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Diving Safety Lines

September 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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	DIVING BOAT SAFETY CHECKLIST

	Engineering

	
	Check fuel, engine oil, and coolant level.

	
	Outboard motor kill-switch in place.

	
	Secondary propulsion onboard and operational (second motor/engine or paddles as applicable).

	
	Engine shutdowns operational.

	
	Emergency fuel cut offs operational.

	
	Emergency lighting onboard and operational (secondary lighting or battle lanterns).

	
	Emergency steering onboard and operational (tiller or paddle as applicable).

	
	Emergency bilge pump operational.

	
	Appropriate fire extinguishers onboard.

	
	· Good condition/properly charged.

	
	· Date PMS was accomplished ___________.

	
	Bilges free of excessive dirt, debris, oil, fuel, and water.

	
	Test operate steering system.

	Navigation

	
	Test operate running lights, dive lights, and horn.

	
	Test operate windshield wipers.

	
	Appropriate charts onboard.

	
	Compass is operational and has been swung IAW PMS.

	
	Appropriate flags and day shapes onboard.

	
	Flares.

	Deck

	
	Appropriate mooring lines onboard and in good condition.

	
	Appropriate heaving lines onboard.

	
	Appropriate anchors and anchor lines onboard.

	
	Appropriate fenders onboard and in good condition.

	
	Cleats in good condition.

	
	Ladders and platforms going over the side to divers are in good condition.

	
	Boat hook onboard.

	
	Appropriate number of life rings onboard.

	
	· Good condition.

	
	· Appropriate line attached.

	
	· Properly stowed.

	
	· Flashing beacon.

	
	Life preservers.

	
	· Enough for 100% of crew.

	
	· Properly stowed.

	
	· Good condition, with whistle, reflective tape, beacon.

	
	Foul weather gear available as necessary.

	Communications

	
	Test operate radio and mobile phone.

	
	List of radio channels and phone numbers onhand:

	
	· Port Ops/Harbor Control: _____________________________.

	
	· Chamber: _____________________________________________.

	
	· Home base: ___________________________________________.

	Medical Equipment

	
	Stretcher.

	
	First Aid kit.

	
	O2 respirator, cylinder PSI ___________.

	
	Sunscreen.

	Crew Preparation/Manning

	
	Appropriately qualified crew is onboard.

	
	Check with Diving Supervisor that all necessary gear for diving load-out is onboard.

	
	Submit sailing list to home base prior to getting underway.

	Comments:

	Boat Engineer Name/Signature:
	
	Date: ____________

	Diving Supervisor Name/Signature:
	
	Date: ____________

	Boat Coxswain Name/Signature:
	
	Date: ____________
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Stretchers

MDYV Pratschner was asked to
compare a Miller Board to a non-rigid
stroteher. His trial runs indicate that using
the non-rigid litter offers a few advantages
over using the Miller Board. The flexible
litter is much casier to use when geti

man outof the water. Thisliter should not
be used when spinal injury is suspected.
but if this s the only stretcher available.
slide a boat hook throuzh the handic on
cach side 1o make 2 somewhal rigid
stretcher. In addition. the non-rigi litter
folds up and is casily put nto an O, kit or
dive supplies briefcase. and takes up a ot
s room than a Miller Board.

LW Paint

The wave piercing sealifl catamarans
HSV-X1 Joint Venture (INCAT hull 60)and
HISVEX2SWIFT (INCAT holl S0) we
in Hobart-Tasmania, Australia. The
length, 87 beam, and 13" draft vessels are
based an
modified for military operations.
undervater hull co:

cbuil

commercial ferry design
The

ng systems on these

vessels pose serious health risks to diving
personnel and special precautions must be
taken to aveid contact with the coating
systems. For further information, sce AIG
230 Diving Advisory 04-06.

