DIVING INCIDENTS REPORT
Dave Shaw = NDC Incident Adviser

“This will be the last time [ shall speak o you as Diving
Incidents Adviser, as | now feel that it is time 10 hand the
job on to someone clse. For those of vou out there who have
written nasty letiers (o me following my article in Diver on
ABLJs and BCs — panic not, | am not about 1o become the
N Equipment Adviser!

It has been an interesting 3 years, and during that time |
have always tried to approach the job with a balanced view,
It is too easy to have a joundiced view of diving salety when
cach morning's mall brings reports of things which went
WIOng.,

It is also easv o be convinced by arguments that many
divers are acting irresponsibly and involving the expenditure
of thousands of pounds of taxpavers' money when costly
rescuc operations and ireatmeni are necessary. Whilst it s
true that we have our share of fools, it is also true that mosi
dives are trouble-free and successiul.

With the need 10 keep a balanced view, the siyvle of the
Incidents Report in your delegate’s folder has been altered
1o include a Foreword, which sets oul our arguments and
convictions. It also contains & list which compares the risks,
on the basis of fatalities, of various adventure sporis and
you will see that diving does not even feature in the top
ten. Other adventure sports which attract much less adverse
publicity than ours are there for all 1o see. The Incidents
Report, which we produce in the interest of diving safety,
has been used in the past as a stick 1o beat us with, and we
hope all who read this year's edition will maintain a balanced
view.

Another change in the Report is that the number code
section on Page 3 has been rearmanged 1o follow the style
and groupings printed on the latest Incident Report forms.
Included for the first time 15 a simple section on decompres-
sion sickness analysis. We feel that the format is more logical
and easier to follow than that used in previous vears
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First of all, as in past years, | would like to give you some
of the overall patterns for incidents in 1987, and then move
an to discussing relevam details in the § incidemt categories
which [ have used for the past 3 vears.

The pie chart (Fig. A) shows a relatively familiar pattern.
Of 162 incidents analysed, 8 were in category A (fatalities),
&4 in category B (illness/injury), 69 in cawcgory C (Minor)
and 1 in category D {good practice). This is not (o say that
good practice has not appeared in more than one incident;
a5 the presentation ol Safety Awards later this morning will
testify, we often have examples of good practice and rescue
techniques which form part of incidents classified in each of
the other three categories. This year | have included enly the
ong incident which did not have any other more serious
involvement.

Thankfully, diving deaths went down from 15 in 1986 to
8 reported this year, of which & were BSAC members. There
is & higher proportion of category B incidents, and this is
accounted for by the incrense this year in the numbers of
reporied bends.

Fig B
DIVING INCIDENTS BREAKIDOW N — 1987
TLLNESS
RISCELLANEQUS « 3 ¥ FRTBLITIES
ERUTPEERT 14

TECHNTROE 9

AscENTs 1 |

E¥ BECOWPRESEION
BICHNESS

11
BORTING/SURFBCE INCIDENTS

The breakdown into the B rvpes of incident s shown as
Fig. B, and 1 would like 1o repeat what 1 said last year about
which type a particular incident finds itself in. A bend may
have been due to o rapid ascent, or a buoyant ascent may
have been cansed by a regulator malfuncrion. In all cases, |
have taken the main outcome of the incident before classilying
it into bends, ascents, equipment, eic.

The pattern to notice is that decompression sickness and
boating/surface incidents still lead the table in terms of
numbers, and you are more likely 1o be a statistic in one of
these categories than in the others,

Fig €
INCIDENTS BREAKDOWN - 1987
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Fig. C shows that our data capture, as in previous years,
leads to about 70% of our reporis mvolvimg BSALC members,
The 25.5% membership unknown is mode up mainly from
HM Coasiguard reports where we aften have no idea of
membership status, We only rarely receive reporis from divers
from independent clubs, and then wsoally only of the more
serfous ones, such as Taralities.

The monthly breakdown (Fig. D) shows the predictable
yearly trend with the major peaks coinciding with the mamn
UK diving season, beginning in April, The large column of
‘Other” months is the restidue aof the 1986 incidents which
take, in some cases, months to filter through 1o HQ and then
to me. Also, this accounts for the tmling off of incident
occurrence in September and October, They are still happen-
ing, but do not arrive on my desk in time [or compilation
of this report.




Fig D
MONTHLY BREAKDOWN OF ALL INCIDENTS - 1987
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Looking at the depth at which incidents happen (Fig. E),
vou will see thar the surfoce 18 where vou are most likely o
be wvolved, but i s also the place where the incident may
maost casily be sorted out. The depth ranges down (o 20m
appear to be relatively safe, bul more evidence has appeared
this vear of very deep diving - below 50m - and 22 incidents
in 1987 which involved dives below 40m

Fig E

DEPTH RANGES AND INCIDENT OCCURRENCE - 1957
-

H

]

I S=LURFALE

F WEaHOT EHOWS

1 p—

i

£

[

]

£

i

1

| I_t

H =1 - 71-38 0 Xi-4R 0 41-50 0 S KK
BEPTH ERANGES TN METRES

The pie chart (Fig. F) of locations again reflects the
dominance of British scawater as the place where the majority
of reported incidents ook place although, perhaps as a
result of my plea last yvear for more information, there s a
significant rise in those reported in overseas locations.
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Fhe South West overtook Scotland as the locition where
the most incidents took place, with 28% ol those reported
occurring in Cornwall, Devon and Dorset. This is a estimony
o the South Wese's popularity. Scotland anly accounted for
T% ol reported incidents this yvear and Scapa Flow, which
gained unjustified notoriety in 1986, only claimed three

incidents this year, only one of which was @ bend. Sioncy
Cove produced seven reparted incidents in the vear.

Fig G
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The mext graph (Fig, G} will be familiar 10 all who were
here in 1985 and 1986, and again shows the dominance of
Advanced Diver lollowed closely by Sports Diver as the diver
grades most likely 1o have a diving incident. As | mentioned
last vear, before you refuse to dive with an Advanced Diver
on the grounds that they are poor risks, please realise that
there are probably more Advanced Divers taking part in
serious diving in which the lis of potential problems is
greater. When looking ar this graph, you must also remember
that some of the instructors were also First Class and Advan-
ced Divers, and so appear in both columns.
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The last graph (Fig. H) is perhaps the most worryving, as
it shows an upward trend in the involvement of HM Coast-
guard and a sharp increase in the use of helicopiers in diver
rescue. There were 42 incidents this vear in which there was
helicopter involvement and, alihough many of these were
precautionary moves by HM Coastguard, we must be concer-
ned at this level of rescue service activity, There is a considera-
ble lobby of those who would make us pay for such services,
and the figures do nothing to help us defend ourselves in
these arguments.

Mow, let me take each of the incident types and try to
identify trends and any safety messages they contain.

