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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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OPERATIONAL RISK MANAGEMENT - “YOUR SAFETY DEPENDS ON IT”

  Submitted by ENS Stephen T. Andros

The salvage team from USS Grapple (ARS 53) and Mobile Diving and Salvage Unit Two located the downed MH-53E Sea Stallion helicopter off the coast of Virginia in 112 feet of water.  This was not going to be your standard helo salvage operation.  It was important to recover the wreckage without exerting any lifting pressure on the main rotor shaft and transmission.  Previous transmission modifications to the 53’s were suspect to engineering flaws, therefore making this recovery a high safety priority.  Members from the air safety and inspection board were present to ensure salvage procedures didn’t compromise future inspections or findings that maybe related to the MH–53E mishap. 

Tasking was to recover the downed craft. The water temperatures were in the mid thirties and average seas were two to six feet. The ship was in a four-point moor over the helo, which was inverted and partially buried in the sand.  The first objective after the initial survey was to lift the helo off the bottom and rotate it to an upright position.  The estimated weight of the helo was around 25 tons.  

Operational risk management is nothing new to Navy diving. Diving supervisors are trained early in their careers to brief every dive team of the risk and possible hazards while in the water and on the job.  This operation was no different.  MK 21 diving dress and hot water suits were employed.  

Divers had attached lift balloons providing 23 tons of positive lift and a lifting pennant attached to the two forward tie-down points just under the nose of the airframe.  The lifting pennant was attached to Grapple's portside fantail capstan for lifting.  After divers had cleared the water, the craft was lifted about 10 feet and at a 45-degree angle with the tail section still in the sand.  This would allow the next set of divers to survey the rotor blades still attached and identify the top lifting pad eyes required for making the final lift.  Normally, divers would wrap the rotor shaft with a wire pennant and lift to the surface.  However the rotor shaft and transmission had to be preserved for analysis.   During the next survey, divers reported one of the seven rotor blades had broken off during the crash.  Three of the remaining six blades had to be cut off underwater to rotate the craft to its upright position allowing divers access to the top lifting eyes.

The underwater cutting phase involved the use of an underwater cutting rig and a Broco torch with steel tubular cutting rods.  The rotor blades are made of titanium alloy preventing cutting or sawing with metallic blades and grinding wheels.

THE DIVE

The dive site was prepared for underwater cutting and the next team of divers was briefed.  This dive was not your everyday Navy dive.  The dive supervisor covered the all the safety precautions and ORM required for conducting such a dangerous evolution.  The risk assessment code, RAC 1-critical, included working on a partially suspended aircraft while using electrical underwater cutting processes to remove three 40-foot rotor blades.  Also divers were made aware of, and strictly briefed to stay away from beneath the airframe due to the possible failure of the rigging lift points, collapse of various lift balloons, and or a combination of both.  Divers were also briefed on how to position properly themselves while making the cuts.  The dive supervisor had the tenders hat the divers and proceed to the stage.  The seas were three to four feet that night and both divers knew that cutting the blades would be challenging, to say the least.  Divers were tended up, over and lowered to within five feet from the bottom.  Once ready and on the project, red diver called for switch on and began cutting the first blade.  Each blade required approximately 10 minutes of cutting/bottom time.  Both divers also reported the difficulty in cutting while the craft was moving up and down due to the sea state. 

THEN IT HAPPENED.  As red diver had completed 90% of the final cut and was changing the cutting electrode, out and away from the helo, the forward tie-down points gave way.  Topside immediately acknowledged the slack in the working lift pennant and the diving supervisor immediately called for okays from both divers.  "Okay red" and "okay green" echoed from the com box.  Both divers were okay and not aware of the lifting pennant failure until topside had told them.  Divers were then ordered back to the stage and decompressed on the required SUR D O2 table and schedule.  Diving operations were secured for the night.  

It was very clear that night that if ORM had not been part of the plan, one of those divers may not be with us today.  I can recall one fatality where a diver did not do what the dive supervisor told him to.  I’m grateful that these divers dove the plan.  ORM is an essential tool used during every dive. It has to be!