Zeugie BCs
Several reports indicate the potential
for the fabric cover o fray and expose the
inflation. bladder of Zeagle BCs
manufactured from 1996 1o 2003, This was
caused by a spring rated a4 PSID located

in the overpressurization valve and the
remote exhaust valve. Zeagle has lessencd
102 PSID to
alleviate the potential problem. Please see
AIG 239 Diving Advisory 04-04 for urther
details and resolution of problem. MK-11
BCD is not affected by this AIG and no
further action is required.

the tension an the spri

Carbun Fiber Flasks

Hydrostati testing requirements for
carbon fiber composite flasks do not call
for a 5% ent expansion as
aceeptance criteria as isdone on the Kevar
flasks. Per the DOT exemption (DOT-E-
100453 (SC1) and DOT-E-10915 (Lusfer)
ther s Refection Elastc Expansion (REE)
number stamped on the Mask shich is the

aceaplance criteria for these flasks. Carbon
fiber

ssks must be hydrostatically tested

fiveyears. There s no documenation
of a hydrostatic test when defivered new
Documentation provided lists the
autofret
imitial hydrostatc test. This date willalso
be onthe label attached to the flask. There
is no requirement in DOT for the facility
performing subsequent hydrostatic esting
jon of the fest
ol attached to the flask, but
a copy of the test report should be
requested for inclusion in the cerification

The exemptions for the Kevlar
wrapped composite Mlasks used on the
LWDS. TRCS, 2
§162 (SCI) and DOTE-10970 (Lus er),
These Masks stll have the

permanent

expansion criteria and they sill need o be
hydrostatically tested every three years
The exemplions for carbon fiber
flasks, which we use on the LWDS,
TRCS.and FADS [ must be carried with
the system any time they are intransit. The
manufacturer renews these exemptions

every three years. so it is necessary 1o
tathe DOT website periodically to get the
most recent update of exemption.
can be found at hup:/hazmat dotwov

These

1f You Did Not Know
Biodegradable hydraulic fluid is
authorized for use in ali Hydraulic Power
Units. Envirologic 132 manufactured by
Terresolve Technologies. LTD may be
used in lieu of Houghton PR1192 Mil
S1309 TY2 CLIL. The fluids shall
be mixed together. You must
tharoughly clean power unit and all
tools when switching from one fluid to the
ether. MIPS 5021013, 307 LM, 5971005,
and 5971068 wil reflect the use of his luid

orthe PR 1192.
If interested.

you can contact
LTD ar

Technologies.
S8

Terresolve
(§00)661-

ESSM Phone Numbers:
Recently the phone numbers at
ESSM o

nged. Div

can be reached at
9044, Diving Coordinator
Jelf Washburn can be reached at
(757) 637-9061. Quality Assu
Cress canbe reached a (757) 63

e, Eric
9060,








[image: image5.png]Come on Masten diven
SCUBA diing 1 o breeze

TU peen n EOD for yeans..
diving o) the Hime sortheut o
nessone GoqE . Relax  you
B e eh

7

Wust-.. Contnol










What You Gonna Do Sup?/The Rest of the Story


BMCS (DSW/SW/MDV) Douglas Roberson


“What You Gonna Do Sup?” is a two part series that allows the fleet to analyze an actual diving mishap and send their analysis to the Naval Safety Center where we  review and post the results. The first part can be found in the March 04 DSL. This is part 2 of 2.


Recap of Actual Events from the March 2004 DSL





Both divers left surface at 1115  and descended to the aircraft. Once on the job, green diver commenced 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. 





(Continued from page 2)





(Continued from page 1)


Analysis of the diving mishap by 





MMC(DV) Rodney Brannon  (MDSU-2)





I think green over breathed the MK1 band mask due to the arduous work (37 year old in poor physical condition?) thereby creating a CO2 build up with in the mask. The ventilation, short break and the easier task did not allow green to catch his breath. So he created a CO2 build up again when he continued to breath harder and harder. At that point, green diver become anxious, uneasy and wanted a breath of fresh air. So, he left bottom. During ascent the ppO2 decreased causing him to go unconscious or possibly aspirated a small portion water causing a laryngospasm to occur, therefore causing no audible breathing sounds over the communications box. 





