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Diving Safety Lines

March Edition                                                                                                                   2004

Diving Safety Lines is a semi-annual release by the Afloat Safety Directorate of the Naval Safety Center.  The information contained herein is a summary of research from selected reports of diving hazards to assist you in your mishap prevention program.  Diving Safety Lines is intended to give advance coverage of safety-related information while reducing individual reading time.  This bulletin does not, in itself, constitute authority but will cite authoritative references when available.  It is recommended that this bulletin be made available to all hands.
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What You Gonna Do Sup?


BMCS (DSW/SW/MDV) Douglas Roberson





Hello again from the Naval Safety Center Diving Branch. Over the next two issues, we will provide you with a real diving mishap and ask you to put your training and experience to the test.  Flash back.  USS Bolster (ARS-38) home ported Long Beach California, I was a newly assigned diving hospital corpsman, fresh out of dive school ready to go to work and perfect my skills.  I remember during 1996 to 2000 when Diving Safety Lines was published quarterly with a current diving mishap, or if no current mishap was available, the Naval Safety Center chose one from the archive file. This allowed the divers in the locker to Monday morning quarterback the dive.  The benefit to this was the divers could apply what they learned in dive school to the real world of diving. The mishaps published in this issue are actual diving mishaps conducted by DOD dive lockers. If you’d like, analyze the dive and send us a quick email response (� HYPERLINK "mailto:SAFE-Divesalvage@navy.mil" ��SAFE-Divesalvage@navy.mil�) listing your pre-dive, actual dive and post-dive actions, along with diagnosis and treatment for the diver.  We will review your e-mails and publish the top three in the September 2004 DSL issue.  Lets get started! In late summer 1990 at Lake Washington in Washington state, USS Bolster was conducting a joint salvage operation with NR MDSU 1 Det. 522 and the Naval Undersea Weapons Engineering Station (NUWES), Keyport Washington in approximately 80 FSW attempting to recover a WWII PBM-5 seaplane /bomber. NUWES, Keyport provided a torpedo recovery boat for a platform and a FADS 1 air system along with several divers to assist in the operation.  NR MDSU 1 Det. 522 provided approximately 10 divers.  The dive station was divided into two shifts working 12 hours on and 12 hours off.


(Continued on page 2)
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(Continued from page 1)





Initial conditions:





Platform: Torpedo recovery boat in a four-point moor.


Depth: 80 FSW.


Weather: Sunny, approximately 80-90 degrees.


Water Temp on the bottom: 60-70 degrees.


Dive Equipment: DLSS FADS I, MK-1 band mask with bailout bottle, wetsuits.


Morning shift of divers: approximately 12-14 on station.





Mission Task:


Remove mud from the wing of the PBM-5 that had overturned and sunk in the mid 1940s during flight tests using a suicide nozzle, and a 25” submersible pump.





Dive Team:





Red Diver: 35 yr old experienced 1st Class Diver assigned to the USS Bolster (ARS 38).


Green Diver: 37 yr old experienced 2nd Class Diver, assigned to NR MDSU 1 Det 522.  





The rest of the side is fully qualified to perform duties as assigned.





Both divers left surface at 11:15 a.m. and descended to the aircraft. Once on the job green diver commenced to jetting out mud from around the wing while red diver used the 25” submersible pump assisted by a top side crane to help raise and lower it on the wing to suck off the mud. Ten minutes into the dive, green diver stated he was having a problem using the suicide nozzle and asked to switch with red diver for the less arduous task. Both divers were vented and switched tasks. Seven to eight minutes later, green diver complained of shortness of breath. All work stopped on the job site, green diver was ventilated and red diver was OK. Green diver continued to breath harder and harder and commenced to climb his umbilical until about 40 FSW.  No further breathing or communications were heard from him. 








What You Gonna Do Sup ?


.














Diving Safety Lines


Naval Safety Center


375 A Street


Norfolk, VA  23511-4399


Phone:  (757) 444-3520 Ext. 7084, DSN 564-3520 Ext. 7084


Fax:  (757) 444-8636, DSN 564-8636


E-mail:  SAFE-Divesalvage@navy.mil


Head, Diving & Salvage – LCDR Alan Tupman


Editor- BMCS (SW/MDV) D.N. Roberson





























Mishap Corner





EMCM (MDV) Ret. Mary J. Bonnin





After 20 years of service, Master Chief Mary J. Bonnin retired to the fleet reserve on July 31, 1996. This story was her farewell address to the diving community and is as relevant today as it was the year it was written, enjoy! 