As | said earlier, | am pleased to be able to report that
the toal of Taalities of amateur divers reported has Tallen
this year from 15 to 8B, of which & were BSAC members,
Last year | delivered a very strong message aboul taking
novice divers beyond their limitations, and | am pleased 1o
be able to say that we have had nothing like the same
catalogue of errors in this year's diving deaths, There seems
to have been an underlying trend of bad luck and mystery
connected with this year’s Tatalities, and not the same degree
of bad diving practice.



One of the exceptions to this, however, was the case of
the diver who died in 2m of foul river water whilst engaged
in illegal commercial activities, employed by a local shipyard
to clear debris fromy a newly-built Férry’s propulsion units.
This case broke almost every diving safety rule in the book,
as well as contravened the Doveng Operafions af Work regula-
tions as formalised by the H&SE, We intend to publish an
article in fhver shorily, to act as a guide to the legality of
*diving for hire and reward’, and to try to clarify fome of
the myths and half-truths which surround this area of diving
operations.,

This diver died in 2m of water, and one of the common
features of this yvear™s fatalities 15 that six of them occurred
in depths of less than 10m. Three died at the surface, two
having drowned in rough surface water, one of these al
an overseas location. Difficulty in removing a direct-feed
attachment which connected directly into the ABLJ rather
than (o the breathing hose was one of the contribulory causes
ol one of these surface rough water deaths.

Another death invalved a diver who lefi his novice buddy
behind and dived, against advice, imside what was commaonly
regarded as a dangerous wreck in 9m of water. He had lef
his own datum line outside the wreck, and it is thought that
he followed another ling left by someone else on the wreck.
He did not reappear, and was found later with empty eylin-
ders, inside the wreck.

Every vear we have cases of untrained divers teving oul
the sport, and this year there was one with tragic results. On
this occasion o yvouth, together with his pals, decided 10 (ry
aut some diving equipment in the sea after a lunchtime
drinking session. He was completely untrained, not a member
of any diving organisation, and he drowned in very shallow
waler.

The most mysterious death occurred during a dive in good
underwater visibility, when a novice diver became separated
from his buddy on the shotline during the descent 1o a wreck
at 3lm. Shortly after the dive began the novice was seen (o
surface, apparently OK, and he seemed 1o be looking lor his
buddy, He descended again, with no outward signs of distress,
before the cover boat could get 1o him. Seconds later his
buddy appeared at the surface 1o regroup with him after their
separation. The deceased was not seen again uniil his body
was recovered several days after his disappearance.

A husband-and-wife ragedy ocourred when a dive went
wrong in a deep lake. They were both found in difficulties
in 53m of water, with the shotline entangled around the
wile's body. It was only through gallant rescue attcmpts that
the wile was brought 1o the surface — by a diver who losi
his air supply during the descens, but still persevered. She
survived although her heart was restarted three times during
a half-hour spell of CPR by the surface rescue team, and she
wits peported to have sallfered a ‘ruplored stomuch” as @
result of the ascent, The husband failed to surface ¢ven
though he had been seen breathing normally on the bottom,
His body has not béen found to date.

“Technigue® remains a relatively small category in its own
right, with only nine separate incidents classified under this
heading. However, as vou read through reports in the other
cartegories, vou will see examples of poor or doubtiul tech-
mjue bemg contributory cavses, There still seems to be some
evidence of divers who become separated and then decide to
carry on regardless, rather than waste time in surfacing and
regrouping with their buddy — perhaps they assume that
their buddy will think the same! In one incident of this
nature, the Coastguard was alerted when one of a pair of
divers failed o surface shortly after the pair became separated
during a 7m dive. He surfaced eventually, after 42 minutes,
and later claimed that his buddy had told him “*not to bother
surfacing if we became separated as it is onlv. Tm deep®®.

"‘Boating and surface’ incidents remain the second most
numerous category, behind decompression sickness. An
alarming trend this vear has been the upsurge in the number
of ‘lost divers', some of whom were in the water for several

hours before being picked up. The numbers increased by
50% on last year's total and, if you remember that divers
have involved 42 rescue helicopters during 1987, you will
understand our concern. | do not have to spell oul the adverse
publicity such incidents promote . ., . publicity which soon
wipes out any favourable preds we may receive for good
deeds. Such s the seriousness of the trend that there will be
A présentation on the subject of lost divers lader in the
programme.,

Some divers went missing a5 the result of bad luck, ax in
thie case of divers who, unbeknown (0 them, had their SMB
defare and sink, causing their surface boat cover to lose
them. In another incident the bout broke down and drified
away in poor surface visibility, and the divers were spatted
anly after they had hired their personal Tlares,

As one analyses this category, onc soon becomes aware
that, in many cases, the incident would not have happened
had 1he dive been planned better, or if the divers had Tollowed
some quite simple, commonsense, rules. Consider the divers,
withoul SMBs, who were swept away by the tide after they
had surfaced close to the boai. The glare of the evening sun
prevenied those in the boat from secing them, and it later
transpired that those in the boat had no idea in which way
the tide was expected to run, their radio did not work, and
only one of the four Mares tried actually ignited,

In pnother case, divers without SMBs ignored advice and
swam oul to sea, where they were caught in a strong tidal
stream. They surfaced 200m from the boat bul were not seen.,
and were picked up only after they hod been carried through
& tide-race and spotted by a helicopter. On anmher dive, the
boat cox dropped two divers of T Tor a dive and then lelt Tor
the beach with another pair. When he returned, the first pair
could not be seen, and were found later hanging onto some
lobster pot buoys after the Coastguard and Lifeboar had
been alerted. Using labster pot buoys Tor this purpose was
not unusual this vear, and it must go down as one of thei
maore useful purposes,

An incident which received wide press publicity involved
two divers who went on a drift dive, without SMBs, leaving
one of ther wives and 10-vear-old daughier in the boa —
neither of whom knew how to start the outboard engine, The
anchor lailed, the boat drfted [rom the site, and the divers
were lost. Thevy were eventually found after am extensive
search, 7 hours later and 2 miles apar.

Another equally unbelievable incidemt occurred when a
charter boat skipper raised the alarm when two of the divers
on a planned decompression dive failed to surface. Lifeboats
and helicopters were involved in the search and they were
found safe and well eventually. The skipper reported that the
divers had beem decompressing at 3m, but had become bored
and had decided 1o go off for a swim. They were carried of(
by the tide and did not dare surface for lear of decompression

sickness. As with all these incidents, | do wish that ¢common-
SRNsE WAS MOFe Commaon!