My call would be to have red diver locate green diver, deploy standby diver down green diver’s umbilical. Once standby diver locates green diver, vent him, ensure and maintain an open airway, check him to verify if he is conscious and breathing, and ascend to the surface. Commence ABCs and basic cardiac life support (BCLS), advanced cardiac life support (ACLS) while transporting to chamber, compress to 60fsw on O2 at depth.





Now the Rest of the Story


(Based on the actual Investigation report)





The diver was hauled to the surface by both his tenders at a rate of 60 fpm. Diver remained unconscious,  MK1 band mask was removed from the diver, airway was opened, diver was not breathing and had no pulse. Basic cardiac life support (BCLS) was initiated and the diver was transported to shore awaiting advanced cardiac life support (ACLS) . Life flight arrived and ACLS commenced, diver’s heart rate returned but he was unable to breath unassisted. Diver was transported to the hospital via helicopter. He was treated for suspected arterial gas embolism (AGE) with no improvement and expired two day later. 





Diagnosis/Cause of Death





1.   Hypoxic encephalopathy. (Fancy words for not enough oxygen to the brain)


Cardiac dysrhythmia with cardio-respiratory arrest. (Fancy word for heart attack) 





(Continued from page 2)





The Rest of the Story











 20/20 Vision   from BMCS(SW/SW/MDV) Roberson


.


Over the years, I have thought about that day on the diveside on Lake Washington over and over again. As I write this article,  I glance at the calendar and see today  marks 14 years since this all transpired. The questions I ask myself are, “What could I have done different? Did I miss any subtle clue that might have led me to believe that this diver was having any medical problems before the dive? You can “what if” yourself until you’re blue in the face and still not touch a fraction of everything that can happen to you and your divers on the side during an operation . With that said, all you really can do is evaluate the risks of the operation and situations presented to you, impose controls to reduced the risk to your divers, and execute the plan with the knowledge that if something was to happen you have the training and confidence and resources to solve the problem. To steal a quote from the movie Apollo 13, “ Failure is not an option”.





You and your team must succeed, your divers lives depend on it !!





In the final analysis, the investigation found that the dive team performed admirably and did everything that could have been done. The cause of death listed in the autopsy report was cardio-respitory arrest caused by atherosclerotic heart disease with cardiomegaly. ( Coronary heart disease and a BIG heart) and this death was classified as non-diving related.





  


I would sincerely like to thank MMC(DV)  Brannon from Mobile Diving and Salvage Unit Two for his assessment and feedback about the diving casualty. Thank you for stepping up to plate and taking a swing. (Hoo-Yah Deepsea).
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MK 1 MOD 0 Diving Outfit.  





By the late 1960s, engineering improvements in demand regulators had reduced breathing resistance on deep dives to acceptable levels. Masks and helmets incorporating the new regulators became commercially available. In 1976, the U.S. Navy approved the MK 1 MOD 0 Lightweight, Mixed-Gas Diving Outfit for dives to 300 fsw on helium-oxygen


(Figure 1-16). The MK 1 MOD 0 Diving Outfit incorporated a full face mask


(bandmask) featuring a demand open circuit breathing regulator and a backpack


for an emergency gas supply. Surface contact was maintained through an umbilical that included the breathing gas hose, communications cable, lifeline strength


member and pneumofathometer hose. The diver was dressed in a dry suit or hot


water suit depending on water temperature. The equipment was issued as a lightweight


diving outfit in a system with sufficient equipment to support a diving


operation employing two working divers and a standby diver. The outfit was used


in conjunction with an open diving bell that replaced the traditional diver’s stage


and added additional safety. In 1990, the MK 1 MOD 0 was replaced by the MK


21 MOD 1 (Superlite 17 B/NS) demand helmet. This is the lightweight rig in use


today.








Figure 1-16. MK 1 MOD 0 Diving Outfit








What other job in the world allows you to surf a nuclear submarine !!!





Old DRS Version Out to Pasture





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


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





It is time for all commands to shift to the newest version of the Dive Reporting System program, Version 5.1.5.  On 01 Oct  we will discontinue technical support for DRS versions 4.5 and 5.1.3 and will remove the programs from our website.  Starting 01 Jan 2005, we will accept DRS reports only from DRS Version 5.1.5 .  