Before I begin, let me tell you that this is a true story. It happened many years ago, before the current procedures, restrictions, and controls for ships-husbandry diving and installing cofferdams were put in place. So, many things are different from today’s directives.





It started as a typical day in the tender’s dive locker. Everyone was expected to be there at the crack of dawn to begin the daily routine. By the time the rest of the ship was mustering, the divers were conducting ship checks on the two vessels we would be working on. Meanwhile, others were charging the air flasks on the dive boat, conducting predive checks on the dive equipment, setting up dive station, putting the finishing touches on the cofferdams to be used on today’s jobs, and planning the day’s evolutions.





By 0800, the dive boat was pulling up to the first ship. The job was to install a patch on the pit sword hull penetration of an AFS. Conversations with the senior IC-men onboard indicated that a flat patch was in order. Communications were established with our ship-check diver located at the pit sword room, using sound powered phones linked to the dive boat by a salt and pepper line. This gave us direct communications with the person who understood the procedure involved with the patch installation. Within minutes, the diver had located the hull penetration and installed the patch.





It was 0930, and our initial work was done at the AFS. So far, so good. We proceeded to the next job site as the AFS crew began working on their pitsword.





Our second job entailed installing large cofferdams and patches on an AE so they could remove a main circ pump. We had done extensive planning for this job and knew it was going to be a long evolution, with a lot of heavy lifting and time–consuming steps. As the day wore on, the job continued smoothly, with only minor problems. Our dive station was set up similar to the previous job. Communications centered on a qualified diver stationed in the ships main engineering space.





At 2000, we received a radio call we didn’t expect. The patch on the AFS just wasn’t working. They wanted us to go back and dive on it. At 2230, we wrapped up work for the day on the AE. We left the ship-check diver and two others AE to finish up work and drive the vehicle back to the tender.





By the time we returned to the AFS, it was 2300. We only had a bare bones crew (enough to put one diver in the water). We didn’t have enough people to put a diver in the main engineering space for communications like we had that morning. The ship couldn’t find a salt and pepper line to run to the dive boat, so they stationed a crewman on deck about forty feet above us with sound-powered phones. This was to be our communications with the space.





The ship’s crew had done further research and realized that the flat patch wasn’t working because of an extruding flange. We had thought the flange was part of the hull opening. But, it was part of the pitsword assembly and the ships workers had removed it.





This meant we needed a box patch. However, we no longer had an attachment point for the patch. The diver had to hold the box patch in place over the penetration as the ship’s crew removed the pit sword assembly. When they finished, water pressure would hold the patch in place until they reinstalled the pit sword assembly.





At 2330, after 17.5 hours of arduous work, the dog-tired diver reported to topside that he was in position at the hull penetration and ready to go to work. 								


(Continued on page 5)
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(Continued from page 4)





The phone talker on deck overheard this diver lingo and decided to hurry up the evolution. Without consulting the dive supervisor, he told the crew in the space to go ahead and pull the pit-sword. He didn’t realize the mistake he had just made and the impact it soon would have. The diver did not have the patch in position. He was only letting the supervisor know he had found the opening and was in position, waiting for the word to hold the patch over the hull penetration. At the same time, the ship’s crew was diligently removing the four remaining bolts that held the assembly in place. They were unaware the diver in a MK-1 band mask has his face only inches from the opening.





Just as we were about to have the diver put the patch in place, everything went sideways. The diver’s last words were, “My mask has been sucked into the hole, and water is coming in. I can’t breathe.”





Then, we heard the bells and the 1MC announcement, “Flooding, flooding, flooding.” Next came the sudden sound of  a free-flowing dive mask . We lost communication with the diver! The sound-powered phone talker disappeared (he was a member of the fire party). There was no response to the line-pull signals. The standby was briefed and hatted as seconds seemed like minutes.





“We’ve lost control, and we’ve lost the diver,” were the thoughts racing through our minds. “What do we do next?”





Suddenly, we heard a splash and a loud gasp for air. Then as quickly as the emergency began, it ended. The diver surfaced after taking one last gasp of air from his hat and ditching his rig. He had followed his umbilical back to the surface, about 60 feet from the keel to the surface. We brought the diver onboard and gave him a thorough neurological exam. Because he was trained and had kept his wits about him, the diver had survived, with nothing more than a good scare and a sudden realization that life is not forever.





