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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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Combat Salvage


BMCS (DSW/SW/MDV) Jim Mariano





“Left surface, mark time.” The words of the diving supervisor are barely audible as Tomahawk cruise missiles thunder overhead, outbound for Iraqi targets.  M60s locked and loaded, two divers manning force protection stations scan the horizon in search of suicide boats, fully aware that they’re the only line of defense between dive station and disaster. Faced with the constant threat of CBR attack, suicide boats laden with explosives, and free-floating mines sighted in the vicinity, one normally prefers a dive station in a much safer location.


Early in the morning on the third day of the war, two British Sea-King helicopters had collided during refueling operations in the NAG (Northern Arabian Gulf).  Now, 80 feet below the surface, lay both helicopters and six crewmembers. This was the situation facing divers from Mobile Diving Salvage Unit TWO, Detachment DELTA. “Combat Salvage” is what they’d had been training for.  Now, less than 20 miles off the Iraqi coastline they were preparing to put it all to use!


Conditions had all the ingredients for disaster.  Ebb and flood tides from Iraq’s Tigress and Euphrates rivers produced currents that at times exceeded 2 knots.  Visibility was 0-3 feet at slack tide and the bottom temperature was 55 degrees.  Dive station was 270-foot barge, with 15 feet of freeboard, one ladder and no diver’s weight handling system.  The barge, although moored securely, would warp in the moor up to 150 feet at any given time based on influence from the tides.  The debris field was 640x320 yards with the barge positioned almost dead center. However; 300-foot Aqualite umbilicals were all that were available.  The water heater was down hard and the on-station chamber was an uncertified British aluminum double lock onboard another vessel.  Add in razor sharp debris, the grim task of victim recovery, “standard air” dives in 55-degree water and the ever-present threats listed above and you have more than enough for any diving supervisor.


This wasn’t a scenario, it was real life combat salvage and mistakes could be extremely costly. Operating on the edge emphasizes more than ever that mission focus and diving safety must remain as constant as the heartbeat of the dive team itself.  Diving Supervisors from MDSU-2 continually face the challenge of operating on unique platforms in a wide diversity of environmental conditions.  Their level of knowledge and ability to conduct safe, yet efficient diving operations must be faultless.  We all know the way it works.  Once you’ve let down your guard and entered a phase you’re not really prepared for, “Murphy” rears his ugly head, things go sideways and the bottom line is always the same, you either know it or you don’t! Fix the problem or you’ll become part of the problem!





Diving supervisors on this job saw just about everything, and handled it with ultimate professionalism.  Jumped schedules, ABV, barotrauma, lost comms, hypothermia, hypercapnia, fouled divers, fouled umbilicals, asymptomatic omitted decompression and every possible variation in rate of ascent. They saw it all.  After 96 standard air, and sometimes simultaneous scuba dives, they recovered five of six victims, 90% of both helicopters and amassed over 56 hours of diving in some of the worst conditions imaginable





Divers were performing standard air decompression dives without a stage or platform, just a desent line, umbilical and deep-sea brawn.  Without a water heater, divers becoming chilled with lengthy decompression ahead meant serious problems.  Supervisors had to set limits along with knowing their divers.  Based on the level of exertion, they needed to ensure they could jump a schedule before their divers were cold.  They also had to anticipate delays in ascent.  Leaving a cushion in bottom time meant you didn’t find yourself in one of those not so nice situations.





300-foot Aqualite umbilicals were used throughout the operation.  These buoyant umbilicals are superb for this environment.  They remained above wreckage and rarely got snagged when working in and around large pieces.  Proper umbilical management was utilized at all times.  All personnel constantly monitored the amount of slack in the water.  Tenders ensured they could feel their divers at all times and the divers didn’t jerk on an umbilical if it appeared fouled, they followed it back and corrected the situation.





Navigation was severely hampered due to the zero visibility and strong currents.  Using heavily weighted divers, single-diver searches with the second diver at the clump and the continuous use of a traveling line overcame this problem.  Divers used a hand-held compass and search techniques to find objects with the tending diver bringing a traveling line to provide a direct access to the project for future dives.





Variations in rate of ascent were almost an everyday occurrence.  Dive sups saw numerous delays deeper and shallower than 50 feet, greater than :01 minute.