For those commands that shifted to DRS Version 5.1.3 almost three years ago and are still running the same version, it has been almost two years since commands were notified of the mandatory upgrade to V5.1.5.  Now is the time to complete that upgrade. 





To get your copy of DRS Version 5.1.5 go to our website: � HYPERLINK "http://safetycenter.navy.mil/afloat/diving/default.htm" ��http://safetycenter.navy.mil/afloat/diving/default.htm�, and download the program, or follow the link and fill out the “DRS Version 5.1.5 CD request form” and submit it to us from the same website.





If you have any questions, contact us at:


(757) 444-3520 ext. 7606, DSN 564-3520, or group email: safe-divesalvage@navy.mil











Estonian Diver in Russian Deep Sea Dress 





Is this the new fly-away saturation system or a blast from the past you decide ?





Art Imitating Life





CW04 Rick Armstrong 


Mobile Diving & Salvage Unit Two





ZEAGLE RANGER BUOYANCY COMPENSATOR


CW02 Robert Birmingham, ext. 7088


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








If your locker uses the Zeagle Ranger buoyancy compensators and you don’t know what a tri-bar clip is you are not alone. Just after SFR 1-04 was on the street, I reviewed the latest changes to MIP 5921/002 and read the S-1R (Inspect Buoyancy Compensator). Note 2 states, “ Upon initial receipt, install (two) electrical tie-down straps to each tri-bar clip to prevent the bladder shell from becoming disconnected from frame of BC. Trim ends as close as possible and orientate strap so as to minimize or eliminate chafing to bladder shell.” Not having a Zeagle BC, I made some phone calls to commands that have Zeagle BCs. None of the commands I called understood what needed to be accomplished. Fortunately, I was headed to the West Coast to perform surveys and surveyed a locker who had Zeagle BCs. I asked them where they installed the electrical tie-down straps and to show me the tri-bar clips. I received several blank stares from the entire locker. We all sat around the BC and tried to figure out what needed to be accomplished. Needless to say we found the tribars and figured out where to install the tie-down straps. Figure 1 show where to install the electrical tie-down straps to the tri-bars.





IAW MIP 5921/002 R-1 (Accomplish prior to each diving day) step 1.a second sentence states “ Ensure tri-bars are secured with electrical tie-down straps, replace as required.” Ensure all your Zeagle BCs have electrical tie-down straps installed to the tri-bars prior to your next dive. This applies to new and old Zeagle BCs.


I would like to thank Chief Petty Officer Vaughan from NSSF Groton for sending me the pictures that clarify where to install the electrical tie-down straps on the tri-bar clips.











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 semiannually 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?








Near Mishap Corner

















One of the most prominent tools surveyors use to evaluate a command’s safety climate is the Diving Safety Checklist. However, there are times when we finish surveys with few discrepancies, but still feel the command is perched on a wall like Humpty Dumpty - ready to take a great fall.  Usually, those commands view our checklists as a shortcut to get them through an “inspection” rather than as a tool to assess and improve their command’s safety culture.  Like rust bubbles beneath a paint job, there are clues as to how seriously a command takes safety.  The obvious indicators are cleanliness and material condition, but the real tattletales are “corner conversations” and unexpected evolutions.  These events provide the inspector a fly-on-the-wall perspective and reveal what happens when the hatches close and the steam rises. 


 


The following is a true account of what I witnessed as a fly on the wall while walking down a pier one sunny afternoon.  I believe it is an excellent example of a high-pressure situation clouding perspective. 





A submarine lost secondary propulsion motor (SPM) bearing indications during her pre-underway op-test.





The SPM was fully lowered and had been trained away from 000 by an unknown amount when indicators failed.


The submarine could not get underway with her SPM deployed.


To attempt raising the SPM without returning it to 000 would have caused significant damage to the unit and failure of the submarine to meet her underway commitment.





At the time of failure, the maneuvering watch was set and two tug boats were alongside to assist in getting  the submarine underway.