WHAT WENT WRONG





ORM (operational risk management) , one of today’s buzz words, was alive and well, even back then, We had done our homework: 





We identified hazards and assessed them.


Made risk decisions


Implemented controls (e.g. Proper communications, an emergency vehicle, a well-rested, well trained team of divers, and a well- thought- out plan).


And last, our supervisors had control of the situation.





 	Everything was going as planned. Then, a wrench fell in the works. Our plan fell apart, and in our quest to “get the job done,” we threw risk management to the wind .The results: A near deadly situation, which I will never forget.





	What questions should we have asked ourselves when we had to go back to the AFS because the patch wasn’t working?


Is this dive really necessary right now?


Are the diver and dive team physically ready to do this dive; or, are they exhausted from a long day?


Do we have enough people to make this a safe dive?


Are the communications between the space and the dive boat adequate?


What problems might occur on this dive, and how do we control them?


Should we keep the emergency vehicle at the dive site or send it back to the tender?


Does everyone, including those on the ship, understand exactly what the plan is, and are all their questions answered?


(Continued on page 7)
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       (Continued from page 5)





These are just a few of the critical questions that needed to be answered and controls implemented before we went back to work on the AFS and began the dive.


Hindsight being 20/20, it’s pretty obvious. We shouldn’t have started the dive. It is also obvious that ORM is, always has been, and always will be a necessary part of safe diving.








The Name Game


“Diving Safety Lines Message” or “AIG 7702”





MMC (SW/DV) Kevin Gest, ext. 7103


� HYPERLINK "mailto:kevin.gest@navy.mil" �kevin.gest@navy.mil�





There seems to be confusion over what to call the message the Naval Safety Center sends out as an addendum to its biannual “Diving Safety Lines” newsletter.  So, here’s a note to ensure everyone is singing off the same sheet of music.


The message is officially named “Diving Safety Lines Message” (see the subject line), or “DSL-MSG” for those that must have an acronym.  One of the primary reasons for the confusion is our Diving Safety Checklist asks for AIG 7702, not the subject line. So, the first thing we’ll do is change the question on the checklists to say “Diving Safety Line Message.”  AIG 7702 is a name for the list of commands to whom we send the message.  Kinda like a group e-mail address except it’s for messages.  We use the same AIG to send out other types of messages as well, e.g., our scheduling message.  So, referring to DSL-MSG as AIG 7702 leads to confusion.  Clear as mud, right?  Probably about as clear as how to get the message.


	If you aren’t receiving the DSL-MSG, the first thing to do is check within your chain of command to see if somebody a couple links up is getting it, but not routing it to the dive locker.  If your command isn’t getting the message, send us a message and ask to be added to AIG 7702.  The messages are also located on our website. So, if you missed one or your dog ate the files, you can always go there and download them.








Best Practices





MMC Kevin Gest, ext. 7103, 


� HYPERLINK "mailto:robert.birmingham@navy.mil" ��� kevin.gest@navy.mil


          


 	Best overall dive locker surveyed during August 2003 to December 2003 was EODMU 17, Whidbey Island. EODMU 17 received a grade of outstanding on their last survey. HT1(DV) Michael Pechacek, HT2(DV) Lazlo Cservak, and BM2 (DV) Marcosflores have done an outstanding job running a dive locker that supports eight EOD detachments. Their control and organization of each detachments equipment was evident in the material condition of the gear, and the clear traceability of all maintenance in the 3M system. One key to their success was clear numbering of the gear and the use of separate line items on PMS boards for tracking maintenance. They also provide each detachment with a well-organized PMS package when they deploy to maintain continuity. In addition to an outstanding maintenance program, the locker’s training program also was very impressive. Their training plans were available for all subjects, and documentation left no doubt about the training accomplished. BZ.








Overbottom Pressure Set 


Each Diving Day





CW02 Robert Birmingham, ext. 7088


� HYPERLINK "mailto:robert.birmingham@navy.mil" ��robert.birmingham@navy.mil�


	When should you set the over-bottom pressure on the first-stage regulator? In the past, the preliminary procedure for MIP 5921/019 MRC R-7 (Inspect Regulator and Gage Hose) stated, “Ensure over-bottom pressure of the first stage regulator has been set to a minimum of 135 psig or in accordance with manufacturer’s recommendations within the past year.” SFR 1-04 has removed “within the past year.” This change should eliminate confusion about when to check the over-bottom pressure.  So, the answer to the question, “When should the over-bottom pressure be checked on the first stage regulator?” 


