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PROJECT STI CKYBEAK
Dr. Dougl as Wal ker

Provi sional Report on the 1976 Australian Diving Deaths

Overvi ew

There were twelve identified diving related fatalities in 1976. O these two
were in swimers using fins, mask and snorkel, eight were scuba divers and one was
using surface air supply (hookah)and there are insufficient details at present
avai |l abl e to assign one case. Both the snorkel users were unused to its use and one
of them was a poor swi mer, though he dissenbled on this matter to others. One
pr of essi onal diver, using scuba, ordered his boat to keep one propellor turning in
order to maintain position agai nst an ebb tide while he investigated an underwater
object. As soon as he entered the water he was drawn into the propellor tunnel and
killed. The other scuba deaths occurred at the surface, often related to | ow air/
deteriorating water conditions/cold. Wileignorance was gross in two cases, inthe
remai nder this was not the cause as 4 had C- cards and one ot her had 30 years of diving
experience. One victimsuffered a fatal “heart attack” and another was said to be
obese: the remainder were in good health. Buddi es, where present, behaved
creditably. The rapidity of the change through unconsci ousness to death is worthy
of comrent. Once nore the wearing of a functioning buoyancy vest can be seen to be
acritical factor: tw COtype vests failed their wearers at the critical time. The
hookah di ver di ed through the cumul ative errors of others and unsafe practices that
were certain to produce a death at sone stage. He was supplied with oxygen while
working at 70 ft. This was possible because the gas supplier had the same thread
on cylinders used for both gases and the col our-code was hidden by the nethod of
storage. Naturally this user has corrected the faulty procedure but recurrence wl|l
remain a possibility until a different connection is required for different gases.
Thi s probl emhas been found in hospitals; faced with simlar dangers, gas cylinder
fittings were altered. Inconstructingthereport the superiority of theinformation
i n cases where the Coroner spoke to the witnesses as well as viewed their depositions
was evident, fewer points of interest remaining undocunented. The basic findings
are given in Table 1.

Met hod

In nost cases the details are fromstatenentf taken soon after the incident by
Police Oficers skilled in guiding witnesses to nake cl ear what has just occurred.
They are concerned with excluding, as is the Coroner hinself, any possibility of
illegal or crimnal aspects. It is nopart of the task of those concerned to consi der
deepl y whey t hat person di ed whi | e anot her woul d have survived. Luckily in nost cases
background detail is included. In afewinstances reports fromthose with know edge
of the events are received and these gain fromthe I ess formal setting out of the
events. News cuttings are a vital part of the discovery of cases though they nmay
not be entirely correct with all details on occasion. Additional cases may remain
still wundiscovered and readers are invited to send iformation they may possess
concerning all types of diving incidents, not only concerning fatalities.

Case Notes

1. Snorkel (breath-hold) divers are represented by two fatalities, both overseas
visitors to the Barrier Reer. Both were inexperienced in the use of fins, nmask and
snorkel . Wil e one was said to be an adequat e swi mrer, the other was appprently not
only a very poor one but had previously only use a snorkel while in shalllowwater.
thewarm still, clear waters of the Reef can drown the unwary as easily as t he col der,
rougher waters of other areas. |In neither case was help sufficiently near at the
critical tine.
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Case BH 76/1

This unfortunate visitor, aged 28, was travelling on holiday with rel atives on
a yacht. The party decided to viewthe coral off one of the islands on which they
had | anded. The victim described as an average swi mer, had previously only used
a snorkel once. Early in this outing he was seen to be having sonme difficulty in
co-ordi nati ng breat hi ng when underwat er (through water entering the snorkel). This
difficulty appeared to have been resol ved before the party separated, the victim
remaining in the shallow (3 ft) water 60 ft fromthe beach when the others entered
deeper water. One nenber of the group becane cold and returned to shore with the
expectation that the victi mwas foll ow ng him However a headcount of the remai ning
swi nmer s di scl osed the victinis absence and the al armwas rai sed. About 10 m nutes
| ater a body was seen fl oati ng on t he surface, m nus mask and snorkel. Resuscitation
attenpts were unavailing.