The drive to get underway:





The purpose of the underway was a four day torp-ex, which would include testing of newly installed fire control equipment. (Mission)


Tech-reps were also onboard for the underway in support of testing. (Money)


Submarine squadron representatives were pier side, in support of getting the sub underway on time. (Pride)





Continued page 9





I believe in ORM But this is ridiculous!!!








Near Mishap Corner


(Continued from page 8)





When asked why ship’s divers were being used vice SIMA or MDSU divers, a squadron commander sited the urgency of meeting the underway commitment that day because of the torpedo range availability and all the tech-reps that were standing by.








Q: What time did the SPM indicator fail, and how quickly could MDSU divers have deployed?


In addition to her underway commitment, the submarine was also pressed for time by scheduled in-port sonar operations by other ships at 1700, less than two hours away.





After the SPM indicator failed, the maneuvering watch was secured and the tugboats were sent away. Apparently the tugboats were directed to return for a later underway, as they unexpectedly arrived while ship’s divers were in the water.





It was decided that the ship’s divers would deploy to determine the SPM bearing, and if needed, verify its position after the ship attempted to re-zero the unit in the blind.





Normally, the scope of submarine scuba divers’ mission is limited to pre-underway inspections.





This job verged on the scope of ships husbandry.  Operation of underwater equipment is highly discouraged any time divers are in the vicinity and verbal communication between the diving supervisor and divers is essential, especially in poor visibility.  Both SIMA and MDSU divers could have provided this.





The following was observed from the pier as the dive station was setup on the submarine’s aft deck, and during dive operations.  Some of the following is assumed from indications of how the dive was run and from the preventive measures taken to protect the divers:





Divers Tag-out:





It appeared the diver’s tag-out was incomplete.


An opening on the aft deck was discharging water during dive ops.





Lines were hung from both sides of the ship, just forward of dive station, apparently as markers to prevent the divers from swimming toward operating sea suctions and the critical reactor.


This safety measure was ineffective; when the divers initially entered the water they swam forward of the lines approximately 15 yards before turning around and swimming aft.


A tending line was attached to one of the divers, but it was not used to turn the divers around.  Instead the divers turned themselves around after recognizing landmarks indicating they had gone the wrong direction.





The SPM was not tagged out and was in fact repositioned with divers in the water.


Q: Can the propeller on the SPM be tagged out while still allowing the SPM to be rotated?  If so, were the appropriate tags hung?


Q: Can the SPM be manually trained for slower rotation and better control?





Q: What was the status of tags on the ship’s running gear, sonar?


How far away were the closest sea suctions, and what were their gpm ratings?





Continued page 10





Diving Medicine Refresher:





Middle Ear Oxygen Absorption Syndrome. Middle ear oxygen absorption syndrome refers to the negative pressure that may develop in the middle ear following a long oxygen dive. Gas with a very high percentage of oxygen enters the middle ear cavity during an oxygen dive. Following the dive, the oxygen is slowly absorbed by the tissues of the middle ear. If the eustachian tube does not open spontaneously, a negative pressure relative to ambient may result in the middle ear cavity. Symptoms are often noted the morning after a long oxygen dive. Middle ear oxygen absorption syndrome is difficult to avoid but usually does not pose a significant problem because symptoms are generally minor and easily eliminated. There may also be fluid (serous otitis media) present in the middle ear as a result of the differential pressure.








Near Mishap Corner


(Continued from page 9)





Dive Station Setup and Control:





Dive station was crowded with unnecessary personnel throughout most of the dive.


The topside phone talker, who was in communication with the SPM operator, had a problem being heard by the diving supervisor and had to ask personnel to move so he could see and communicate with the supervisor.  


The phone talker was located at the aft engine room hatch, too far from the diving supervisor.


It appeared that precautions were not taken for extraction of an unconscious diver from the water.





After the divers surfaced the first time, the diving supervisor assisted in pulling a diver from the water instead of having the tenders help.  This was at the water’s edge on the sloped deck of a wet hull and could have resulted in the supervisor going overboard.





The diving supervisor sacrificed situational awareness when he physically became involved.





Q: Could a Jacobs’s ladder have been setup from the aft cleat or some other fitting to extract divers?