Answer: It must be accomplished before the first dive on each diving day. If your command has several detachments that deploy, ensure they are issued a calibrated overbottom gauge if they plan on diving scuba.








NMCI Meets DRS





MMC (SW/DV) Kevin Gest, ext. 7103


� HYPERLINK "mailto:kevin.gest@navy.mil" ��kevin.gest@navy.mil�





	As Navy and Marine Corps commands transition to the Navy Marine Corps Intranet (NMCI), the Safety Center is receiving calls asking whether the Dive Reporting System (DRS) program is NMCI approved, and how to get it loaded onto local computers.


	What is NMCI?  NMCI is similar to a ‘computer network’ that links all computers within a given command, only bigger.  Instead of being limited to a single command, NMCI connects all shore-based commands, through web connections, using the “Navy Marine Corps Intranet.”  This allows communication between commands, access to the web, and most significantly, management of all those computers by one agency, Electronic Data Systems (EDS).  EDS is responsible for the maintenance of NMCI. They have established two control centers, one on the east and one on the west coast.


	NMCI effects?  When a command transitions to NMCI, the computers it is issued all have a standard “program package.”  Any program that is not a part of this package is considered a legacy application.  Before legacy applications can be loaded onto NMCI computers, they must first be justified, tested, and approved.  To justify an application you must prove a need for it, and that there isn’t already an approved application that meets that need.  After an application is justified, it must be tested to see if it actually works on NMCI computers.  This process is initiated by the command that sponsors the application, referred to as the Central Design Authority (CDA).  If you’ve been paying attention you’ll recognize the Naval Safety Center is the CDA for DRS. Once an application is both justified and tested it becomes an approved legacy application.  NMCI keeps a list of all approved legacy applications, known as the “Application Catalog.”  This catalog is maintained and managed at an NMCI website called “Information Strike Force (ISF) Tools Website.”


	So, how do I get DRS on my NMCI computer?  When a command makes the transition to NMCI, somebody will be assigned as the NMCI liaison.  Don’t ask for the job; it doesn’t pay enough.  This person might be called the Legacy Applications Manager.  It is his job to ensure NMCI loads the correct legacy applications onto the command’s computers.  To do this, the manager goes to NMCI’s website, sets up an account for his command, and then submits a Request For Services (RFS) for each legacy application that is needed.  I’ve provided the instructions to help your legacy manager through the process.


			


					                    (Continued on page 14)








Scuba Cylinder Safety





CW04 Rick Armstrong 


Mobile Diving & Salvage Unit Two








MIP EL-038/014-60 


(Small Boat Electrical Shore Power, Preventive Maintenance)





CWO2 BIRMINGHAM, ext. 7088


� HYPERLINK "mailto:robert.birmingham@navy.mil" ��robert.birmingham@navy.mil�





If your command has a dive boat that utilizes shore power, ensure you add MIP EL-038/014-60 to your LOEP.


The two maintenance checks listed on this MIP are vital to preventing electrical shock. The R-1 maintenance check requires the maintenance person to clean and inspect shore power cable connectors and inspect portable shore power cable prior to making connections. Accomplish the R-2D maintenance check before the day’s first use. It requires the maintenance person to measure insulation resistance when disconnecting shore power.





“The New SKED ‘EGL-Breakthrough”





MMC (SW/DV) Kevin Gest, ext. 7103


� HYPERLINK "mailto:kevin.gest@navy.mil" ��kevin.gest@navy.mil�





The newest SKED program (version 3.1) overcomes the problem of accurately documenting the maintenance of gear listed on equipment guide lists (EGLs).  This is especially good news for dive lockers whose PMS boards look like the Dead Sea Scrolls when everything is listed as a single line item. The new EGL lets you list multiple items on one EGL while documenting maintenance for each piece of equipment.  This brings back recognition of ‘partials’ because you don’t have to maintain every item on an EGL to recognize work done on specific items.  SKED documents the maintenance on quarterly boards and prints a record of the work, broken down by EGL item and MRC. The only limitation noted by FTSCLANT when I spoke to them about SKED version 3.1, is that it won’t be NMCI approved until June 2004.  FTSCLANT is already sending the new version to ships since they won’t transition to NMCI. But they will not send it to shore commands unless specifically requested, and only those commands that have not transitioned to NMCI.  Sorry West Coast commands, FTSCPAC said they won’t send out the new version to shore commands until it is NMCI approved.