Case BH 76/2

Thi s death occurred during a normal comercial boat trip to an of fshore reef.
There was seem ngly an assunption that all swinmrers were fully conpetent to nanage
their own safety in the water, no actual proof of any experience being requested.
There was not a smal | di nghy avail abl e to recover anyone getting into difficulties.
Some remmi ned aboard after the spearfishermen and the snorkelers had left. They
happened to see the victim aged 24, surface and wave his armand shout for help.
He was estimated to be about 150 mdistant. Two scuba divers junped into the water
fromthe boat and swamto the spot but were initially unable to locate him It was
at | east 6 m nutes before he was found, m nus nmask and snorkel but still wearing his
wei ght belt, in 10-12 mof water. The body couldonly beraisedwithdifficulty because
t he wei ght belt had been put on in such a manner that it was difficult to rel ease,
t hough the victimhad shown anot her person that the quick-rel ease worked easily a
few days previously. H's claimthat he had 4 nmonths of experience with a snorke
was nisleading, he having only used it when floating in shallow water as he was
actually only able to swima fewstrokes. The sea was cal mand not an adverse factor.
Resuscitation attenpts were unsuccessf ul

2. Scuba divers suffereed eight identified fatalities, equally divided between the
i gnorant and certificated. All appear to have experienced the criitical events when
at the surface if one includes the unfortunate comrercial diver who was destroyed
by a propellor a few feet beneath the actual surface. It is not possible to state
with certainty every event and factor surrounding fatal incidents but there is
obviously a highly critical period in every dive when the diver is at the surface
and death, whether follow ng inhalation or fromsone other cause, can occur wth
extreme rapidity/ Reliable surface buoyancy is an obvi ous safety factor and the two
instances of failurew th CO,inflatable vestsinthis snmall series seemsignificant.
As the buoyancy is nost urgently required by a diver already in trouble it would be
i nappropriate torely on any aid requiring oral inflation. The added security that
buoyancy gi ves wooul d al | owtime for the victimto think rationally and perhaps even
drop his weight belt. The organised diving club outing's fatality was not the fault
of either the buddy or the club and i n other cases al so the buddi es did all possible
to offer aid once it seened to be necessary.

Case SC 76/1

Bei ng an excel |l ent athl ete and swi mmer, and having tried t he use of snorkel and
scuba (for 20 mi nutes) sone 6 weeks previously, this healthy 18 year old accepted
the opportunity offered by two others to again scuba dive. Their experience is
unknown, as i s al so the source of the equi pment used. The dive was to be off a rocky
shel f that continued out to sea as areef. It was a wave swept entry poi nt such as
experi enced swi mers of all types woul d have total ly avoi ded. One of t he scuba divers
and t he vi cti ment ered t he wat er but bot h were soon hit by a successi on of unexpectedly
| arge waves and tunbl ed about in the wash. The buddy felt the victimgrab at him
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and observed on | ooki ng round that he | ooked dazed and no | onger had t he nmout hpi ece
in his mouth. They were now bei ng pounded on the rocks and only reached the shore
agai n through the assistance of the third diver and the |uck that one wave washed
them sufficiently high on the rocks to make escape possible. 1t was stated that
onl ookers offered no hel p either at this desperate tinme or later with resuscitation
attenpts. There was possibly a little delay before effective resuscitation was
initiated but it was continued efficiently when |ifesavers and a rescue helicopter
arrived, and continued in transit to a nearby hospital. Consciousness was never
regai ned and deat h occurred three days | ater fromthe effects of cerebral anoxi a and
aspiration of water.

Case SC 76/2

About a year beforethisincident the victi mhad successfully conpl eted a diving
course and had been adj udged a good student. Since then he was thought to have rmade
8 dives. On this occasion he was with a friend. They proposed to swmto a nearby
reef and then to scuba dive, but as he had a recently heal ed perforated eardrum he
war ned hi s conpani on that he m ght have to return to shore if he experi enced any ear
trouble. The other diver led the way as they started their surface swmout to the
reef, and when half way t here he | ooked back and saw his friend wave once, an action
he took to i ndicate that he was aborting the dive. This was the last tinme the victim
was seen alive, for when the | eading diver reached the reef and stood up to check
there was no sign of the victim This nmade hima little alarmed so he returned to
t he beach. Ashort tinelater, whil e undecided as to what to do, he observed activity
by the Iifesavers who were attenpting to resuscitate a person a snorkel diver had
found lying on the seabed in 4 m(13 ft) of water about 70 moff the beach. Wi ght
belt and tank were still on the body. Neither diver wore a buoyancy ai d and t he scuba
air was turned off, it beingtheir intentiononly to start using scuba when the dive
commenced at the reef. The sea was cal m Autopsy reveal ed dr owni ng changes and no
di sease changes in this 36 year old man. It is easy to suppose that survival would
have been assured if a buoyancy vest had been worn and the air had been turned on.