Two divers entered the water, but only one diver had a tending line attached.  A buddy-line was not used between the two divers, even after it was reported that visibility was poor (approximately an arms distance).


This could have been significant, considering that both divers would eventually be in close proximity to a rotating SPM.


This also could have resulted to the untended diver getting caught on a sea suction if he had gotten separated from his buddy and gone too far forward during their first dive.





Divers entered the water before the word was passed for divers were working over the side.


Divers were in the water 20 minutes before code alpha was hung.


This was recognized before divers left surface, yet they were told to go to work immediately.


This decision was influenced by the CO, who became involved in running the dive the same time the diving supervisor was attempting to supervise the dive.





Approximately ten minutes into the dive, the two tugboats returned and started to come alongside amidships. Only after the tugs were almost alongside did they recognize that signals from the submarine’s topside personnel were attempting  to wave them off.  A submarine crewmember had a VHF handheld radio, but failed to make contact with the tug.  Instead cell phone numbers were yelled between decks so the two vessels could communicate.





Q: Is there a radio frequency that tugboats continually monitor the submarine could have used to hail the craft master?


Clearly, at this point, the divers should have been brought to the surface, the situation evaluated, and positive control of dive station clearly established prior to resuming the dive.


When code alpha finally was hung, it was inboard of raised masts and the radar, which obscured it from view on the seaward side.


The submarine contacted port ops after sending the tugboats away to inform them of their diving operations.  


Port ops was surprised that the submarine had divers in the water and instructed her to pull them out.  The submarine responded, stating they had received permission from port ops to commence dive operations.  Confusion reigned as the two parties tried to determine exactly who at port ops had given approval to dive.  In the end, dive operations were allowed to continue.


During dive operations, both the diving supervisor and the CO were giving directions to the divers, often times simultaneously.








Near Mishap Corner


(Continued from page 13)








When the divers initially went down to check the SPM they found it at approx. 90 degrees port.





Divers were pulled from the water and SPM operators rotated the SPM, hoping to align it to 000.


Divers went back down to check the position after the topside phone talker reported that all personnel were clear of the SPM controls.


The divers second report was that the SPM had rotated to 170 degrees port.


After determining they were strictly dependent on luck to get the SPM to 000, it was decided to have the divers go down and watch the SPM rotate and tell topside when to stop the rotation through the use of line-pull signals.


Visibility was poor, which meant that divers would have to be close to the unit while it rotated.


It was determined that the unit took approximately :15 to move 90 degrees, so that the divers were not in danger of getting hit by a fast moving SPM.  It was also determined that divers were not in danger of getting crushed between the SPM and any part of the hull.


Line pull signals were discussed between the divers and the C.O., and again between the divers and the diving supervisor.  The two methods did not match, and it took 5-10 minutes to clarify what signals to use.


After approximately an hour of dive time, the SPM was rotated and verified to be at bearing 000.  The SPM was then housed, and diving operations secured.


Not long after that, the submarine was underway fulfilling her operational commitment.








From this incident I’ve determined that Sailors still choose from two sets of tools when faced with making safety decisions.  The first tool is ORM (operational risk management).  This keen-edged tool provides a means of identifying and assessing hazards, helps make risk decisions, implements controls, and provides supervision to overcome the unexpected.  The second tool is a rusty, dull-edged tool, which is usually pulled out to hack through any obstacle we don’t have time to deal with.  I call it ORL (operational risk lotto).  Its engineering design is based on luck, it’s fueled by a wish, and lubricated with a dab of spit.  The directions are as follows: Grab handle, close eyes, pull, and hope no one gets hurt.  Before you choose which tool to use, ask yourself these two questions: What are you willing to risk? And, if all goes wrong, was it worth risking? 








Diving Boat Safety Checklist





MMC Kevin Gest, ext. 7103, 


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








“Is there a diving boat safety checklist posted (locally generated)?”