Several of the reports contain critical commenis from the
Coastgoard, and it is obvious that simple rules are not being
observed. The use of SMBs in any sort of moving water, or
where the surface boat may have difficulty in covering the
site, must be considered to be essentinl. Those left in the
boat must know the marks to be able to get back on station
should the boat drift off the site. Accurate predictions of
tidal stréeams must be acquired in advance and understood,
and the Coastguard should be informed not only of vour
diving intentions but also when you have returned safely to
shore, Divers must be aware that surfacing close 1o the boat
does not guarantee being seen, as several divers this year will
testily, and boat coxes must keep a careful watch at all times.

Finally in this section, there was one reporl which made
me smile, You may recall that there was a Public Information
film which tried to educate the public about water and small
boai salety, where a couple picnicking on the cliff waich
a dinghy sailor getting into progressively more dangerous
positions until his boat finally sinks. When they sce him




waving for help, the man makes some comment to his wile
such as ""Oh, Petunia, look ar the nice man waving at us
fromi that boat''., The incident which reminded me of that
occurred when divers on a shore dive were caught in a tidal
stream after they surfaced, and started to wave for assistance
to holidaymakers who did not know il the divers were in
distress or jusi waving *hello’,

Adthough the “Equipment” category is quite small in terms
of numbers, there were several cases of free-flowing regula-
tors, for example, which contributed to other categories such
a5 “Ascents’, There were two explosions when cylinders were
being Nilled, one where the compressor HP union blew and
the operator narrowly escaped injury. In the other, at an
overseas locaton, the operator was badly injured when the
eylinder isell exploded. Another unusual incident occourred
when an ABLT cvlinder exploded as it was being charged. It
fractured near the junction of the valve and cylinder collar,
and was only three months old, The diver's buddy sulTered
severe bruising to his phiteaus maximus in the explosion.

There were two cases of structural failure in regularars. In
one, the lirst stage of a vear-old regulator sheared completely
in half at 25m, and the divers completed a successful assisted
ascent. A manufocturing Maw wis disgnosed, although the
manufacturer refused to accept this, according to the report.
In another cose, a diver rolled off the boat and found his air
supply had failed. Worse, to his annovanve and discomfart,
he found he could not regain his posture in the water. A
hose had Mractured near the union with the first stage, and
the escaping air had rhe effect of jet propelling him under
water, He had to use his ABL) 1o regain the surface in the
correct position, and must be given Tull marks for coolness
in an unusual siteacion,

The “Miscellaneous” category remaing quite small, with one
oF twa unusual incidents. In one, & diver surfaced with severe
stomach pains after a dive to 36m for 14 minutes, A helicopter
wis called, but at the recompression chamber he was dimgno-
sed as having had a 'lemonade bend’, having drunk coplous
amounls of the fiey lguid on the way to the dive site.

The year has seen @ significant rise in the number of
reporied cases of decompression sickness, from 52 last vear
to 69 in 1987, This is nol necessarily because more divers
have become bent, for we have extended our data capiure
with comprehensive figures from DDRC a1 Bovisand, The
monthly breakdown reflects the UK diving seasons, as before,
and iz similar to the last two vears. But there are worrying
trends this wear, with more evidence of diving deeper than
the S0m maximum recommended, in some cases to diotic
depths.

Fig 1
DECOMPRESSION SICKNESS ANALYSIS - 1987
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Fig. 1 shows a comparison of the causes of decompression
sickness in incidents reported in 1986 and 1987, You can see
that there is a significant rise in the number of cases resulting
from deep dives, another rise of cases occorring within the

tables, and also a rise in the number of incidents involving
diving computers — more about these later.

Deep-diving — taken as more than 40m — was invalved
in 20 of the incidents, 14 of which were below 50m and 6

after dives deeper than 60m. The decpest dive recorded in
the DCS reports this year was 70m! The lure of deep wrecks,
especially in the South West, accounts. for 8 of the cases.

We have spent a considerable amount of time at these
Conlerences in recent years warning of the dangers of such
exposures (o depth. There have been articles in the Buflerin,
Diver and in our Manuals, but it seems thati we have a
minority of members who choose not 1o lisien 1o advice,
Perhaps the greatest concentration of lunacy oceurred during
an inter-Branch charter during the summer, when a group of
divers set out to attack a wreck al S4m. They were diving
with large rwinsets, and decompressing at 15m. 10m and Sm,

The first bend accurred when one of them ran out of air
at the 10m stop, shared with a buddy for 2 minures and then
surfaced 1o don a charged set and returned to *Tinish ol
his decompression. There was evidence of excessive alcohol
consumption the previous night, and he suffered a Type 2
bend.

Three-more of the same group were taken to the chamber
for treatment in the next 2 or 3 days. The first sought advice,
after a 48-hour delay, after developing pins and needles
sympioms. The second made a rapid ascent after 7 minutes
at 54m when his SMB line became 1angled around him and
his mask flooded; he was also treated for a Type 2 bend.

The fourth member of this intrepid band must have a death
wish. He had spent 15 minutes at 54m, and had decompressed
for a total of 28 minutes at the 3 stops. He had completed
the same profile the day before! Only 4 weeks belore this
incident, he had been treated for a Type | bend after diving
to 30m, and had been advised 10 stop diving for a while, He
was taken to the chamber in the same helicopter as No, 3 in
the group. These four were all treated at the same chamber
over a four-day period — and we wonder why divers pet bad
publicity,

This was not the only report of attempted in-water recom-
pression this vear. In another case, a diver completed 19
minutes bottom time at $0m and suffered severe back pains
at the surface having carried out stops at 10m and 5m. He
donned another set, went back in the water, and decompressed
for another 17 minutes. When he surfaced he said **1 feel
grand now; | think 1 have beat it"". Some 15 minutes later
his pains returned and the emergency services were alerted.
He hI:u! been trying to remove the bridge telegraph from the
wreck.

There has been a continuing trend of bends after dives
‘within the tables', which highlight that our usage of what
was originally a single-dive table far multiple dives was
somewhat optimistic. Those of you who heard Dr Hennessey
talk at last vear's Conference will remember his model of
what happens 1o excess nitrogen in the tissue over a series of
dives within a relatively short time span. There is a gas phuse
of the nitragen, out of solution, which is not elfectively
redissolved when under the pressure of a second or subsequent
dive, Indeed, this gas phase may last the whole dive in, say,
the fourth dive in a series.

The advice which stems from this realisation is 1o avoid
multiple ascents and descents, however short and whether the
table "allows’ such activities, for every ascent is a provocative
event. This has implications for Branch and Instructor train-
ing, where it may be necessary for o supervising instrucior
to make several ascents. This was borne out by one incident,
when an instructor suffered a severe Type 2 bend after an
uneventful dive to 36m for 13 minwes. The previous day he
had done about 10 ascents from Bm whilst supervising drills,

Finally on DCS, | must mention decompression computers
and the lively debate that their increased use has aroused,
They are the subject of a later presentation, so T will not say
too much.