I would like to proudly commend the professional performance of; HTC (DSW/SW) Brad Fleming, HMC (DSW/ IDC) Mitch Pearce, HTC (DSW) David Schoephoerster, HTC (DSW/SW) Davin Strang, DC1 (DSW) Brett Husbeck, GM1 (DSW) David Jones, HT1 (DSW/SS) Stephen Tomasek and GM1 (DSW/SW) James Burger.  These supervisor’s finely tuned skills and impeccable judgment were the driving force behind one of the most challenging missions to date. (


	


	








Editors Note: I would like to thank BMCS (DSW/SW/MDV) Jim Mariano for submitting this article and to challenge other commands to send us in your stories and lessons learned. It’s always nice to get first hand accounts of dive jobs from the folks out there doing the business. MDV Mariano is currently stationed at Mobile Diving and Salvage Unit Two Detachment Delta.
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MIP 5833/200 


(BOAT HULL STRUCTURE)


CWO2 BIRMINGHAM, Ext. 7088


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





When should you inspect your dive boat’s hull and bilges? IAW MIP 5833/200-98 (Boat Hull Structure) it states to accomplish whenever condition is suspect, or at least annually. The periodicity code is R-35A. This periodicity code does not give the 3M WCS much of a tool to ensure this check is accomplished annually  unless he manually schedules the check. Sounds easy but this leaves the potential to miss this vital maintenance check. If the check was listed as an A-35R the check would be scheduled at a minimum of annually and eliminate the potential of the check not getting accomplished. This is not the only check on this MIP that is coded this way and the same issues pertain to them. If your locker has this MIP we recommend submitting  a Fleet Feed Back Report requesting to change the periodicity form R-35A to A-35R. These changes will ensure the proper inspections are accomplished at least annually. In the mean time check your maintenance records and ensure these checks have been accomplished within the last year.











HOO- YAA  DEEP- SEA





U.S. NAVY DIVING STATISTICS


 01 JANUARY THRU 31 JULY 2003





HMCS (DSW/SS) Redeen, Ext. 7085						


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





1. Number of reported Navy dives by purpose of dive:								








�
Dives�
Mishaps�
Mishap Rate�
�
a.�
Aids to navigation�
7�
�
0%�
�
b.�
EOD ops�
1642�
�
0%�
�
c.�
Indoctrination�
24�
�
0%�
�
d.�
Inside tender clinical hyperbaric treatment�
131�
�
0%�
�
e.�
Inside tender humanitarian treatment�
61�
�
0%�
�
f�
Inside tender pressure test / P & O2�
97�
�
0%�
�
g.�
Inside tender recompression treatment�
42�
1�
2.38%�
�
h.�
Inspection / survey�
368�
�
0%�
�
i.�
Instructor safety observer�
316�
�
0%�
�
j.�
Other�
75�
�
0%�
�
k.�
Requalification�
2449�
�
0%�
�
l.�
Research�
261�
13�
4.98%�
�
m.�
Routine working dive�
302�
�
0%�
�
n.�
Salvage / recovery�
323�
2�
0%�
�
o.�
Search�
744�
3�
.61%�
�
p.�
Security swim�
581�
�
0%�
�
q.�
Selection pressure test / P & O2�
85�
�
0%�
�
r.�
Ships husbandry / repair�
3624�
�
0%�
�
s.�
Spec war ops�
2228�
�
0%�
�
t.�
Student training dives�
3763�
2�
.05%�
�
u.�
Training (Diver)�
1077�
1�
.09%�
�
v.�
Underwater const ops�
181�
�
0%�
�
w.�
Work-up dive�
35�
�
0%�
�
   					Totals:�
18416�
22�
.12%�
�






2. Number of reported Navy dives by type of equipment used:











�
Dives�
Mishaps�
Mishap Rate�
�
a.�
Chamber		�
698�
13�
1.86%�
�
b.�
EXO-BR-MS (scuba)�
6�
0�
0%�
�
c.�
EXO-BR-MS (surf)	�
12�
0�
0%�
�
d.�
Experimental		�
109�
0�
0%�
�
e.�
MK-16 Mod O		�
306�
2�
.65%�
�
  











�
Dives�
Mishaps�
Mishap Rate�
�
f�
MK-16 Mod 1		�
717�
0�
0%�
�
g.�
MK-20		�
2262�
1�
.04%�
�
h.�
MK-20 (scuba)		�
342�
0�
0%�
�
i.�
MK-21 Mod 1		�
2182�
0�
0%�
�
j.�
MK-21 Mod O		�
31�
0�
0%�
�
k.�
MK-25 Mod O		�
1146�
1�
.08%�
�
l.�
MK-25 Mod 1	�
47�
0�
0%�
�
m.�
MK-25 Mod 2		�
1049�
0�
0%�
�
n.�
Scuba open		�
9501�
5�
.05%�
�
o.�
Superlite 17B�
08�
0�
0%�
�
   					Totals:�
18416�
22�
.12%�
�
	