Eligible commands can request the new SKED program by contacting FTSCLANT representative, Mr. Percy Saunders, at (757) 443-3872, ext. 1800/1891 (DSN 526), e-mail <percy.saunders@ftsclant.navy.mil>.  He will need your command’s diving UIC and a phone number to contact you.  








“It Won’t Happen To Me” 





CW04 Rick Armstrong 


Mobile Diving & Salvage Unit Two





1. When is a visual inspection required on scuba cylinders every six months, vice annually?  Answer on last page





Buoyancy Compensators





Reprint from the November 2003 Faceplate





Due to the rapid advances and ever changing world of buoyancy compensators (BCs), commercial off the shelf (COTS) BCs not listed on the ANU list that meet the following four requirements are authorized for Navy use:





1. Has an oral inflation tube.


2. Has a power inflation device.


3. Has quick release of weight w/o chance of fouling.


4. Has 10 lbs positive lift at maximum depth.


 


Commands are responsible to ensure that these requirements are met prior to use.





Top 10 Discrepancies


 2003





BMCS(DSW/SW/MDV) D. Roberson, ext. 7082


douglas.roberson@navy.mil





Is a secondary medical kit stocked and stored in the vicinity of the chamber?


Do service record entries properly document diver re-qualifications?


Do individual divers maintain personal diving logs documenting their Navy dives?


Has each diver successfully completed a diving physical by a qualified diving medical officer? Is the physical current in accordance with NMPC directives for officers, enlisted and civilian divers?


Have all compressor relief valves been tested during the last 36 months and tagged?


Is all dive equipment covered by PMS?


Are critical diving gauges calibrated every 18 months?


Are air samples analyzed semi annually IAW PMS, and do they meet the purity requirements of the U.S. Navy Diving Manual?


Are personnel afforded ear protection for use inside the chamber and are they modified for use to allow equalization of pressure?


10. Is the 1st stage of the single hose regulator set at the manufacturer’s PSI or is it part of the pre-dive checks?








Sterile Supplies in the Chamber





BMCS(DSW/SW/MDV) D. Roberson, ext. 7082


douglas.roberson@navy.mil





What does the U.S. Navy Diving Manual state about sterile supplies in the hyperbaric environment?  





21-9.3 Use of Emergency Kits. Unless adequately sealed against increased atmospheric pressure, sterile supplies should be re-sterilized after each pressure exposure, or, if not exposed, at six-month intervals. 





The answer is pretty direct and to the point.





A quick fact: None of the sterile items found in your medical kit are adequately sealed for hyperbaric exposure 





How do we fix this problem?  Actually, it is pretty easy. Purchase a vacuum bag-sealing unit and place each of your sterile items in a vacuum-sealed pouch.  Roughly a $300.00 dollar investment vice hundreds of dollars a year to replace potentially contaminated medical supplies exposed to a hyperbaric environment.











Near Mishap Corner





BMCM (DSW/SW/MDV) James Daniels, 757-836-3370


SURFLANT Force Master Diver


� HYPERLINK "mailto:kevin.gest@navy.mil" �� jdaniels@cnsl.spear.navy.mil


� 





A recent increase of incidents involving safety of divers and potential flooding of vessels while performing underwater repairs have prompted me to write this article.  These incidents have occurred due to numerous reasons including insufficient knowledge of dive requirements, lack of communications, and isolation/tagout boundary discrepancies.  The following are a few examples of recent potentially catastrophic events that have occurred. 





A dive was conducted on an LHA to install cofferdams on various hull openings. The diver was enroute to install the cofferdam and identified motor noise.  Immediately after, the cofferdam was pulled from the diver due to suction from a hull opening. 





A cofferdam was installed below the waterline on an LSD to perform internal maintenance on a leaking pipe.  After the cofferdam was installed, and divers secured from station, ship’s force pressurized the system to aid in locating the hole in the pipe. Once the pipe was pressurized, the cofferdam was dislodged from the hull opening.





Dive operations were conducted on a CG to install a cofferdam on a fire-pump suction. The diver deployed to install the cofferdam and the cofferdam was pulled from the diver due to a suction from the hull opening.