USS Grapple and MDSU 2 divers successfully recovered the MH–53E and inspectors identified the cause of the crash.  During this operation, three divers experienced signs decompression sickness and one diver had a mechanical hand injury.  All divers were treated successfully and have fully recovered.  Every dive hazard was identified, briefed and measured before each dive according to Navy safety policies and diving procedures.  HOOYAH DEEPSEA!      
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Safety Survey Coming up soon

Here’s a list of common discrepancies and recent updates we found:

1. OPNAVINST 3150.27A changed to 3150.27B (Navy Diving Program)

2. OPNAVINST 4790.4D changed to NAVSEAINST 4790.8B (Ships’ Maintenance and Material Management (3-M) Manual)
3. OPNVINST 5100.19D (NAVOSH Program Manual for Forces Afloat) updated to 5100.19D interim change 3. Change 2 deleted Chapter A-6, Mishap Reporting, replaced by OPNAVINST 5102.1D/MCO P5102.1B  (Navy and Marine Corps Safety Investigation, Reporting, and Record Keeping Manual).  Interim change 3 is an update of the industrial hygiene survey. 

4. Updates to U.S. Navy Diving Manual Rev 4 Change A, replaces Chapter 17 with Chapter 17B MK 16 MOD date 12/10/02, and diving advisory 05-02 pen and ink changes to Chapter 17B 

5. Diving Equipment Authorized for Navy Use (ANU) updated letterhead 26 Jul 04.  Need letter, not just knowing where to locate .

      6.    U.S. Navy Diving and Manned Hyperbaric Systems Safety Certification Manual , SS521-AA-MAN-010 Rev 01, dated May 2004 replaces the 1987 edition .  

7.  MCO 3500.20A changed to MCO 3500.20B, Marine Corps Parachuting and Diving Policy and Program Administration.

8. TI-10560A-14 w/chg-1, Maintenance and Accountability for U.S. Marine Corps Diver Lockers.

9. MCO 1510.88B, Marine Corps Individual Training System (ITS) for Marine Corps Special Skills updated to B vice A 

     10. There have been a lot of changes to the Planned Maintenance System

a. Switch to SKED 3.1.11 

One of the biggest changes is the use of EGL split checks.

Which allows you to take credit for partial completion of the EGL and reschedule the maintenance items not completed.  

The majority of the commands we recently surveyed did not know how to properly document "R" checks listed on EGLs. 

Either the complete EGL was X'd off taking credit for equipment that was not used or the "R" check was not documented. That’s one reason most of us continue sticking with single line items.

b. Recent changes to PMS checks we have been doing for years. 

Verifying the over-bottom pressure of the scuba first stage regulator, it went from an "R" check to a semi annual, and now it is an A-2. May be good for SDVT in dry-deck shelters and the submarine scuba lockers; but, I like it as part of the pre-dive. YOUR CALL!!

c. For boat checks 5833/200, they finally put the "A" in front of the "R" checks. So now, they automatically will be scheduled instead of forgotten about, and some of the checks were deleted . 

          d.  Air Filters and Moisture Separators per MIP 5921/034

             they need to be recertified by UT or a VIP every 18

             months or if using the Bauer MIP 5921/063, then it's every 

             year as a mandatory "R" check when changing or cleaning the 

             filters per topside tech note, "All moisture separators and 

             air filter housings installed in diving systems require a 

             tag to be affixed upon completion of recertification 

             testing." As a minimum, the following information shall be 

             stamped on the tag: 

                a. Recertification activity 

                b. Type of recertification (UT or visual inspection in accordance 

             with MIP 5921/034 18M-1R, 18M-2R) 

                c. Recertification date.

Diving Equipment Recall

As of Dec 2004, off-the-shelf buoyancy compensators were approved for Navy use as long as they meet the requirements below, listed in the ANU. Just remember, not all have been tested by NEDU as the ones that are accurately listed in the 10560 

The buoyancy compensator must meet all of the following requirements:
    (1) Provide a minimum of 10 lbs positive buoyancy at maximum depth
    (2) For integrated weights systems, they must be ditchable
    (3) Power inflator
    (4) Have an alternative source of inflation, e.g., oral. 
The manufacturer's literature may be used as verification of positive buoyancy requirement. Commands are authorized to purchase any BCD which meets these requirements.