3. Number of reported Navy dives by type of decompression table used:








�
Dives�
Mishaps�
Mishap Rate�
�
a.�
Altitude decompression tables�
0�
0�
0%�
�
b.�
CSMD�
2�
0�
0%�
�
c.�
Exceptional exposure / gas�
0�
0�
0%�
�
d.�
Experimental�
111�
0�
0%�
�
e.�
HeO2 UBA�
13�
1�
7.69%�
�
f.�
HeO2 UBA repet�
0�
0�
0%�
�
g.�
Inside tender treatment�
117�
1�
.85%�
�
           h.�
N2O2 UBA�
545�
1�
.18%�
�
i.�
N2O2 No “D”�
422�
0�
0%�
�
j.�
N2O2 repet�
47�
0�
0%�
�
k.�
No “D”�
15455�
5�
.03%�
�
l.�
O2 UBA�
1144�
1�
.08%�
�
m.�
O2 UBA repet�
73�
0�
0%�
�
n.�
Repet air�
242�
1�
.41%�
�
o.�
Saturation�
0�
0�
0%�
�
p.�
Standard air�
177�
12�
6.78%�
�
q.�
Sur “D” air�
0�
0�
0%�
�
r.�
Sur “D” emergency�
1�
0�
0%�
�
s.�
Sur “D” O2�
33�
0�
0%�
�
t.�
Surface supplied He O2�
34�
0�
0%�
�
   	Totals:�
�
18416�
22�
.12%�
�



4. Number of reported Navy diving mishaps by type: 


a.�
Arterial gas embolism�
6�
�
b.�
Hyperventilation�
0�
�
c.�
Omitted “D”�
0�
�
d.�
Subcutaneous emphysema�
1�
�
e.�
Type I DCS�
12�
�
f.�
Type II DCS�
3�
�
   					Total:�
22�
�






Autopsy findings revealed:





1. Cyanosis, marked.


2. Subcutaneous emphysema, moderate.


3. Multiple generalized, petechiae, marked


4. Multiple gas emboli, marked


5. Acute pulmonary congestion, marked


6. Cerebral edema, marked





Source: DIVING ACCIDENT CASE        


                               HISTORY


                             Compiled By:


                         Edward T. Flynn Jr.


   		          CDR, MC, USN
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EGLs vs. SLI





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


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








When setting up the Planned Maintenance System (PMS) boards for a dive locker there is often a tug-o-war over whether to list dive gear on Equipment Guide Lists (EGLs), or to list each item as a Single Line Item (SLI) on the boards.  EGLs group like items, and keep boards from getting too long.  They are also viewed as a way of consolidating and coordinating maintenance.  In contrast, SLIs list each piece of gear separately, add extra pages to PMS boards, and bring down more trees. Having been a work center supervisor for several dive lockers, and a command 3-M coordinator for a salvage ship, I’ve experimented with both options. SLIs win hands down for reliable scheduling of gear maintenance and effective tracking of maintenance performance.


	A major part of every safety survey involves checking to see whether dive gear is being properly maintained.  An intrinsic part of gear maintenance is the PMS program, which is used to schedule and record the accomplishment of that maintenance.  When the integrity of PMS is in doubt the reliability of every piece of dive gear is subject to question.  There are two key elements of checking the PMS program.  First, ensure that every type of dive equipment that a command uses is covered by the correct (and up to date) Maintenance Index Page (MIP).  Second, ensure every piece of dive gear is accounted for on the PMS boards, and all their required maintenance is getting accomplished, including pre-and-post dive “situational requirements.”  


Like I said, EGLs provide a way to account for all your gear on PMS boards without having to list every single item.  Instead, like pieces of gear are listed on cards, e.g.: EGL #1 lists scuba regulators 1-4; EGL #2 lists scuba regulators 5-8. The EGLs are then listed on your PMS boards as 5921/019 EGL #1, then EGL #2.  So, when 5921/019, 24M-2R is assigned for EGL #1 regulators 1-4 are all overhauled.  The maintenance is only checked off after the 24M-2R is completed on all the regulators.  This is easy enough, but it gets tougher when one of the regulators becomes suspect and requires overhaul.  How do you indicate which regulator received maintenance?  Worse yet is identifying which gear has received maintenance when recording pre-and-post dive maintenance after a day’s diving, especially when multiple EGLs come into play.  This is where the advantage of SLIs really becomes obvious.  When you list each piece of gear individually, there is no question which piece of gear you maintained.  