Case SC 76/ 3

Thi s experi enced part-time prof essi onal di ver forgot t he powerful suction effect
of a revolving propellor, with fatal results 15 seconds after entering the water.
He was aged 40, had a basic GCcard qualification and was respected as being
conscientious in his work. This day’s task was the finding, and | ater recovery, of
a | arge and very val uabl e anchor that had been | ost in a harbour tideway, a type of
search and recovery task wi th which he had previ ous experi ence. The net hod he chose
was to drag a | arge netal bar between two steel hawsers which | ed over the sides of
a powerful tug. They were steaming into an ebb tide when an underwat er obstruction
was encount ered t hat requi red checki ng. The di ver ordered the tug captainto maintain
posi tion agai nst the water fl owby use of one propellor at | owspeed. The propellers
were in short tunnels a few feet beneath the surface.

H s plan was to foll owone of the hawsers till reaching the object that he been
foul ed. He was warned about the propeller’s turning and apparently saidthat if this
caused problenms he would try a different nethod the next tine. This was the first
ti me he had been known to enter the water in such circunstances. He junped overboard
and swamback to the wire hawser before subnerging. A fewseconds |ater a thunp was
heard and bl ood stains appeared in the water. He had apparently been irresistibly
sucked into the propellor tunnel and killed.

Case SC 76/4

The victi mwas a 20 year ol d diver with two years experi ence, his buddy one year.
Bot h had t aken cour ses and obtai ned C-card certification, indifferent States, about
ayear previoustothisdive. Asthe buddy had only dived 4-5tinmesintotal he accepted
that his friend had nore experience and would be Iikely to use | ess air on the dive.
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For this reason the friend exchanged his hired tank for his buddy’s equi pnent. There
were no contents gauges on the tanks but both had been recently filled. The buddy
di ver al one had a buoyancy vest, this bei ng purchased t he day before the fatal outing.
At the dive site, an off-shore reef connected to the beach by a jetty, they debated
the suitability of the sea conditions but the victi mthought that despite the cold
wi ndy conditions and a choppy sea it was possible to dive successfully. He was not
experienced inthelocal conditions and obtai ned no | ocal advi ce, and bei ng noti vat ed
to some degree by the $13 he had outlaid to hire the tank and regul ator was unwi | | ing
to accept a no-dive decision

They swamout underwater after a short delay to correct the buddy’ s wei ghti ng,
keepi ng cl ose together. After a period at the reef they decided to return to the
jetty steps, again underwater. However the buddy soon becane owon air, pulled his
reserve, surfacing after signalling his intention. The two then decided to surface
swim the remaining distance together, the victimto be the I|eader. The buddy
inflatedhis vest and as a natural matter of convenience swam on his back as he
foll owed, thus inevitably | osing sight of the other. He becanme aware of shouts from
peopl e on the jetty but could not discern what was being said, being distracted in
part by stomach and | eg cranps, exhaustion and increasi ng waves. Wtnesses on the
jetty saw the victimwave as if for help and a diving instructor, who was just
concluding a lesson with two pupils at the jetty steps, responded by dropping his
tank (to increase his surface swi mm ng speed) and goi ng to of fer assi stance. However
t he vi cti mwas no | onger vi si bl e on t he surface when he reached t he spot so he returned
to don his scuba tank and then started an underwater search. The victi mwas found
lying on the seabed in about 5 m(16 ft) of water. The weight belt and tank were
easily rel eased and t he body recovered. The peri od of submergence was over 15 m nut es
SO resuscitation attenpts failed. The equipnment was | ater recovered and tested.
Apart from being enpty of air, there was no adverse coment on the equipnent.