So, as you guessed, there have been a lot of recalls for BCDs.  The following are a few I found.  We suggest you search the manufacture’s web for any new updates.

* Admin Comments : BCDs models/names  

1. OCEANIC BCD with Reliant Power Inflator

2. AERIS BCD with AW3 Power  Inflator 

3. HALCYON BCD Stainless Steel Power Inflator

4. GENESIS Sherwood BCD

5. CUSTOM BUOYANCY BCD overpressure valves

6. DUI BCD overpressure valve

7. OMS BUD overpressure valves 

8. DURAPRO Systems BCD

For a more complete list of recall info for scuba equipment, see 

    http://www.cyber-diver.com/recall.html

	Sunray Mod Light Recall

	Effective immediately, Light & Motion announces a safety recall on the Sunray Mod Light. 
There have been a few incidences in which the light inadvertently turned on while unattended. It has been determined that if the light accidentally becomes partially flooded, it is possible for the light to turn on by itself. If you suspect the light has been flooded, it is important to unscrew the silver bezel and remove the light bulb from the socket. 
Light & Motion is taking the cautious route and issuing a safety recall and is requesting that the lights be sent in for upgrading. Please contact the company to obtain an RMA number to facilitate the servicing. 
Description: 
Black plastic body with blue and white logo and silver bezel.
[image: image3.jpg]



Measures 5.25 inches in length by 2.0 inches in diameter. 
To return your Sunray Mod Light for the safety upgrade return postage pre-paid to:
Light & Motion Service
attn Mod Recall
300 Cannery Row
Monterey, CA 93940



Recent Diving Mishap

A thirty-two year old active duty male (MV) arrived at chamber facility for a diver pressure candidate pressure test in the recompression chamber at 0900 on June 21, 2005.  Two candidates were present for the pressure test, all candidates were medically screened and briefed by the chamber supervisor as what to expect during descent (how to properly clear their ears, not to clear their ears during the ascent phase of the dive and give the inside tender OKs during the pressure test).

    During descent (chamber travel rate was 60 FPM) the MV stated that he had trouble clearing both ears (depth 10 fsw). The chamber was stopped and chamber occupants were brought up a few feet (7 feet) to relieve the pressure from the affected candidate’s ears.  After relief was attained for the affected member and all candidates stated they were OK, the chamber occupants again started their descent, this time at a slower rate (30 FPM).  At 18 fsw, MV again was unable to clear both ears.  The chamber supervisor elected to abort the pressure test and all chamber occupants began ascent back to the surface at 30 FPM.

    At 6 fsw the inside tender noticed that the MV was holding his head on the left side, and swaying back and forth.  The inside tender immediately notified the chamber supervisor by that time the chamber reached surface.  Upon surfacing, the MV complained of vertigo and muffled hearing in his left ear; the other candidate was OK.  The independent duty diving medical technician (IDC-DMT) entered the chamber and examined the affected diver; the other candidate was kept in the vicinity of the chamber as a precaution.  The affected candidate complained of vertigo for approximately one minute.  Examination of both ears revealed a T-2 squeeze in the right ear, and a T-3 squeeze in the left.  A full neurological exam was performed by IDC/DMT and revealed no neurological deficits, with exception of mild muffled hearing in his left ear (the transient vertigo and passed).  At that point, the MV revealed to the IDC/DMT that he had been taking decongestant for a head cold for the past week.  This information was not revealed during the initial supervisor’s dive brief when all candidates were asked about medications they were taking.  After the one-hour clean period, the MV was prescribed another decongestant by IDC/DMT and was told to take it easy and to contact the chamber’s duty phone if he had any problems.  He was also instructed to follow-up with the IDC on his ship one week prior to re-scheduling his pressure test again.

    Later that afternoon, the MV was running an obstacle course (he did not follow instructions to take it easy) and suddenly felt a pop in his left ear while hanging upside down on a rope.  When he dropped to the ground, he said that he felt vertigo again that lasted about two hours before dissipating and did not inform anyone.