A tool that many commands create to track R-checks is a log that lists all gear by name and number.  The log includes a checklist of all the R-checks that might be performed on the gear and a block for the name of the diver that performed the maintenance.  This log is given to the work center supervisor at the end of the day, or week, for transfer to the PMS boards.  This leaves no question what gear was maintained or who did the maintenance.


One last recommendation that will help you track gear maintenance is to make a clear numbering system for all your gear.  The best example I’ve seen is when a command engraved the bodies of the first stages and the bodies of the second stages of their scuba regulators, and the faces of the console depth and pressure gages for each regulator with the same number.  A good numbering system leaves no doubt about what maintenance was done to which piece of equipment.(




















Mishap Corner








HTC (SW/DV) Turner, Ext. 7081


� HYPERLINK "mailto:william.r.turner@navy.mil" ��william.r.turner@navy.mil�





A 27-year-old recreational diver was diving with open circuit scuba at the western end of Oahu, Hawaii. Although this man was not a “qualified Navy diver”, this is a good example of what can happen when you don’t adhere to decompression tables.





Summary of dives made:





First dive was to 150 feet for 30 minutes/5 minutes surface interval.  Second dive was to 150 feet for 30 minutes/5 minutes surface interval.  Third dive was to 130 feet for 15 minutes/5 minutes surface interval. Fourth dive was 120 feet for 15 minutes.





Decompression was a haphazard indefinite technique of about 3 minutes at 70, 30, and 10 feet. Upon surfacing following the third dive, the diver complained of drowsiness, mild shoulder pain, chest and arm rash, and tingling in the arms, particularly on the right. The scuba gear was again donned after approxi�mately 5-minute surface time and he descended to 120 feet for 15 minutes to treat himself, using the previously described technique. Upon ascending to 50 feet, the man signaled his companion that had accompanied him on all dives that he was out of air and rapidly ascended to the surface with no direct evidence of exhalation. However, he still had his mouthpiece on surfacing. Upon surfacing, he complained of a "funny" feeling in the arms and legs, nausea, and weakness; so he re�entered the water  to descend. The symptoms rapidly became more severe and he insisted on return�ing to the boat where he became very dizzy and rapidly became unconscious. His companion packed him in ice, and he was brought to the beach by boat, thence by ambulance to the recompression chamber with a lapse of approximately 120 minutes between the first symptom and recompression.





Upon arrival he was moving about irrationally (but not convulsing), eyes open, B.P. 100/? by palpation, pulse weak, rapid at 140/160 per minute. No deep tendon or abdominal reflexes could be demonstrated. Pupils were equal�in size and reacted normally to light. If called loudly or tapped on face, the patient could open his eyes and look around but obviously not in a purposeful manner; he was not, in contact with his environment at any time during treatment. He was taken to 165 feet and placed on Treatment Table 4. After 15 minutes bottom time, his color had improved and pulse was 96, B.P. 119/? by palpation. After one hour at 165 feet, he began to open and close fists, move arms, and shortly thereafter vomited. After two hours on the bottom he became restless and moved about and was given 3 ½ grains of sodium phenobarbital I.M.





It was decided that time beyond 120 minutes at 165 feet would be of little or no value because he had not improved clinically during the last 50�60 minutes, and he was brought to the next stop after 2 hours at 165 feet and treatment was continued on Table 4.





After being at 60 feet for 63 minutes, his respirations became shallow, labored and rapid (48) with a pulse of 140�160 per minute. A breathing mixture of helium�oxygen (21% oxygen) was started but apparently this made the condition worse, so was discontinued after 13 minutes. In 30 minutes, respira�tory rate had returned to 28 per minute, and pulse was 116 per minute. This remained relatively constant except his respiratory rate slowly decreased until 40 minutes later when the pulse suddenly disappeared. The patient was recompressed rapidly to 165 feet, artificial respiration was started and intra-cardiac epinephrine 1:1000 (lcc) was given. The patient was pronounced dead eight hours and eight minutes after starting treatment in recompression chamber.