All of the above mishaps have numerous root causes, and all may have resulted in death or serious injury to personnel and/or serious damage to equipment.  The following are contributing factors and points of concern that must be addressed.





IAW OPNAVINST 4790.4C and COMFLTFORCOM 4790.3, all work requests (MWC/2K/TGI) submitted to repair activities must include a current docking blueprint number, the frame number and the specific item number of the hull opening from the docking print where the cofferdam is to be installed, the location of space equipment, and the level of protection the installed cofferdam will provide (single or double valve protection). 





As per NAVSEA SO400-AD-URM-010/TUM REV 1 and NAVSEA 0910-LP-708-8000, all sea suctions and discharges that maintain 50 gpm or more and are within 50 feet both forward and aft of the frame number where the cofferdam will be installed must be red tagged and secured. The hull isolation stop valves including remote/hydraulic actuators and the pump motor are the minimum isolation boundaries required to safely conduct dive operations. 





Sonar and underwater electrical systems must be red tagged and secured.  Cathodic protection will remain active unless divers are working in the immediate area of the anodes or reference cell and the diving supervisor directs securing the system. The system must be reactivated immediately upon completion of dive operations.





(Continued on page 12)





USS Lafayette. While divers in the Pacific were hard at work at Pearl Harbor, a major challenge was presented to the divers on the East Coast. The interned French passenger liner Normandie (rechristened as the USS Lafayette) caught fire alongside New York City’s Pier 88. Losing stability from the tons of water poured on the fire, the ship capsized at her berth. The ship had to be salvaged to clear the vitally needed pier. The Navy took advantage of this unique training opportunity by instituting a new diving and salvage school at the site. The Naval Training School (Salvage) was established in September 1942 and was transferred to Bayonne, New Jersey in 1946.











Near Mishap Corner


(Continued from page 11)





As per NAVSEA SO400-AD-URM-010/TUM REV 1, Appendix E, all dive operation tagouts require a separate Tagout Record Sheet (TORS). Ship’s force is responsible for preparing and hanging all tags. Upon completion of ship’s force second check tag verification, the repair activity representative will verify and sign tags and the tagout record sheet.  The tagout record sheet and status of tags cannot be altered unless the repair activity representative grants specific written permission by signing the TORS. For vessels using the Shift Operations Management System (SOMS), electronic authorization must be granted to the repair activity representatives for red tag validation. The SOMS program does not, by default, require repair activity representatives to sign for issuing or clearing tags.  It is the authorizing officer’s responsibility to ensure that all appropriate reviews are conducted and signed for. 





IAW NAVSEA SO400-AD-URM-010/TUM REV 1, all installed cofferdams require a red tag to notify ship’s force and the repair activity that a hull blank is installed on the ship. The repair activity representative will sign the TORS and must authorize the clearance of the tag prior to removal of the cofferdam. Contracted civilian divers are not authorized to remove cofferdams installed by military organizations unless the repair activity representative authorizes removal of the cofferdam by signing the TORS.  























“Data Corner”





HMCS(DSW/SS) M. J. Redeen


� HYPERLINK "mailto:michael.redeen@navy.mil" ��michael.redeen@navy.mil�





Hafa Adai (Good Day). Just wanted to give you all a DRS database update. As of 16 March 2004, we have 2,970,395 dives in the database. You may wonder what we do with all the data. Well, jumping St. Joseph’s and all those little aspirin; I’ll tell you. Last year we received requests for diving statistics from all services, NAVSEA, NEDU and civilians thru the Freedom of Information Act (FOIA), which totaled over 15,000 line items. These requests included queries for stats related to depth, decompression tables used, diving mishaps/treatments rates, and stats on the number of dives per year for a particular purpose of dive. UWSH just to name one. We also received 57 requests for personal dive histories from divers of all services that either have retired or were discharged, active duty divers of all services, and diving commands. The data are used for everything from dive verification for employment to the funding of diving billets. So, it is imperative that all diving commands continue to report their dives promptly and correctly. It normally takes a year and a half after the end of the FY to receive 90% of the dives logged at the Safety Center. As in any computerized system, the end product is only as good as the information provided, or more simply stated “garbage in, garbage out.”