The 11 incidents reported showed one or two interesting

trends. There does seem to be a tendency to ignore basic
physiology and depth recommendations, with § of the 11

cases occurring on dives below 50m. Some people obviously



think that (o strap a computer to their wnist is a passport to
repeat diving pleasure, and to do so gives them immunity
from bends. However, you cannot ignore the basic physiology
that 1 have described, and vou must remember that the
algorithms and calculations of the computer are not geared
to the individual diver — and it is you who may suffer the
bend, not the computer.

I must also stress that g computer s not a shared prece of
equipment. The diver who developed DCS following a dive
to 70m was using a computer which had been used by other
divers on a dive to 12m some 2 hours carlier as. to quote
him, “we want to dive on their penaltics for increased

safety. 1 am sure that the subject of computers is a wopical
one, and the later presentation will raise some interesting
paints which time does not permil me o develop now.

Lastly, | must mention a photograph which was sent (o
me afler my remarks last vear on crocodiles and diving safety.
I was cating my breakfast at the time that this photograph
of a chewed-up swimmer fell oul of the envelope, and it guite
spoiled my appetite. But in spite of this kind of possibility,
people still go diving in waters where these creatures live!

Thank you for your attention this morning, and thanks to
all those who have submitted comprehensive reports 1o me
im the last three years."'

APPENDIX A — Diving Incidents Report
FOREWORD

When studying the information contained in the British Sub-Agqua
Club's annual Diving Incidents Report, produced by the BSAC
1o promote diving safety, the reader needs to consider that the
reported 162 incidents occurred as a result of approximately
1,000,000 dives undertaken between November 1986 and October
1987.

The statistics and descriptions contained in this report are produ-
ced in the detail presented in order 1o educate and guide those
running dives in the future and are not to be regarded as highlight -
ing the “dangers’ of what is essentially a very safe sport.

In & recent survey of dangers in sport, entitled “The Ten Most
Dangerous Sports’, the following sports made up the list:-

1. Motor Racing (Car & Bike) 6. Canocing/Sailing

2. Horse Riding 7. Soccer/Rughby
3, Mountain/Rock Climbing 8. Athletics (JTogging)
4. Fishing 9. Cycling

5. Gliding/Hang Gliding 10. Martial Arts/Boxing
Diving does not appear in the list. [tis also true that most insurance
companies do not charge extra premiums for amateur divers who
take out life insurance.

Adthough we are aware that the information contained in a com-
prehensive and detailed annual report of accidents and incidents
cun be selectively used as ammunition by persons hostile 1o our
sport, we believe we have aduty to all recreational divers to publish
that information in full.

We urge the reader to take a balanced view when reading this
report and to compare the number of incidents with the number
of successful dives which are never given any publicity.

INTRODUCTION

The format of the annual report was altered last year inan attempt
to make analysis of trends easier.

Much of the information which used 1o be in statistical form is
given in graphical form. Relevant statisties, not shown in the form
of a graph, are at the end of this appendix.

Incidents have been prouped according to type under eight catego-
ries:

Fatalities, Decompression Sickness, Ascents, Boating/Surface
Incldents, Technique, Equipment, Iliness and a Miscellaneous
Section containing False Alarms, Net Emanglement, Ear Pro-
blems, ete.

The nature of many diving incidents, of course, involves an “Inci-
dent Pit" situation with more than one cause. A bend may have
been the result of a buoyant ascent which may, in turn, have been
the result of a regulator malfunction. In this example vou will find
the incident listed under *Decompression Sickness'.

Each report has a date listed, together with its reference number.
The depth is given in the report, only when il is relevant, as is
other information sich as qualification of the diver, location, ete.
The only *Letter Code’ attached to each incident report, relates 1o
membership.

B = BSAC Member. 1= Member of Independent Club or Non-
BSAC Diver. U=Membership unknown.

FATALITIES

40/87 Feh. 1987 Diver dicd while working io clear debris fouling
the propulsion units of a new ferry. Water conditions atrocious in
terms of visibility and cleanliness, Deceased’s air supply had been
turned ofT accidently underwater, it i thought by blow(s) against
underside of hull of ship but he was also trapped by surface rope
and fixed rope around the hull of the vessel. Deceased had been
using normal sports diving equipment. B,

49/87 Febh, 1987. Diver died after snorkelling back 1o beach afer
a dive. Sea conditions had deteniorated and she was swamped by
alarge wave. EAR continued for 5 hrs. before she was pronounced
dead. Post mortem found excessive lguid in her lungs. B.

59/87 April 1987. Young female diver died after she and her buddy
surfaced close (o the rocks i a swell. Equipment was removed
from both of them but rough seas added o the difficulty of
this task. The deceased’s ABLJ direct feed was of a type which
eonnected 1o the lifejacker, rather than to the inflation hose, and
her buddy could not disconnect ii. Eventually he losi his grip on
her and she was washed from his grasp. B,

83787 Muy 1987, Diver died on ihe surface while swimming to the
shore, after running out of air at 10m. They were diving in a three
and had been submerged for 25 mins. Another member of the
group got into dif ficulties but reached the shore QK. Coastguard
report only, no further details. U,

126/87 June 1987, Diver died after entering shallow ‘dangerous’
wreck alone, The wreck contained severnl passages and he was
gdvised not (o enter withowt a rope, He had become separated
from his inexpericnced buddy but had carried on with the dive.
The deceased’s bag containing rope was later found and It is
thought he followed an existing length of rope into the wreck, The
body was later found wedged into the entrance of the engine room.
B.

139/87 August 1987. A novice diver died when he became sepa-
raled from his buddy shortly after the start of a dive. He was seen
to surface but descended again, withour obvious signs of distress,
before the boat could pick him up. His buddy surfaced seconds
later 1o ask if those in the boat had seen the deceased. He then
descended with another diver to complete an unsuccessful search
around the shotline. Reports state that the emergency air eylinder
on the deceased’s stab jacket was difficult 1o operate, although he
had got a direct feed. The buddy diver says he saw the deceased,
in good visibility, at about $m but at the bottom in 31m he wasn't
with him. The deceased’s body was found several days [ater. K.
146/87 Sept. 1987. A husband and wife team dived in a decp lake
down a shotline which they became entangled in. The buoy was
pulled underneath the surface and another pair of divers wenlt to
investigate. Ome of the rescuing pair had ‘free Now* problem with
his regulator but pressed on to find first pair in trouble a1 $3m.




The wile was tangled in rope and in distress with her weightbelt
missing. Her ABLJ cylinder had been used and dry sult was
infated. The rescuing diver was our of air but he powered her o
the surface alter his regulator gave him mose air at 30m. He had
1o hiold his breath fram 53m. The hushand was seen 1o be breathing
on the bottom but did not surface and his body has nol yet been
found. The wile complained of stomach and chest pains at the
surface and collapsed. She was pven CPR for 25 mins, dunng
which her heart stopped 3 times and was lnter taken (o hospital
suffering from a ‘ruptured’ stomach and hyvpothermia. B.
161787 August 1987, A completely untrained vouth died whilst
trying out diving equipment in the sea, following a lunchtime
drnking sessson. L.