If your command uses a boat and uses it as a diving platform, with or without a diver’s air system, then this question from our Diving Boat Survey Checklist applies to you. If you question the application, then take this geography test: 





You surface from a dive and have to be assisted back in the boat because your right side is feeling weak.  When the dive supervisor finally gets your buddy in the boat and tells the coxswain to put the peddle to the metal, the Evinrude won’t start – you can’t feel your legs.  The supervisor grabs the radio and tries to call home plate to let them know he’s got a diver down, only to find the batteries are dead – you’re having a hard time catching your breath but can’t unzip your wetsuit because your hands aren’t responding to your brain.  As the supervisor grabs the empty oxygen bottle, he directs your tender and the boat coxswain to get the paddles and row the boat over to the pier, a mere 100 yards away.  As you slip into unconsciousness you hear them both say that there are no paddles on board.  What creek are you up?





OPNAVINST 3120.32C and NSTM 583 (Boats and Small Craft): direct commands to post boat checklists, but leave it up to individual commands to create their own; a wise decision considering all the different types of commands and boats.  The problem is, we aren’t seeing enough good boat checklists.  So, we put our heads together at the Safety Center and brainstormed a baseline checklist.  The checklist at the end of this DSL is the result.  We provide it as a starting point, something that you can tailor to your command’s needs.  It looks great when printed as a two-sided document and laminated.  Contact us if you would like us to e-mail you a copy in Word format, or if you have suggestions to improve it.














 “Keep it Simple”





A checklist is required wither you have a fast mover or a slow pusher!!!!





Diving Locker:





�  











Code		Meaning





We can’t have a survey because


the ship’s going to be on deployment.


We can’t have a survey because the


guy who does PMS will be on leave.


We can’t have a survey because our 


diving officer is getting divorced and the master diver is helping him move today.


We are fully prepared to stand a 


stellar safety survey and our dive locker always looks fantastic.


We are not a diving command.


I’ve heard our unit is going away 


soon, so a survey would be a waste of time.


Our divers life support system is out


of commission.


I just took over the dive locker and


still getting things fixed.


All our scuba tanks are being


hydroed.


We can’t have a survey because the 


guy who took care of that transferred three months ago and his relief hasn’t reported to the command yet.


We didn’t get the survey schedule 


message.


(Reserves) That’s not our drill weekend.


(Reserves) Our OIC won’t be able to make it because he’s got a soccer game to referee.


Our PMS man is at 3-M school and he’s got the keys to the dive locker.


We got “Outstanding” on our last survey and were told we didn’t need another one.


Our captain is new.


That piece of equipment is going away.





The following codes should come in handy during the actual survey:





We just brought you fresh coffee and doughnuts.


The diving officer has the DRS and diving publications at home and he is on leave. (submarine dive lockers)


Our command dive bill is in the chop chain.


We’re too busy to train.


Our training guy is new.


All our dive equipment is in lay-up.


All of our training is on the job. (OJT)


Why does the diving medical exam need to be signed by a DMO?


All our gauges are out for calibration.


The calibration sticker must have fallen off.


Well, it worked yesterday.


You should have seen this place before I got here.





The following codes should come in handy during the de-brief with commanding officer:





Did you enjoy the coffee and doughnuts?


Will anyone else see the results.


How did we do compare to the rest of the fleet ?


I guess we’re not as bad as we thought we were.


Why do we need divers at this command.


Well, we’re sure glad to have you on board.


It’s a good thing you didn’t come last week.


We’ll get right on these discrepancies.


	


These codes can eliminate  a lot of unnecessary communication, but like anything, they’re of no value unless you use them. We hope these catchy phrases will become part of you everyday divers vocabulary. This article is a re-write from 1990 DSL’s with a few new codes updated or added  and is as applicable today as in 1990.





   In the Diving and Salvage Division of the Naval Safety Center, we hear all kinds of lengthy speeches about our diving safety surveys. After giving this situation some thought, we’ve found a way to save thousands of tax payer dollars in messages, fax transmissions, e-mail and telephone calls. We have devised codes to replace the wordy (and often lame) excuses we get.





