the novicetothis effect. Once again, the extrene
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ease with which one can use hookah apparatus w thout training has been
illustrated, as also the node of death (air enbolismso typical of fatalities
in this diving group and the rapidity with which it can occur).

Case 8 - (Hose supply) Neglect of precautions is possibly inevitable when
undert aki ng routine procedures. Only the occurrence of the inevitable acci dent
brings areturn of a nore alert appreciation of the value of correct routines.
Such was here the case. This was a nornal harbour job of renoving a broken pile.
The surface barge was required to nove slightly and the order given.
Unfortunately on this occasion the diver had obtained an excessive | ength of
free hose fromhis surface tender and it had drifted, unsuspected, under the
barge. Wen the propeller startedtorevolve it inmediately tightened the hose
around itself. This not only cut off the diver's air, it alsoviolently jerked
him He was thus in no condition to close his inlet valve to retain his air.
It is easy to note the faults in hose nmanagenent, the risks of unprotected
propellers and the incorrectness of having a revolving propeller with a diver
in the water nearby. The sins were venal, the penalty nortal. This case is
reportedinthehopethat it will alert otherstoconsider their divingpractices.

Di scussi on

These cases illustrate once again the extrenmely short span of tine it requires
for death to occur. None of these victimdid anything that others may not have
done without a fatal outconme, yet all save the shark victim broke clearly
recogni sed gui delines for safe diving. The reader is urged to consider his own
di ving practices to see whet her, should he too prove nortal, others would say
of him “Wat an unnecessary thing it was that led to hi mdying’

The breat h-hol d di vers conti nue to hyperventilate and fewi nevitably bl ack-out.
In the absence of rapid rescue and resuscitation they will drown. Those nost
at risk arethe spearfi shernmen seekingto excel. Theinexperienced divers under -
respect the sea’'s power and ri sk sinple drowning. That so fewin fact do drown
may be a tribute to the buoyancy given by a wet suit, though there is no proof
of this.

That Scuba divers require training is nowgenerally accepted, and Case 4 shows
t he possi bl e consequences of | ending equiprment to the untrai ned. The | ender
inthis case obviouslyisignorant of every principle of saf e scuba di ving. Case
5illustrates the trueismthat still waters and deep lead nen to folly. Once
again, it is clear that every dive plan should include a very generous el enent
of safety. To have air availableis agreat confort intine of trouble. Perhaps
if tank fills were charged by quantity actually supplied rather than by tank
size divers would not mind returning froma dive with air remai ni ng unused. It
is time that those intending to dive in sink-hol es/caves ensure that at |east
the dive leader is alert to the special risks end precautions of this type of
di ving and adjust their dive plan accordingly. To dive deep w thout adequate
air and without allowance for nitrogen narcosis is suicidal

One shoul d renmenber al ways that the diver without aline may get | ost, one with
a line get snagged. The only ready renedy to the deep-di ve nenace woul d seem
to beif sonme public spirited person put a notice on the shaft wall saying “200
ft; please sign here” ... at 100 ft.

Hookah diving is another diving discipline that merits special attention from
divinginstructors, despite the absurd sinplicity of the equi pment, for the only
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thing that goes seriously wong for the diver is the abrupt cessation of his
air supply. But this little matter explains the relationship of air enbolism
wi th hookah diving fatalities.

I't i sapparent that athorough know edge of the first aidtreat ment of Haenorrhage
and of Resuscitation may be required at short notice. It should therefore be
a required skill.

It isthewiter’s opinionthat role of the Coroner in making verbal examni nation
of witnesses, based on their statements to the investigating police, fulfils
an inportant need. He can often elucidate points left unclear in statenents
and obtain infornmation not thought significant to the basic investigation as
to whet her the death was m sadventure or cul pabl e, but of inportance and basic
to consi deration of the preventabl e factors present intheincident’s evolution.
The Coroner has a key positioninthe Safety Team He can al so, where necessary,
prevent ill-formed “Experts” fromhaving it all their owm way, a difficult,
skilled and i nportant task. The holding of inquests is as relevant to today’s
problemas it was to those of tines |ong past when the Ofice was initiated.
Not hing better has yet evolved for the investigation of the generality of
accidental deaths. This investigation certainly rests heavily on the work of
Cor oner s.
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Request for |ncident Reports

W thout a continued supply of information concerning incidents associated with
di vi ng there cannot be progress in further inproving the safety of diving, for

dangers wll remain unrecognised and uncorrected. Al though this report
concentrates on fatalities, reports of all types of non-fatal incidents are
equal ly required. Al are treated as confidential. YOUR reports could help

i mprove the safety of future divers. Please send reports, or queries, to the
foll owi ng address:

Dr DG \Wal ker
PO Box 120
NARRABEEN NSW 2101