AUTOMOBILE MISHAPS





(FOURTH QUARTER FY-2003)


FTCM(SS/SW) Clements, Ext.7099


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





    POV mishaps continue to be the Navy's leading cause of deaths, injuries, and lost workdays.  From FY98 to FY03, 682 Sailors and Marines died in POV crashes.  Of the 682 deaths, 156 Sailors were attached to afloat commands.  With the final FY03 numbers still coming in, 121 Sailors and Marines lost their lives in POV crashes -- 32 from afloat commands.


The next time a "Fast and Furious" movie plays at your command, remember this, those movies are just a screenwriters fantasy.  The drivers are professional stunt drivers, they don't drink before they drive, stunt driving is their profession and not a pastime, and if you look closely, all of them wear seat belts and extra safety equipment to ensure they walk away from any type of mishap.


    Here is a brief synopsis of motor vehicle mishaps involving Sailors in the afloat community during the last quarter of fiscal year 2003.


DESRON A food service attendant (FSA) fell asleep at the wheel at 0430 while driving to work to attend firefighting school.  His car left the road and hit the median guard rail and suffered a sprained ankle, fractured hip, a dislocated shoulder and received over 100 stitches for facial lacerations.  The FC3 had about 15 hours sleep in the previous 72 hours.  Alcohol was also consumed in the previous 72 hours.


DESRON - An OS2 suffered multiple spine fractures and his passenger died when he ran off the road.  Police found empty and full beer cans in the vehicle.  The OS2's BAC was 0.10. - While riding as a passenger, an EN2 suffered a basilar skull fracture when the minivan suffered a mechanical failure and rolled over. An HT2 suffered a broken arm and damaged ligaments after going too fast to negotiate a sharp turn.


DESRON - An EN3 died trying to negotiate a sharp turn at too high a rate of speed.  He died of blunt force trauma.


DESRON - A DC1 is paralyzed from the neck down due to severe spinal cord injuries after he was thrown from a car in which he was a passenger. A MSSA died after the car in which he was a passenger left the road and hit several trees.  He was not wearing a seat belt.


DESRON - A YNSN sustained a traumatic amputation of his arm above the elbow and multiple facial fractures after losing control of his motorcycle and running off the road.  Police estimated his speed at 100 mph.


SUBRON - A seaman is totally disabled after losing control of his car and hitting several trees.  He is hospitalized as a long-term ventilator patient due to the substantial brain injuries with noted paralysis.  An ET3 broke his leg after a car suddenly pulled out in front of his motorcycle.  He hit the passenger side of the car.


SUBRON - Three crewmembers were injured when their truck ran off the road.  The driver, an MM2 with a BAC of 0.14, suffered internal bleeding, punctured liver, fractured leg, and a shattered disk.  His passengers, an MT3 and an FT3, suffered injuries including a pelvic fracture, a fractured wrist, and multiple cuts and scrapes.  The passengers did not know driver had been drinking.


SUBRON-An MM2 lost control of his motorcycle after merging traffic came too close to him.  He declined going to the hospital and walked home.  After arriving, he began to suffer severe pain in his neck and thumb.  Emergency room evaluation determined he had suffered considerable muscle sprains and tear.  


PHIBGRU - An EM2 suffered from a broken scapula, cracked pelvis, and a bruised spleen after losing control of his motorcycle.  An IT2 lost control of his motorcycle and crashed.  He was in the intensive care unit of the hospital where he died several hours later. 


PHIBGRU - An MSC suffered lumbar and neck injures after being hit from behind by another vehicle. 


CRUDESGRU - A seaman apprentice was ejected from his vehicle and died from his injuries.  He was not wearing his seat belt.


CARGRU- An ABE3 incurred multiple spinal fractures and partial paralysis in a motor vehicle crash.  His two shipmates suffered only minor injuries.


AVIATI0N TYPE COMMANDER - An AO2 died from injuries sustained from a motorcycle crash.











Food For Thought





On 5 September, RRC (Regional Repair Center) divers were given authorization by the ship’s EDO (engineering duty officer) to commence diving operations to install three cofferdams on the #1 main engine room.  The first shift divers had second checked the red tags, performed a pre-dive brief, entered the water, and identified the overboard discharge.  They ran wires for support and installed the overboard cofferdam, then evacuated and prepped the job for the second shift.


  


The second shift relieved the first shift, conducted a verbal as well as written turnover.  The second shift diving supervisor conducted his brief and deployed his divers to locate the main seawater scoop and main circulation pump for cofferdam installation.  After identifying and verifying the appropriate holes, the divers returned to the boat to retrieve the cofferdams.  The first diver asked the diving supervisor if there was anything running because the noise level was very high.  The diving supervisor reviewed the dive safety sheet and noted there was nothing on the exception sheet that was running within the safety boundaries and to continue on.  The noise levels vary under large ships due to the series of voids under machinery spaces.