Case SC 76/5

Aged 24 and armed with one year’s di vi ng experience and a C-card obtai ned after
a course, this diver was on a boat divewith fellowclub nmenbers. The sea and weat her
conditions were good, underwater visibility excellent. Al the divers were
certificated and were checked as to their equi prent and buddy pairing before being
allowed to enter the water. As the boat owner accurately sumed it up, “l1 checked
because | amthe one who has to fish themout later”. He renained in the boat and
was a very efficient “surface cover” as events showed. The victimand buddy kept
cl ose together during descent down the sl oping sea fl oor and eventual | y reached 30
m (100 ft), here nmeeting by chance a pair who had entered the water before them One
of this pair realisedthat he was | owon air so they nade an orderly ascent. Suddenly
t he buddy real i sed t hat she was al one, her conpani on no | onger visible. Shetherefore
returned to the anchor line, expecting to find the buddy there or already surfaced
and waiting at the boat. She ascended alone to find that the |Iine had been buoyed,
t he boat was gone and that the other pair of divers at the float had not seen the
m ssing diver. The man left in the boat reported that he had seen a diver surface
about 150 m away and call several times for help, so he had buoyed the anchor and
proceeded i medi ately to the spot. Unfortunately no trace of any di ver coul d be seen
so he returned and col l ected all the dive party, checked that one was i ndeed mi ssi ng
and returnedtoinstitute an underwater search inthe area of sighting. Oher divers
joined in and ultimately the body was discovered in 12 m (40 ft) of water in the

expected area. The weight belt was still in position and the CO type vest was not
inflated. As nore than one hour had el apsed there was no point in resuscitation
attenpts. Subsequent investigation showed that the tank still contai ned 900 psi of

air and that all the quick-rel eases functioned correctly. The victi mhad previously
spoken about free-flowtrouble with the regulator to a friend but had not nmenti oned
this at the dive shop when obtaining air for this dive, so it was presumably an
i nconstant problem Testing showed that there was a mld problemw th water entering
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t he nmout hpi ece but this was not toadegreelikelytotroubleatraineddiver. However
the lifejacket’s CO cylinder spontaneously fired after the vest had been washed and
put aside for | ater exam nation by the police. It was thought likely that the firing
pi n had dented but not fully piercedthe seal duringthe incident andthe perforation
becanme conpleted as a result of l|ater handling.

Ther e was no known reason for the victi mto make a sudden ascent w t hout war ni ng
the buddy first, for visibility was good and his air supply was still adequate.
Possi bl y a shark was seen or a m sfunction of the demand val ve occurred. Asthevictim
shout ed several tinmes after reaching the surface and t he aut opsy showed no si gns of
pul monary barotrauma, only drowni ng changes bei ng descri bed, air enboli smcannot be
readi |l y suggested. It is possiblethat after a successful 30 m(100 ft) ascent there
was somne surface buoyancy i nadequacy, the vest failedtoinflate and wat er was i nhal ed
bef ore thought could be given to rel easing the weight belt.

Case SC 76/6

The initiating factor in the sequence of events that led to this fatality was
the | oss of a facemask, foll owed shortly by a unpl anned water entry. The diver, aged
55, had 30 years experience with scuba and was standing on a reef with his buddy
after a dive. They both raised their nmasks whil e discussing whether to returnto
shore along a jetty or by swimring. The buddy was tired and getting low on air,
underwater visibility was poor, but it was decided to swm At this time a small
wave broke over the reef and tunbled the victimoff his feet. He surfaced a short
di stance away, mnus his mask. After helping him back onto the reef the buddy
attenpted to recover the mask but the turbul ent bubbling water off the reef made this
i npossible. He surfaced fromhis search to see the victimfloundering on the reef
so attenpted to reach hi magai n, and the next thing he remenbers is seeingthe victim
10 maway fromhimin the water. He inflated his own buoyancy vest and managed to
rejoin his friend. He told himto drop his weight belt but this was not done and
neither didthevictimfoll owadvicetoinflate hisvest, though he was seento attenpt
to mani pul ate the vest’s nout hpiece. He was still retaining the regulator in his
nmout h but seened to be i n sone undefi nabl e trouble. The buddy, despite trouble with
col d hands, managed to drop the victims weight belt but was unable to mani pul ate
the rel ease of his own with one hand. The victi mwas passive at this tinme and the
buddy started to towhi mto shore but had to let go for a short time to use both hands
to drop his own weight belt. During this period the victimdrifted 10 maway again
and i ncreasi ng waves prevented contact being re-established. A notor boat chanced
by, sawthe buddy’ s wave for hel p and pi cked hi mup. He was exhausted and conpl etely
out of air by thistine. The boat was then directedtothe victim who was unconsci ous
but retained the demand val ve nout hpiece in his nouth. It is not certain whether
he was still breathing. Resuscitation was started in the boat and conti nued on t he
beach but was unavaili ng.