    The next morning, the MV woke up with vertigo.  This time the vertigo remained persistent.  He went to sick call on his ship to be checked out and IDC confirmed persistent vertigo.  After examining the MV, the IDC from the ship called over to confer with the IDC/DMT from the chamber facility.  The MV was brought over to chamber to be further examined by IDC/DMT, duty master diver, and duty diving medical officer.  Examination of both ears revealed that tympanic membranes were intact with mild effusion of left ear.  The IDC/DMT and duty diving medical officer performed another neurological examination.  Coordination was markedly impaired due to the vertigo.  A fine nystagmus was observed when he moved his eyes laterally.  A perilymphatic fistula (inner ear barotrauma - IEB) was suspected and he was immediately referred to an ear, nose, throat (ENT) specialist at a naval medical center after a phone consultation to Naval Diving Experimental (NEDU), Panama City, FL.  Further examination at ENT supported the perilymphatic fistula (IEB) diagnosis.

    The MV was admitted as an inpatient on Wednesday, 22 June 2005 for observation and further clinical evaluation.  On Tuesday, 28 June 2005, surgery was performed to repair the fistula.  The MV was discharged with convalescent leave.  A post-surgery evaluation will be performed to assess the MV and any symptoms associated with IEB at a date to be determined.

Submitted by QMCM (MDV) Troedel 

WESS REPORTING SYSTEM

ENC (DSW/SW) J. HORDINSKI  EXT. 7103
 Since reporting on board here at the Naval Safety Center in July, I have received numerous inquiries with regards to the web based DRS program and the WESS reporting system. The Web-based DRS program is approximately 24 months away from the prototype phase were we will ask several commands to test the new reporting systems compatibility with fleet requirements and ease of use.  WESS, on the other hand, is up and running. Those of you that are not familiar with this system, need to get up to speed. This system is how all mishaps not just diving are being reported and this will also serve as your gateway to the web-based DRS in the future.  If you have any questions regarding these programs please feel free to contact me. james.hordinski@navy.mil




Master Diver's Corner


Diving Safety Survey


 MMCM(MDV/SW) Mallet


Email: Russell.mallet@navy.mil


To all those in King Neptune’s realm, I am Master Diver Mallet and have assumed the side from Master Diver Roberson. I won’t bore you on where I’ve been or what I have done, what I will tell you is that I volunteered for this job and look forward to serving all of you in the community. Since I have your attention, I want to solicit from all services that perform one form of diving or another that you submit articles for Diving Safety Lines. I am sure those of you that are diving would much rather read/learn something from fellow service members doing the business than from us. You know the kind of stories we tell one another while performing one arm curls; e.g., maybe a close call that occurred during a dive and lessons learned from that experience. Just e-mail it to one of us here and we will get it out. If you want to remain anonymous, that’s OK. While on a roll, diving safety survey checklists are a great tool for you to use as interim indicator on where your locker stands between DORA and safety surveys. Some of you also are utilizing them as a training tool for your junior personnel, which is great. However, I encourage senior divers, master divers, and diving officers, before your up coming survey, to draw the current checklists from our website and take the time to go over each line item pertaining to your locker. When we come to do your safety survey, I think you will have better results. Before I Sur D, look forward to seeing you on my travels and we are here to assist you. Special thanks to Gordoe Westbrook and Doug Roberson.











Dive Safe


R/ Russ Mallet


    Master Diver  USN 














Dive Safe


R/ Russ Mallet


    Master Diver  USN 
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Issues with DRS?


ETC/DV Greg Barnett


E mail Gregory.Barnett@navy.mil





                      Having trouble with DRS ? Here are problems we have been receiving lately.





We recently had ADP switch computers and none of information is in this program. OOPS, you should have called us first, an important file located in your Dive Reporting System file is DRS.mbd (it’s a Microsoft Access file) this file contains your dive history, personnel information, and templates. You need to copy this file to the program on your new computer. I suggest you keep a copy of this file on floppy somewhere. 


  


Recently we switched to NMCI, now we can no longer log into DRS. NMCI will push or patch you a copy of DRS; however, the program they send you will not work, something is lost in the translation and you will get a logon error. What you need to do is load it locally on your work station from the CD ROM.  Hopefully, you kept a copy of your data base ( see problem 1). 