DECOMPRESSION SICKNESS

5/87 July 1986. A diver was recompressed after a dive to 62m with
gradial ascent und stops at 10m and Sm. He sipped beer after the
dive and shortly afterwards complained of stomach pains, He had
been receiving hospital trestment for a stomach complaint and
wias taking morphine based diarrhoca iablets. Some pain still
occurréd after several hours of recompression. B.
13/87 Ogt, 1986, A diver sulfered anairembolism after an inverted
buoyant ascent in a dry sult from 25m. B.
14/87 Sept. 1987, Mild bend after dive 1o 40m with evidence of
imeenrate time recording. This was meant (o be a no-siop dive.
There was difficulty with treatment as the doctor refused 1o ring
Portsmouth dockyard, B,
18/8TAugust 1986. Diver sulfered a bend aller a dive to 28m for
15 min. followed some 3 hrs. larer by 15 min. at 10m. The diver
concerned had not eaten properly for two days and had his
“Customary two pints™ the previous night. B,
20/87 Ot 1986, Dend afer 23m dive within no stop time although
:;IT di;er concerned had missed o few minutes of stops the previous
y. B.
21/87 Ot 1986. Minor bend afier a dive 1o 26m for 27 min. on
a wreck. The diver had been working, frecing an anchor line. B,
24/87 Dec. 1986, A diver suffered excessive tiredness, severe head-
aches and dull sensation at the back of the head afier a dive in a
pool to dm for one hour, followed 5 howrs later by 45 min at 1 2m.
The dive was well within the tables bur involved hard work ina 2
kn current. B.
25/87 July 1986, Type 2 bend after a diver, retrieving lobster pots,
spent 30 min at 25m followed 15 min. later by dive (o same
depth for 10 min. He ran out of air on the second dive while
decompressing al 5m. S,
28/87 Sept. 1986, Diver with "bends” symptoms taken by lifeboat
for recompression treatment. Coastguard report only, no Turther
details. U,
29/87 August 1986, Diver on a beach with "bends’ sympioms was
evacuated by helicopter for trearment. Profile stated 1o be 25 min.
ar 20m with a normal ascent. Coastguard report only, no further
details, U,
J5/87 Nov, 1986, Diiver sulfered bends symploms days after a
dhive to 20m for 27 min. followed 10 min. later by a dive 10 25m
for at least 15 mun,, although they *“lost rack of time’ on the
second dive. The divers had both been trying out new neoprens
dry suits and the diver with the symptoms had lost control of his
ascent on the second dive. All this was kept a secret from the
other divers. The symptoms disappeared without recompression
treatment. B,
J7/8T July 1986, A diver suffered itching on his hands and legs
following a dive 1o 36m for 20 mins. His depih gauge was reading
6m shallow. Although he visited a dactor, no further sympioms
occurred. B,
J9/87 Jan. 1987. Bend after dive 1o 36m for 15 min. by a diver
using LIS Navy tables in a warm waret locmion. Decompression
was carried out for 4 min. @t 3m. Further shallower dives were
carried out over the next two days, although a headache appeared
after thedive ta 36m. Recompression treatment was required later,
Blood 1ests later revealed a low blood sugar level. B,
48/87 Feb. 1987. Divers treated for decompression sickness after a
dive 1o 33m with missed stops. Evidence of re-entry decompression
and symptoms developed following this, Coastguard report only
nd further details. U,

52/87 April 1987. Two divers were treated for decompression
sickness/embaolism after a dive 1o 36m for 11 mins. with a faster
than normal ascent. They had dived more than once for the
previous four daye, all dives well within tables. One of the divers
wis treated with oxveen at his own request, while waiting for
transfer to the chamber, his symptoms were less severe and he s
completely recovered, The other diver could not walk once the
boat reached the shore. B,

6687 April 1987, A diver suffered a minor bend after a normal
dive to 28m for 22 mins. The previous day he had been to 30m
for 18 mins. and then 9m for 47 mins. some time later. B.

67/87 April 1987, Diver suffered a minor bend after a dive to 55m
with a total time, Including stage decompression, of 18 mins. He
had used a decompression computer and had followed the profile
it gave him. B.

6R/RT April 1987, Diver suffered minor bends svmptoms which
became worse with a delay in treatment and a flight, after an
overseas holiday of “heavy" diving using a decompression com-
puter. On his last diving day he dived to 27m maximum depth Tor
48 mins. duration followed just over 4 hrs. later with a dive o
12.5m maximum depth, for 37 mins, A night of heavy drinking
preceded the lnst day's diving. He did not receive treatment until
returming to the UK. B.

6987 April 1987, Minor bend afier dive o0 24m for 28 mins,
followed just under & hours later with dive 1o 28m for 18 mins. 2
mins. of no stop time was exceeded on the bt dive. Pains were feli
after dive | but this was attributed 1o muscle strain, B.

T0/ET May 1987, Type 2 bend afier dive 1o 2m lor 32 mms,
followed by dive o 20m for 38 mins. This occurred on the sixth
day of diving. He was treated with oxygen in the boat and made
a good apparent recovery, He was recommended to give up diving
as the bend occurred while diving within the table and there was
considered (o be considerable risk of recurrence. 1.

T2/87 May 1987, Bend involving an instructor who had o normal
dive to 36m for 13 mins. with 2 normal ascent, Rapid onset of
symploms which included frothing ar the mouth and difficully in
speaking. A possible ‘stroke’ was suspected. Almost immediate
recompression saved the situntion from becoming worse, The
previous day he had taken part in ascent training and had com-
pleted about 10 short dives to 8m while acting as an observer on
these drills.

T3/87 May 1987, A diver sought trearment for bends symptoms
after returning from a period of diving overseas, She had dived
with the same buddy who had been using a decompression compu-
ter and had developed symptoms during her stay, but had not told
all the detnils 1o the group organiser, having confessed 1o some
minor sympioms in the early part of the trip. Type 2 occurrence
was dingnosed on her return 1o the UK and she was recompressed,
B,
TI/87 May 1987, A bend occurred alver a diver using a decompres-
sion computer claims it allowed the following dives:- a. 35m
maximum for 32 mins, followed 30 mins. later by;- b, 21m max-
imum for 34 mins. followed 40 mins, later by:- ¢, 35m maximum
for 27 mins, B.