(Continued on page 13)








“Data Corner”


(Continued from page 12)





In addition to maintaining a repository for all Navy dives, we also are mandated to maintain a record of all reportable diving mishaps/treatments. Back in the “old days,” dives and mishaps were reported on the same form with an accompanying narrative. Today we have DRS Version 5.1.5 to report our dives electronically and a separate procedure for reporting diving mishaps/treatments. Even with all the advances in technology, there is still no program available that can think of everything that can go wrong or went wrong. To analyze a mishap, the narrative (Echo section) of the mishap report needs to include as much information as possible about the dive. Such as the dive profile, the symptoms presented, the time of onset of the symptoms, etc. Relating specific details can help other divers avoid the same circumstances and perhaps save a life. 


Just to reiterate. We currently use the NAVOSH Program Manual for Forces Afloat, OPNAVINST 5100.19D (w/chg 1), Chapter A-6, Para A0608, utilizing the formats listed below:





* Appendix A6-M, format for Class B or C on-duty diving mishaps with hyperbaric treatment (type I and II DCS, AGE, etc.).





* NOTE: All on-duty cases of central nervous system oxygen toxicity, pulmonary over inflation syndrome and hyperbaric treatment are reportable.





* Appendix A6-N, format for Class B or C on-duty diving mishaps not requiring hyperbaric treatment, five or more lost workdays (barotrauma, central nervous system oxygen toxicity, pulmonary over inflation syndrome, trauma, etc.).





* Recreational diving mishaps resulting in a reportable injury to Navy military personnel require the submission of a Off-Duty Recreation, Athletics and Home Safety (RAHS) Mishap Report, appendix A6-O.





* Aviation bends cases and recompression therapy for aviation simulator-training related incidences will be reported per the Naval Aviation Safety Program OPNAVINST, 3750.6R (w/chg 2).





Doc’s Corner





Now for my real job, lets talk about emergency medical equipment. Chapter 21 of the U.S. Navy Diving Manual provides the minimum requirements for the primary and secondary emergency medical kits and minimum quality assurance requirements for the kits. This includes conducting an inventory once every four months unless opened (TRCS: quarterly per MIP 5921/177-14 Q-3R), and the use and management of the kits to include, drugs, sterile supplies and modifications of the kits to support local needs. Each system (not command) is required to have it’s own primary and secondary emergency medical kits. Commands with a medical officer or advanced cardiac life support (ACLS) trained diving medical technician/independent duty corpsman assigned are required to maintain a portable monitor-defibrillator, the drugs required by the American Heart Association (AHA) for ACLS and, concise instructions for administering each drug along with the current AHA ACLS protocols. There is no requirement to have ACLS drugs and equipment for every dive kit when multiple chambers/kits are present in a single command. However, you might want to do an ORM/sanity check prior to making this decision. For the other emergency medical equipment such as, oxygen kits, resuscitators, and stretchers/litters, ensure these items are covered by PMS. The MIPs are listed below:





6521/R43-72, Stretchers Portable


6521/R48-32, Resuscitator, Hand Operated


6521/354-62, Resuscitator, Pulmonary Gas (Flynn III)


6521/582-C3, Medical Oxygen Cylinders





In addition to the maintenance, it is important that training be conducted and documented on the use of this gear.

















  











Automobile Mishap Corner





FTCM(SS/SW) Clements, ext.7099


� HYPERLINK "mailto:chris.clements@navy.mil" ��chris.clements@navy.mil�





    


Cars, trucks, and motorcycles still are the number one non-combat killer of our Sailors and Marines.  The CNO has directed us to reduce our PMV mishap rate by 50% by end of FY 2005. Commands that have taken a proactive approach (hands-on command involvement) in their PMV safety program are making a dent in this deadly statistic.  Some of the best practice’s we have seen include: Traffic safety stand-down’s that really tackle the issue of PMV crashes, not just another “check in the box” stand-down. Making an issue of requiring motorcycle riders to attend the motorcycle safety course. Senior leadership taking notice of crew members driving or riding performance and talking to them about PMV safety. The 50% reduction mandated by the CNO is achievable with steady and even-handed command involvement with your drivers.  Some recent PMV mishaps that drive home the absolute need to reduce the PMV mishap rate follow.





A 20 year old E-2 riding an off- road motorcycle on an approved off-road course on base, veered to the right to avoid running through some standing water lost control, and ran into the trees.  He sustained major internal injures and later died.  He had not attended the motorcycle safety course, did not own the motorcycle, and was not familiar with its characteristics. He was wearing a helmet, gloves and steel toe boots


A 19 year old E-3 driving while intoxicated, lost control of his truck and crashed on the side of the road.  He sustained head injuries, collapsed lung, five broken ribs, and multiple lacerations.  He survived the accident.