I nvestigation|later showed that the victim s tank still contained 1,100 psi air
but that the inflatable vest had an “expired” CO cartridge and t he nout hpi ece was
not functioning. The vest was in poor condition and was descri bed as bei ng usel ess.
The aut opsy showed drowni ng as the cause of death. The victi mshowed no real signs
of consci ousness after being seento attenpt to use his vest. The buddy had two years
(45 sea dives) experience but felt renorse that he had not been nore physically fit
so as to do nore for his conpanion. The record shows that in fact his actions were
hi ghl y commendabl e despite the unfortunate outcone.

Case SC 76/7

Three friends went scuba di ving together off awharf jetty. The water was cl ear
but cold, with depth about 12-13.5 m (40-45 ft). They swam underwater in visual
contact about 5 m(16 ft) apart and surfaced when one becane lowon air. They all
surfaced normal |y and started to make t hei r i ndependent ways back tothe jetty. There
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was by nowa 0.6 m(2 ft) “slop” to the water.

A witness on the wharf heard what he described as “a gurgling yell” and | ooked
down to see a diver on the surface paddling feebly with his hands, his face held up
out of the water. He was seento let his head fall forward and his face subnerge.
Anot her witness sawthe victimestinmated as being 9 m(30 ft) fromthe jetty, on the
surface attenpting to rel ease his tank: his mask was half full of water and water
was going into his mouth. The alarmwas raised i medi ately. The two ot her divers,
who wer e approaching the steps on the other side of the jetty to that chosen by the
victim were told their friend was in trouble. One of themsaid that he was too
exhausted to re-enter the water because of the rigours of the return swm but the
ot her di scarded his tank and swamto offer hel p. The victi mwas now about 4.5 m (15
ft) fromthe jetty, unconscious and without tank and weight belt. He was brought
out of the water and resuscitation attenpted, but without success. It seens probable
t hat death occurred before renoval fromthe water. Check revealed that very little
air remainedinthetank. None of thistrio had any buoyancy aid. Althoughthe victim
was accounted to be a fairly experienced diver, in fact, his 2 years of diving had
been | argel y wi t h hookah apparatus, and the statenent that he was i n good heal t h was
qualified by the doctor perform ng the autopsy who descri bed hi mas obese. He was
only 32 so this doctor was surprised that such a sudden death had occurred and
suspected some cerebral haenorrhage and therefore limted his exanmi nation to the
cranial cavity. As no such disease was found, drowning was di agnosed.

Case SC 76/8

Thi s 45 year ol d man was diving for crayfish froma boat onthis, his first open
water dive. It is saidthat he had practiced di ving a nunber of tinmes oninland waters
but his skill is unknown and neither is it known whet her he received any i nstructi on.
The party consi sted of one diver using a snorkel and three using scuba. The three
scuba divers conpleted their dive and swamback to their boat, on the surface, the
victimbeing the last in line. After boarding the boat they observed himfloating
face down on the surface. Although not really worried by this they decided to start
t he engi ne and go pick hi mup as he was quietly drifting away fromthem After some
del ay occasioned by difficulty in raisingthe anchor they reached him He was found
to be unconscious so was taken into the boat and both EAR and ECC started,
unfortunately wi thout success. Autopsy reveal ed that a nyocardi al infarction, due
to vascul ar di sease, had occurred. No evidence about the victinis previous health
was presented to the coroner.

3. Hose air supply diving (al so called hookah or surface air supply) provided one
tragi c but very significant case. Those imedi ately invol ved were the unfortunate
victims of a series of deci sions nmade by others not present, intines |ong past, that
had set up an unrecogni sed fail-fail situation. they nmerely made the final m stakes
that conpl eted the scenari o.