T8/BT Muay 1987. Type | bend after a dive tw 42m with o new
gauge which read accurately although he also carried his old one
which only read 30m. Other divers in the group suffered severe
headaches upon surfacing and a higher than acceptable level of
COz was found In the air, U,

80/87 May 1987, Air embolism after dive by inexperienced diver
to 37m for 12 min. He had consumed 6 pints of beer the previous
evening, after a day when he was sca sick following a morning
dive to 20m for 35 mins. He was advised not to dive again. B.
81/87 May 1987. Afler a week of diving deeper than 30m, 1wice
a day, a diver developed symptoms after a dive to 50m within the
tables, He was recompressed next dav, B.

B80T May 1987, A diver suffered a Tyvpe 2 bend after a dive 1o
32m for 18 mins, The dive came near the end of o week of diving
twice a day to the limit of no stop times, The bend was probably
due to an accumulation of nitrogen after a spell of concentrated
diving. B.

20,87 May 1987, Type 2 bend after a diver dived (o 36m Tor 14
mins. A bowl ride in choppy seas caused the subject’s ABL) botile
ta hit his ribs, one of which had been broken the previous year.
He suffered discomfort and breathlessness, numbness in the left



leg and was recompressed. He became paralysed from the waist
down and was transierred 1o hospital. B,

D787 May 1987, A diver was sent for recompression afler runming
out of air and missing decompression stops, Coastguard report
oaly, no further details. U,

95/87 May 1987, A diver miscalculated depths and times and
inadvertently missed stops after a dive 1o 33m. The gradual onset
of symptoms was ignoved for several days when one hospital
doctor told him he hndn't had a bend. He was eventually recom-
pressed successfully butl was recommended not (o dive again, B,
96/87 June 1987. A diver with bends symptoms was evacuated (o
a recompression chamber by helicopter, Coastguard reporn only,
on futher details. U,

971787 June 1987, The Coastguard was alerted after one of the
divers in the boat was thought 1o be suflering from a "burst lung'.
He was evacuated by helicopter, Coastguard report only, U.
101787 June 1987, Type 2 bend involving an instructor who had
dived to 4m fior an indeterminate period in the morning and in the
alternoon dived to 27m for 24 mins. He carried out a stop at Sm
for 2 mins. but developed symptoms § mins. afier surfacing, B,
102/87 June 1987, A diver lost use of his left hand and became
unco-ordinated after a4 dive to 8m with evidence of a faster than
normal ascent. This was & probable air embolism and the diver
wils recompressed. B,

103/87 July 1987, Diver sufferad from bends symptoms having
returned from a diving holiday. He had flown home bt had
allowed 21 hrs. interval after his Minal dive to 25m for 25 mins,
When he was eventually recompresed the symptoms were difficult
1o resalve. B.

104787 July 1987, Bend after dive to 23m for 25 mins. One of the
dhivers” gauges was known (o be faulty, Other divers carmied o
cautionary decompreéssion stops. B.

15/8T Anpnst 1987, Bend after & dive within the tables to 18m,
The subject had developed carly symptoms after a dive to 32m the
previous week and the subsegquent dive exacerbated the symproms.
The subject had a bend in 1986. B,

107/87 June 1987. A diver sulfered Type | skin irritation and
atiffness in the shoulder after a dive to 22m for 33 mins, followed
4 hours later by a dive to 16m for 31 mins. The subject wias
diagnosed as sulfering a little known about complaint known as
‘Sarcodiosis’, which renders him susceptible 10 decompression
sickness. He was advised ool to dive again. B

110787 July 1987, A diver was taken to a chamber lor recompres-
sion after suffering bends symiptoms. Coastguard report only, no
further details, U.

112/87 July 1987, A diver suffered Mrom decompression sickness
after being accidentally dragged to the surface by a passing boat,
which snagged his SMB line. Couastguard report only. U,

114787 July 1987, Diver sulfersd symptoms including weakness
in all four limbs with inability to move them, following a dive to
3m for 14 mins. A short time lter he had recovered but was
treated in the chamber in cage of recurring symptoms. Later
disgnosis included arenal gas embolism and serious decompres-
sion sickness, B.

118/87 July 1987, A diver suiTered from Type | bend in the arm
and signs of a Type 2 bend (ollowing dives (o 30m, 15m and 27m
on the same day, He had a late night drinking the night before
and the previous day had dived 1o 36m for 14 mins. B,

N9/ET July 1987, Diver suffered from Type 2 decompression
sickness after diving on a wreek to 52m. He had decompressed at
15m but ran out of air at the 10m stop. He shared with his buddy
for 2 minutes but then surfaced 1o don a full cylinder 1o *finish
ofl" his decompression. Evidence of excess nleohol the previous
night. (See also Incident Mos. 152, 153 & 154). B.

123/87 July 1987, Diver suffered from bends symptoms lollowing
dives to 26m for 28 minx., (ollowed § hrs 15 mina, later with a
dive to 26m for 28 mins. B,

125/87 August 1987, A diver was stung by a jellyfish during a dive
1o 25m for 31 mins. Some hours after the dive he developed ‘pins
and needles’ in his arms and thighs and some neck discomfort. A
thudding in the leit shoulder was also present. Diagnosis included
possible marine toxin efTect but with the possibility of Type 2 bend
symptoms. He was subsequently recompressed. L.

131/87 June 1987, Bend with delayed symptoms after a dive o
38m for 12 mins, The subject had three dives the two days pre-

viously and it was his first diving trip of the season. Doctors af the
recompression chamber regarded the cause as being an accumula-
tion of mitrogen and inadequate decompression, although the dive
was within the rules of the BSAC Sport Diving tables. B.

132/B7 May 1987, Diver sul fered mild Type 2 bend afier a no stop
dive to 50m with a normal ascent. He sought treatment when he
returned home. B.

133/87 August 1987, A diver in an overseas location, using French
tables, suffered bends symptoms and was treated by a local doctor
before being eventually recompressed. He had been to 40m with
total bottom time of 20 mins. and stops at 6m and 3m, Tollowed
5 hours Later by the same profile. This diving schedule was repesited
over two days. B.

134/87 August 1987, Two pairs of divers descended 1o a wreck in
J6m when one diver becume separated and surfaced. The other
three carried on with the dive using a distance line from the
shotline. Alter returning to the shot and trying 1o raise it with a
lifting bag they decided 1o ascend and decompress on the way,
having had 20 mins, bottom time, The tide starred to ron and at
14im they met the collapsed shot buoy so they ascended 1o the
surface. After about 12 hours one pair of divers developed aches
and pins and needles in their imbs, All three were later recompres-
sed and confirmed as suffenng Type 2 bends symptoms. B,
136/87 Augnst 1987, A diver suffered a Type 2 bend and was
advised not o dive again afier 18 ouns, at 32m. Much of the time
was spent shallower than this. Three recompressions were needed
to resolve his symploms. B,

140/87 Angust 1987, A diver suffered neurological decompression
sickness after a drift dive 1o 16m for 40 mins, followed two hours
later by a wreck dive to 16m for 32 mins, Symptoms began nexi
day but he did not seck medical advice for a further 24 hrs. 1.
141/87 August 1987, Diver suffered Type 2 bend after o dive down
a reefl with o maximum depth of 41m with 12 mins. bottom time.
Symptoms disappeared at 18m in the chamber. B.