A 25 year old E-6 was driving home from a day of skiing at a local resort (50 mile drive) with his spouse.  On the drive back home he fell asleep at the wheel and ran into a tree.  Both he and his wife died in the crash. They wore seat belts but air bag did not deploy.


A 30 year old E-6 with nine years of motorcycle experience, lost control of his motorcycle while downshifting during a turn.  He was thrown from his motorcycle. He survived the crash with a fractured clavicle, multiple abrasions and bruises. He was wearing helmet, boots, riding jacket, and gloves. 


A 22 year old E-4 and 20 year old E-3 were injured when the intoxicated driver (civilian) of the car they were riding in lost control and flipped the car over onto its roof.  The driver was charged with DUI.  The driver wore a seat belt and was not injured.  The E-3 did not wear seat belt and sustained multiple broken bones (ribs, right femur) a bruised lung and liver.  


A 24 year old E-4 and a 25 year old E-3 were returning from leave in New York a day early.  They were traveling south on the Chesapeake Bay Bridge. Bridge police observed their car traveling at 80 mph and tried to signal them to slow down.  The car continued to the end of the bridge and down an exit ramp where it continued off the left side of the ramp and smashed through the barrier rail.  This woke up the passenger. The vehicle then jumped across southbound U.S. 13 lane and crashed into the median.  This woke up the driver.  Both driver and passenger were wearing seat belts and the air bags deployed.  They received relatively minor injuries.  Seatbelts and air bags work, if used.











Answer from page 9:


1. When the cylinders are charged more than five times in one week.  MIP5921/19 A-1R











NMCI Meets DRS 


(Continued from page 7)





1. Establishing your command’s account:


Connect to the following website: � HYPERLINK "https://usplswebh0ab.plano.webhost.eds.net/isftool/Login.jsp" ��https://usplswebh0ab.plano.webhost.eds.net/isftool/Login.jsp�


Click on “ISF TOOLS USER ACCESS REQUEST” and follow the prompts to the “USER ACCESS REQUEST FORM”.


Fill out and submit the request IAW the guidance on the form.


Assistance is available through the POCs listed on the form, and your local NMCI representative.


Within a couple days you will receive notification via Email that your command’s account has been activated.  This notification will include a user I.D. and password for accessing the ISF Tools website to manage the account.


The easiest way to identify your command’s account is by your command’s Unit Identification Code (UIC).


After notification that the account is activated, go to the ISF Tools website to request the DRS application be added to your list of legacy applications (referred to as your command’s “Rationalized List”). 


Requesting legacy applications:


Login to the ISF Tools website and go to the “Applications Data” screen.


Next, select “Application Catalog.”  This is a catalog of all legacy applications available thru NMCI.


Type “33780” in the RFS window and click on “Search” (leave the rest of the windows blank).


The application that pops up will be DRS, Version 5.1.5.


There are multiple versions of DRS in the Application Catalog and multiple ways to search for it.  It is very important that you choose only the DRS application associated with RFS# 33780.


Next select the “Add Command” option located in the lower right-hand corner.


You will be prompted to submit an RFS for your command.


Your request will be assigned its own RFS number.


By adding your command to RFS 33780, your RFS will be approved by association, and will not need to go through a long testing process.


Once your request is received and approved by NMCI, the DRS application will be “pushed” (loaded) to the computers that your command has designated.


	You thought you were done, didn’t you?  Not yet.  There are two more things you must do.  NMCI must also verify that DRS met the DoD Information Technology Security Certification and Accreditation Process, known as DITSCAP.  Proof of DRS’s certification is provided in a document known as the System Security Authorization Agreement (SSAA), which is available for download from our secure site under the Afloat section. Contact us for the web address.  If this doesn't work, please let us know and we will mail you a copy.


	Finally, the Department of the Navy (DON) is making its own effort toward downsizing the number of programs it uses.  To justify keeping a program, the command responsible for creating it (that’s us) must register online with DON Applications & Database Management System (DADMS), and commands that use the program (that’s you) must log onto the same website to identify themselves as stakeholders.  The Naval Safety Center has registered the DRS program on the DADMS website.  Every stakeholder that uses DRS must go to the following website and register your command: � HYPERLINK "https://www.dadms.navy.mil" ��https://www.dadms.navy.mil�
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