Put the pro-word “shark” in front of each code below to tells your listener that he or she should don a drysuit because it’s about to get  deep. Example:  This is Lt. Deepsea from the USS Rocketship, Shark Code 22-04” Other things we hear before a survey are:   





Traffic Safety


FTCM (SS) Clements


COMNAVSAFECEN (ALSAFE 38/04) 011356Z JUL 04 announced a new tool for traffic safety. Thanks to


the Army Safety Management Information System (ASMIS), an online risk planning tool for traffic safety


is now available. ASMIS is an excellent way for LPOs, LCPOs, division officers, department heads, XOs, and


COs to educate their Sailors about the risks they face on liberty and on the road. ASMIS users fill in the


details of their planned trip and get a tailor-made risk analysis. Any user with a “navy.mil” e-mail address can


access the system at � HYPERLINK "https://safety.army.mil/asmis1" ��https://safety.army.mil/asmis1�. There is a simple, single-screen login process, which


asks for your “.mil” address, name, age, command, location, and supervisor’s e-mail address. You can also


get to ASMIS via the Naval Safety Center web site main page or by visiting � HYPERLINK "http://www.safetycenter.navy.mil/articles/asmis.htm" ��http://www.safetycenter.navy.mil/articles/asmis.htm�. ASMIS is easy to use, free, and another tool that


leaders at all levels can use to reduce the number of PMV mishaps, our leading killer of Sailors and Marines.





A 29-year-old E-5 took his eyes off the road and looked back behind his motorcycle. When he looked forward again, he was heading off the road. He crashed and suffered a shattered wrist and broken collarbone. 





A 27-year-old O-2 encountered an oncoming vehicle in his lane on a snowy road. The vehicles collided head on. He suffered fractured wrist and fractured fifth metacarpal. 





An 18-year-old E-4 riding his motorcycle turned right into the highway and hit a truck head on. He suffered permanent paralysis below the waist. He did not have a motorcycle driver’s license endorsement nor had he taken


any motorcycle safety classes. Had he not been wearing all required PPE (helmet, gloves, long pants, boots, motorcycle jacket) the outcome could have been worse. 





A 21-year-old E-3 while driving his car with a BAC of 0.17 lost control of his car at high speed in a turn. Fortunately he used his seat belt and the air bags deployed and he suffered only minor injuries. 





Three Sailors were killed when the government bus they were riding in lost control and crossed the median into an oncoming semi truck





 A 20-year-old E-2 crashed his car into a bridge support structure and died. 





A 24-year-old E-5 while riding his motorcycle at a high rate of speed (110ft-long skid marks) ran into the rear wheels of a tractor-trailer and died. 





A 25-year-old E-5 ran over loose gravel with his motorcycle, lost control and ran off the road. He hit a rock and sustained a fractured right hip socket. 





A 40-year-old E-7 while riding his new motorcycle, lost control and flipped the bike into a ditch. He had not completed the motorcycle safety course. He sustained deep puncture wounds to his leg. He was wearing all


of the required PPE, which helped minimize the extent of his injuries. 





A 20-year-old E-3 riding on the back of a motorcycle without a helmet lost his hand hold and fell off. He was lucky to only receive minor cuts, abrasions, and bruises to his head. 





A 21-year-old E-4 riding at a motocross track landed his bike hard after a jump and suffered a broken tibia and fibula, fractured wrist, and broken jaw. He was wearing all required PPE for participating in a motocross event. It would have been much worse if he were not wearing motocross PPE. 





A 31-year-old E-6 lost control of his motorcycle and suffered a compound fracture of a fibula. He was wearing all required PPE. 





A 23-year-old E-5 drove his car into a highway barrier at approximately 100 mph. The car burst into flames. The driver survived with burns to 20-30% his body. 





Traffic Safety


(Continued)





A 22-year-old E-5 lost control of his motorcycle and left the road. He was wearing a helmet but still died. 





A 25-year-old E-3 driving his car with a BAC of 0.12 lost control and struck a utility pole. He suffered seven fractured ribs and a laceration requiring nine stitches to his forehead. 





The preceding was just a small sample of the private motor vehicle mishaps reported to the Safety Center


this quarter.











Figure 1








September Edition                                                  Diving Safety Lines 1                                                       2004           

_1143022443.bin