Case H 76/1

Thi s experienced and wel | trained di ver was working with others froma regul ar
di ve boat attending to noorings. Only one diver was underwater at any time. The
air was supplied froma doubl e bank of 150 cu ft cylinders, two rows of five, kept
protected (i.e. hidden) at the stern by a wooden cover. There were two lines from
t hi s bank, one bei ng coil ed on the deck and the other attached to t he di ver’s harness
for present use. A nouth-held demand val ve was being used in connection with this
hose supply and t he di ver wore a mask covering eyes and nose only. The water depth
was 21 m (70 ft) and a total dive time of 30 mnutes was allotted to each diver in
turn, this allow ngagenerous safety margi nfor hard work conmponent. The dive pattern
was descent, attach liftingcables, ascendwhileliftinginprogress and descent again
for next attaching task till tinme was expired. Only one di ver was underwater at any
ti me. The man whose di ve preceded t hat of the victi mnoticed that t he gauge i ndi cat ed
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that the in-use cylinder was | ow so changed the attachment to a full cylinder. This
change- over was not t he specific responsibility of any desi gnat ed person apparently.
The victimentered the water and dived to the sane pattern as all the others, nmaking
two surface excursions as required by the above plan. No variation in his actions
fromperfect normality was noted. Wen he failed to respond to even a second si gnal ,
and the absence of ascendi ng bubbl es was noted, the standby diver was i medi ately
sent down to investigate. He found the victimlying on the harbour bottommi nus his
nmout hpi ece and unconsci ous. He was rai sed as rapidly as possi ble and resuscitation
started usi ng an Oxy-vi va and ECC on t he di ve-boat. Although there were no definite
signs of life attenpts continued and the set’s oxygen supply becane exhausted so it
becanme necessary to change to the | arge cylinder of oxygen that was aboard for just

such an eventuality. It was now di scovered that the oxygen cylinder was already
coupled up to a hose, the diver’s supply hose. Though resuscitation was conti nued
during the trip to shore and onwards to a major hospital, it was unavailing.

Aut opsy showed t hat deat h resul t ed fromdr owni ng, this foll ow ng unconsci ousness
from breat hi ng oxygen during work at 21 m (70 ft) depth.

The nost imediate error in the chain of events was the connection of the
i ncorrect gas supply to the diver’'s equipnment. This occurred easily because only
the cylinder valve was visible, the colour coded shoul der being hidden behind
protective flooring. The only precaution taken against this type of m stake was the
general know edge anong divers who were likely to dive fromthe boat that the oxygen
bottl e was al ways the bottomleft one in the rack of the ten 150 cu ft cylinders.
Naturally the reliance on traditional practices was i medi ately changed to a fail -
safe nethod in that the oxygen cylinder was separated fromthe air cylinders from
thistinme. Neverthel ess the events coul d never have occurred had it not been possi bl e
to connect up the hose incorrectly. Hospital anaesthetic fatalities have anply
denonstrated the inperative necessity for different thread sizes for each type of
gas i f machi nes are not to be wongly connected up on occasions. Nitrogen and helium
have el sewhere, it is believed, beensuppliedtodiverswithsimlarly fatal outcone.
There are other (fire) dangers too i f oxygen under pressure passes through i ncorrect
fittings. Attentioncouldwell begiventothis matter before a simlar m sadventure
occurs in sone other diving group. It is to be noted that this tragedy illustrated
that it is unwise to assunme that any procedure is safe merely because no acci dent
has yet occurred. Only frequent positive reassessnment of current diving practices
wi || keep unsafe practices at bay.