142/87 Sept. 1987, A diver, in a warm clear water location, suf-
fered a skin bend afrer diving to T0m for 19 mins. bortom time
using a decompression computer, His total duration submerged
was 51 mins., including decompression stops. The computer had
been used 2 hours previously on g dive to 12m *'So we could dive
on their penalties! ! B,

143/87 Aupust 1987, A diver suffered a severe Tvpe 2 bend afeer
spending 19 mins. ot S0m rrylng 1o remove 8 trophy from e wreck.
He spent a further 30 mins. on his ascent, including stops at 10m
and Sm. He suffered back pains only minutes afier surfacing and
the group decided an re-entry decompression, for a futher 17
mans. When he surfaced he ssd **1 feel fine now, | think | have
beatit."" Some 15 mins. later the pains returned and the emergency
services were alerted. B,

144787 Sepl. 1987. A diver suffered a Type | bend after a dive
aver a shelving bottom to a maximum depth of 29.4m, using a
computer. Al no time in the dive did the computer give less than
3 mins. no stop time left, B,

147/87 Sepi. 1987, A diver was treated for Decompression Sick-
ness after o dive to 45m for 14 mins, During his ascent, at 30m,
he noticed his buddy was missing =0 he went back o 45m 1o look
for him. He stopped al 9m for aboul § minubes betl was using
BSAC tables in feer. U.

148/87 April 1987. A diver suffered a Type 2 bend after a no-stop
dive to 22m for 30 mins. He had a slower than normal ascent. B.
149/87 Muy 1987. A diver suffered from Type | Decompression
Sickness after a chamber dive 1o 45m. After symptoms developed
he waited 3 days before seeking treatment. U,

150/87 May 1987, Diver suffered from Type 2 Decompression
Sickness alter 20 mins. at 29m with no stops. Symptoms developed
within 5 minutes. The subject had suffered a ‘left sided siroke’
some 11 years before this incident, B.

151787 June 1987. Afler a normal no siop dive to 32m for 16
mins., a diver suffered Type 2 Decompression Sickness and was
recompressed. 1.

152/87 July 1987. After a 48 hour deluy, n diver sought advice
after developing ‘pins & needles’ following & dive on & wreck
to Mm for 20 mins. wsing a decompression computer. He was
recompressed with no residual symploms. B.

153/87 July 1987. A diver did a rapid ascent from a wreck at 54m,
after 7 minutes, when his SMB line rangled around him and his




mask Mooded. He was treated for a Type 2 bend. B

154787 July 1987, A diver was treated for Type 2 Decompression
Sickness aller spending 15 mins. at 54m on a wreck. He decom-
pressed at 15m, 10m, Sm and Im for a total of 28 mins. with the
same profile the day before. He had been treared four wecks
previously for a Type | bend after diving to S0m and had then
been advised to lay off diving for 2 weeks, Both divers in incidents
153 & 154 were taken by the same helicopter to the chamber, B,
155/87 August 1987. A diver was treated for bends symptoms
after diving o 61m for 20 mins. with 45 mins, of stops ar 20m,
O, m and 3m, U.

156/87 August 1987, Tvpe 2 Decompression Sickness oceurred
after dive to 26m for 19 minzs, and 3 second dive to 9m for 44
mins, Subject had a Type 2 in 1984 but didn't seek treatment. He
has been advised 1o give up diving. B,

157/87 August 1987, A 16 year old boy was treated for a Type 2
bend after dives to 32m for 25 mins. and a second dive to 10m for
15 mins. He had been to 45m the day before and had been using
LISM tables. He was advised not to dive again. U.

158/87 August 1987, Two divers sulTered from Type | bends after
diving 10 63.5m for 17 mins. on & wreck, using a decompression
computer. They had been to 49m the day before. B,

159/87 Sept. 1987, A diver using USN tables was treated for Type
I Decompression Sickness after iwo days of diving 1o 60m on a
wreck. He had decompressed on oxygen at 12m, 9m, fim and Im.
He had 23 vears diving experience, & commercially and had two
previous treatments for Type | bends. U,

16087 (e, 1987, A diver suffered Type | Decompression Sick-
ness alter a chamber dive Lo 50m. He delaved for 16 hours before
secking medical advige, L.

BOATING/SURFACE INCIDENTS

3/87 May 1986, Divers with SMB missed wreck, which was
buoyed, and drifted towards rough water overfalls in a tidal
stream. The SMB line broke when attempts 1o recall them were
made. Firing a Mare attracted o nearby boat which stopped to pick
up the divers, who had surfaced. B,

10/87 Avgust 1986, Specdboat drove over dive site with clearly
marked “A” Mag and SMB™s at i speed ol approx, 30 knots. Frantic
signalling by the surface cover Falled 1o have any effect, B.

11/87 May 1986, Diver's shot line buoy was hit by a passing vacht
which appeared to be attracted by the divers” *A’ Mag. B.

15/87 August 1986, A diver became separated from his buddy,
surfaced and was caught in a very strong tidal stream with severe
wverfalls, His snorkel was impossible o use as it kept filling with
water. He was eventually picked up by a helicopter. B.

17/87 Oct. 1986, Solo diver surfaced and was swept away from
his boat by stromg tidal streams. Aler | hour the boat crew alerted
the emergency services having decided he was overdue. 1.

19/87 Ot 1986. A solo diver onadrift dive in a 3 knot tidal stream
snagged his SMB. He had 1o cut the line and his boat cover
faifed 1o see him surface as they were watching his SMB. He was
eventually picked up by a passing yacht, B.

23/87 August 1986, Divers surfaced to find that their cover boat
wias nowhere 1o be seen. Their SMB buoy had deflated and the
boat had lost them. They were eventually picked up by a passing
fishing boat. B.

26/87 Sepl. 1986, Divers withour SMDB's were swept away from
their boal. They were rescued by helicopier afier & hours in the
water. Critical report by the Coastguard. B.

27/87 Sept. 1986, Divers in a tnio became separated, Two surfaced
but the other staved down. Emergency services were alerted but
the diver later reached the shore unalded and required no medical
treatment. L.

JO/87 August 1986, A diver had difficulty reaching the shore
because of heavy swell. The Coastguard was alerted and rescued
the diver with a rope. The casualty vomited when landed but
reflused any medical rrestment. Coastguard report only, U,
31787 July 1986. Two divers lost contact with their cover boat.
Lifeboats joined the search and eventually the divers were picked
up safe and well, U.