The first diver retrieved the cofferdam, attached a tag line to the travel line and descended to the appropriate hole location.  When he was approximately half way across the bottom of the ship, his cofferdam was pulled from his hands and the tag line became tight.  He pulled on the line, it didn't move and he was close enough to see the patch was stuck on the bottom of ship.  He reported to his dive supervisor that the cofferdam was pulled out of his hands and was stuck on an active suction.


The diving supervisor aborted the dive, secured the diving station, collected his paperwork, and met his supervisor at the quarterdeck.  The divers and the EDO went down to the main space, located the scoop, circ, and surrounding fire pumps that were red tagged and they noticed the #1 and #2 A/C pumps running, which were approximately 25 feet forward of the overboard discharge.  The EDO secured the pumps and mentioned that they were the only ones they had on line.  All diving operations were secured until further notice on this ship.





A fact-finding meeting was conducted on 8 September and chaired by the ships MPA (main propulsion assistant).  The MPA acknowledged several action items that they were at fault and would make corrections.  These items were as follows:





1.  The A/C pumps were improperly labeled in the exception section of the Diving Safety Checklist.  They were labeled as discharges instead of suctions.





2.  The A/C pumps frame location was improperly identified in the exception section of the Diving Safety Checklist.  They were listed to be at frame 57, however their actual location was at frame 66.  The Diving Safety Sheet had the requested frame boundaries starting at frame 58 to frame 107. 





3.  The Diving Safety Checklist listed the A/C pump discharges located at frame 57, which is outside the safety boundaries. The Diving Safety Checklist did not list the distilling pump suctions located at frame 66 which were running and subsequently sucked the cofferdam from the divers hands.





	Editor’s Note: I would like to thank Mr. Jack Mendler of The Mid-Atlantic Diving Regional Repair Center for sharing this information with us. Hopefully this “near mishap” can be used as a topic for diver training and possibly prevent a tragic accident in the future.














Hail & Farewell





In this issue we would like to say welcome aboard to CWO2 Robert Birmingham who is reporting aboard from the USS Frank Cable in Guam and bid a fond farewell to HTC (SW/DV) William “Toby” Turner who will be leaving us for SDVT-2 in Little Creek and BMC (SW/DV) Mike Hardgraves who is calling it quits and transferring to the fleet reserve after 25 years of devoted service. Hoo Yah Mike, we all wish you fair winds and following seas. (




















      


Dive Reporting








BMC (SW/DV) Michael Hardgraves, Ext. 7087


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








I received a request for dive data for the last three quarters from a command that tracks MK-16 man-hours and failure trend data. The first quarter, Oct-Dec 02 looked normal; 549 dives, 8 days 14 hours and 3 minutes of bottom time. The second quarter Jan-Mar 03 had 223 dives, 2 days 15 hours and 55 minutes of bottom time. This shows a pattern we are familiar with here at the Safety Center, namely that the closer we get to the present the fewer dives are in our database. The third quarter Apr-Jun 03 had 83 dives, 0 days 17 hours and 50 minutes of bottom time.  I don’t believe we’ve been operating less, in fact for most of us the op tempo has increased. So the problem is a lack of “timely dive reporting.” As I write this, it has been about 50 days since the end of June, more than enough time for most commands to report last quarter’s dives. So I’m asking all MDVs, LCPOs and LPOs to take a round turn on this problem and report all dives “every quarter.” This is only one example. We receive requests for data from research to command dive histories and more times than not we have to tell them we can’t provide current data.





We appreciate all the support and patience we’ve received from the fleet with the new DRS program, with your support, we have corrected over 100 bugs. We still need your help by upgrading to 5.1.5, which is our latest version. The way to determine which version you have is to log onto DRS, go up and click on help, at the bottom of the pop up box there will be a “about DRS” icon, click it and the version you have installed will show up. We also encourage all DRS coordinators to explore the help menu and try to find a solution to problems, however, feel free to call us if you can’t figure it out.


 


    Last but not least, this will be my last time writing as I’m transferring to the fleet reserve, I just wanted to say to all the shipmates I’ve served with over the years and all the new guys and gals I’ve met and talked to while at the Safety Center, it has been a pleasure and a privilege. Dive safe and pass on what you know to the next generation. Hope to see some of you out in the world.(  





             








Continued on page 6
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