Di scussi on

The primary | esson one can draw fromthese el even case histories is that one
can never afford to hold the sea in disrespect. It is necessary to be able to swim
and to master a snorket, a piece of equipnment too little respected, even for calm
wat er safety. The frequency of the fatal pattern of events devloping in divers at
the surface illustrates that one is not honme and dry until safely out of the water
and the dive plan nust take account of this fact. The surface layer is the killing
ground for those whose training and equi pnment are not up to the demands of the
occasion, the rapidity with which death can occur meking the prevention of the
aspiration/unconsci ousness/death progression preferable to an over optimstic
belief intheefficiacyof resuscitative measuresinsuchcasualties. Thoughreliable
buoyancy vests were of value to several of the survivors, none of the victinms had
such aid. Thefailureto function of the vests of the two victins who had themconfirm
t he bel i ef of many that CO2 i nfl atabl e vests are liabletofailureat thecrisistine,
which at the very | ease nusst be bad for the user's norale. Both cold water and
wor seni ng sea conditions are significantly noted by survivors and | ack of bhoyancy,
withlittle or no remaining air, aggravate the ri sk of exhausti on and conmpounds t he
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probl em of meking a safe |andfall.

In one case the fatality was due to a “heart attack” in a diver separated from
his friends. This raises the question of fitness to dive. It is unfortunate that
the victims medical history is unavailable but the experience gained fromthe
exam nation of Australian airline pilots over a ten year period has been that there
i s apoor predictive score fromthe routine exam nation and resti ng ECG when checked
against later events. O the twenty pilots in the study who suffered conronary
t hr onmbosi s only one was "predi cted" while threeinfacrcts occurred unnoti ced between
routi ne ECG checks. Fewof the pilots who were disqualifiedfromflying onthe basis
of ECG changes were known to suffer a later coronary thrombosis. O course no of
this group had admtted synptonms. One other victimwas said to be obese, with the
i nplication of reduced fitness. Both these cases al so invol ved significant factors
additional to the health problens.

A better assessment of sea conditions, an adequate reserve of air in the tank
for the return fromthe dive and a reliabl e buoyancy reserve are basic requirements
for eventhe “certificated and experi enced” who wi shto reduce t he odds agai nst t hem
It is advisableto fit a subnersible contents gauge, and be guided by it. Look before
you leap into the water and as al ways, TH NK

Notes to Correspondents and Authors

Pl ease type al | correspondence and be certainto gi ve your nane and addr ess even t hough
they may not be for publication. Authors are requested to be considerate of the

limted facilities for the redrawi ng of tables, graphs or illustrations and should
provide sanme in a presentation suitable for photo-reproduction direct. Books,
journals, notices of Synposia, etc will be given consideration for notice in this
journal .

Addr ess correspondence to:
Dr Dougl as W&l ker

PO Box 120
NARRABEEN NSW 2101

DI SCLAI MER

Al'l opinions expressed are given in good faith and in all cases represent the views
of the witer and not necessarily representative of the policy of SPUVS.
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TABLE 1
Case Information Age Ski |1 Vest Buddy Air Bri ef
Sour ce st at us not es:
BH 1/76 | nquest 26 nil no no - al one, 3ft deep
cal m sea
BH 2/ 76 Deposi tions 24 sl i ght no no - poor sw mrer,
Report cal m sea
44ft deep
SC 1/ 76 Deposi tions 45 sl i ght no sepn  ?7?? 1st open water
di ve: CT.
SC 2/ 76 Deposi tions 36 C-card no sepn  off surface, calm
1 year sea
SC 3/76 | nquest 40 C-card no no full pr of essi ona
diver killed by
propel | ot
SC 4/ 76 Deposi tions 20 C-card no sepn | ow COLD, rough
Report waved for help,
surface buddy
vest
SC 5/ 76 I nquest 21 C-card FAI L sepn satis surfaced from
100ft; calls for
hel p
SC 6/ 76 Deposi tions 55 30 yrs FAI L YES satis COLD; | ost
mask; washed of f
reef; rough
wat er
SC 7/ 76 Depositions 32 sl i ght no sepn enpty COLD; rough;
(hookah) dropped w s,
tank; Surface
SC 8/ 76 1 nquest 18 nil no YES full rough sea entry
of f rocks.
H 1/ 76 I nquest 23 trained no no *x suppl i ed oxygen
at 70 ft
KEY:
Deposi tions = statenents of witness as to police at incident tine
| nquest = witnesses with statenments before the Coroner
Report = direct “Stickybeak” report by a wtness
Buddy YES = Buddy present and active help all critical tines
Buddy sep. = Buddy separated at critical tinme of the incident
Buddy no = dived or swam al one on the incident dive
CaLD = witness assessnent that this a significant factor
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