When sending dives, I receive a message from you saying we sent the wrong file. The file you should be sending (file name) should start with your UIC then a date code and date followed with a LZH extension.


When you send us a dive, you should get a reply, it may take a week or so due to travel. If you don't get a reply from us, re-transmit the file.





My e-mail comes back to me with "unknown address" error message. Our e-mail address has changed (see last two Diving Safety Lines). The default e-mail address in the DRS is incorrect and must be changed to � HYPERLINK "mailto:SAFE-Divesalvage@navy.mil" ��SAFE-Divesalvage@navy.mil�. I recommend you send your dives by going into your Dive Reporting System files and copying the compression file (LZH) then send through your e mail program vice using the program.








I forgot my password, for that give us a call and I can give you a password good for that day. This will allow you to go in and reset your password, but look at the expiration date of your password.








Check your version of DRS; it should be V5.1.5. I'll say it once again, we still are going to a web-based version of DRS. The new name will be Dive and Jump Logging. Beta testing hasn’t taken place yet; but, as soon as we get a copy, we will be sending it out to various commands for testing.
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The Lure of a Motorcycle�
�
    Motorcycle advertisements are hitting their target, as evidenced by those Sailors who flock to local dealers to purchase one. Unfortunately, some who buy motorcycles aren't really prepared for two-wheeled transportation. 


    During fiscal year 2005, there were 159 motorcycle incidents.  Twelve were fatalities, seven were permanent total/partial disability, 45 were major injuries with more than five lost work days, and 38 were minor injuries with fewer than five lost work days.  The rest were no injury.  More than 68% were E 5 and below. As you can guess, the majority of the incidents happened in Florida, followed by California beating out Virginia by one. Sorry to say I can’t tell you what make model of motorcycle was involved in the majority of the crashes, because a lot of the reports were listed as unknown. 


    So what do these statistics say to me? One, let's ensure our junior Sailors and Marines know the facts and anyone who rides a motorcycle or is thinking about buying one should be aware of the risks and the rules that apply.  Some are common sense, but others are Navy law.


    To obtain a base decal, a motorcyclist has to be licensed, must have insurance, and must have graduated from a Navy approved motorcycle-safety course. The bike also needs to be registered and have a valid safety inspection.


    Sailors who operate motorcycles-on or off base-have to meet the requirements outlined in OpNavInst 5100.12G (Navy Traffic Safety Program) for standard dress. They must wear a DOT-approved helmet, long trousers, long-sleeved shirt, full-finger gloves, sturdy footwear (leather boots or over-the-ankle shoes recommended), protective eyewear, and a reflective vest. These rules are not negotiable, and failure to comply can spell disaster for your health, life or military career. If you disregard OpNavInst 5100.12G and are involved in a motorcycle mishap, you can be charged with failure to follow a general lawful order (Article 92, UCMJ). Also, if you're injured and require convalescent leave, that time can be added on to your expiration of active obligated service.


    "How would the Navy know if I broke the rules?" you may be wondering. It's really quite simple. Navy shore patrol monitors all police-radio traffic and is notified anytime a service person is involved in a mishap. Shore patrol responds and files a preliminary report that indicates whether a motorcyclist was wearing the required safety equipment. Every motorcycle crash resulting in injury requires a line-of-duty/misconduct investigation. One of the determining factors is whether the motorcyclist was complying with OpNavInst 5100.12G.


    My goal isn't to alienate those who own and operate motorcycles. I'm confident most handle the machines safely. Every once in a while, though, I read a report that makes me shake my head in disbelief. For example, a Sailor was traveling an interstate highway going 115 mph. When he started to pass an SUV, he misjudged his speed and distance to the SUV and hit it. That Sailor isn't with us today.


    Before you hop on your bike the next time, I urge you to think hard about what could happen. You may be a great driver, but are you willing to bet your life on the skills of all the drivers around you? While you never can eliminate all the risk that comes with riding a motorcycle, you can reduce the danger by being smart.


    For more information on motorcycle safety see: 


        http://www.safetycenter.navy.mil/ashore/motorvehicle/motorcycle/default.htm�
�
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