38/87 Feb. 1987. Divers using SMB were swept away from their
cover boat which was anending to two other divers when they
surfaced. A 2m swell was present af the time. They were rescued
by helicaprer after twa hours in the water. B.

43/87 Dec. 1986, False alarm o Coastguard after diver, who
planned to surface every § mins, failed to keep his appointment
with the boai, The diver surfaced safely eventually. B.

46/87 Feb, 1987, Two divers surfoced downstream from their
cover boat and failed 1o arract their attention. Wisely, instead of
Irying to swim against the tide, they swam with it to a nearby
island where they spread their equipment on the beach 1o atiract
attention. They had not been using a SMB as they were diving in
the lee of a submerged rock and in such conditions the buoy could
have dragged them away from the site. The divers were praised in
the Press and by the Coastguard for their action. B.

G60/87 April 1987. Divers on a shore dive were swept away when
they surfaced and started waving at people on the beach, It was
commented that people on the beach did not know whether the
divers were in distress or *just waving hello to people’, The lifeboat
eventually picked them up from a rock which was gradually being
covered by the rising tide. B.

62/87 April 1987. There was total confusion on a dive boat when
one of the divers surfaced in distress having experienced ear pro-
blems. Lack of clear liaison with the skipper resulted in the boat
setting back for the harbour with a pair of divers still in the water.
Another dive boat picked them up. B.

63/8T April 1987, Divers from a BSAC Branch were approached
by the dive marshal of another Heanch to pick up some divers who
were being swept out to ses by the tide during a shore dive, B,
64/87 April 1987, Divers without SMB's ignored instructions and
swam out to sea where they were caught in a strong tidal stream.
They surfaced 200m from the dive boar but were not seen. They
were carried through strong overfalls in a tide race before being
picked by an inflatable, after being spotied by helicopter. B.
65/87 April 1987. Two divers were found holding the shodline of
a wreck by a boat belonging to another branch. Their own hoat
turned up shortly afterwards, the cox having lost sight of the buoy.

nl

T1/87 May 1987. An outboard motor would not start when a
Branch had divers in the water. Those in the boat were forced to
fire a flare to attract the attention of nearby boarts so that the later
could pick up the divers. B,

T4/87 May 1987. 3 divers planned to do stage decompression on
a dive 1o 37m. At the end of the no stop time one of them became
separated and ascended to the surface. The other two let go of
the shotline as they felt it “*was pulling them down® and they
decompressed for 10 mins. ‘free’. The cover boat called *Mayday'
but later cancelled it when the divers were found on the surface
safe and well, B,

T5/87 May 1987. A diver was reported missing when he became
separated from his SMB and the cover boat followed that rather
than him. Helicopter and lifeboar searches found him, Coastguard
report no further details. U.

T6/87 May 1987, Divers in boat had to fire a flare (o attract
another boat when their outboard wouldn®t start as they were
about 10 collect some divers, B.

B1/87 May 1987. Solo diver swam out 1o 3 wreck and was later
swept away by the ridal stream. A local boat picked him up,
Coustguard report only. U,

85/87 May 1987. Divers returning from a dive lost equipment
when their inflatable capsized in heavy surl while attlempting to
land. There were no injuries. B,

B7/87 April 1987, Divers' boat broke down and two divers were
swept away by the ide, Helicopter and lifeboat involved in the
search which was hampered by no one providing an accurate
position for the dive. Coastguard report only. UL

01787 May 1987. A helicopter and a lifeboat were involved in
searching for a lost diver who was eventually found safe and
well. The divers had not informed the Coastguard of their diving
intentions, Coastguard report only, no further details. U,

93/R7 May 1987, Divers had 1o swim 1o shore when they surfaced
to find their cover boat missing. The boat had broken down and
drifted in foggy conditions, Divers fired personal flares, were
sighted and subsequently rescued, Coastguard report only. UL
94/87 Muy 1987. A charter vessel radioed the Coastguard that
two divers were missing. They were later picked up by another
vessel. Coastguard report only. L.

OR/RT June 1987, Four divers got into difficulty after underesti-
mating the strength of the tidal stream. They were rescued by an
inshore rescue craft, unharmed. Coastguard report only, U,



99/87 June 1987, Two divers were reported as missing when their
cover boat broke down and drified away from the site. They were
found safe and well. Coastguard report only. U,

1M/8T June 1987, Two divers were lost at sei and later rescued
while hanging on 1o some lobster pot buoys, Thelr boatmen had
dropped them off to dive while he went to the shore with two
other divers. On his return he could not see their SMB and the
Coastguard and lifeboat were alerted. The divers had underesti-
mated the strengih of the ridal stream. B.

10687 June 1987. A charter vessel ran into trooble when the
engine [ailed close 1o some rocks. Another rescuing vessel fouled
rope around its propellor and only the timely cutiing of the rope,
by o diver aboard, saved a double wrecking. 1.

108/87 June 1987, A charter vessel alerted the Coastguard that a
diver was missing. He was later found safe and well hanging onto
a lobster pot buoy. L.

111/87 July 1987. Cover boat fired a flare when they lost contact
with divers alter the arrunged surfacing time. The divers recovered
safe and well. U,

113/87 July 1987, Some divers were rescued by helicoper and
lifeboar after their cover boat failed 1o maintain contact with
therr SMBs. Considerable equipment was ‘lost” from the inshore
lifeboat, following this rescue. B.

11587 July 1987, Two divers withouw SMB™ were lost m the
surface at the end of the dive. The glare of the evening sun pre-
vented the boat cover sezing them, The boat occupants had no
ideas which way the lide was running, their redio did not work
amd only one of the four flares used, actually fired. A passing
fishing boat aleried the rescue services, The divers were in the
water 3 hours before being rescued. B,

116/87 July 1987, A shore party raised the alarm when a diving
group were 45 mins. late from a dive. The arrived back safe and
well B,

12487 July 1987, Divers went on a drift dive with no SMB®s and
left one of their wives and 10 year old daughier in the boat. Neither
knew how o start the outboard. The anchor failed to hold and
the boat drifted away, The divers were found 7 hours later, twa
miles apart. U.

127/87 April 1987. A party of divers fired flures when two of their
divers were missing. They were later récoverad safe and well by
another diving boat. Coastgunrd report only. U,

128/87 May 1987. A charter vessel skipper raised the alarm when
two of the divers aboard failed to surface. Lifeboats and a helicop-
ter were involved in the search. The skipper later reported that the
divers hue been decompressing at 3m, became bored and decided
1o go for a swiin. They were carried ofT by the tide, Coastguard
report only. U,

129/87 Muy 1987, A lighihouse keeper observed a small boat
firing Mares and it was later discoverad they had two divers missing.
The divers were found safe and well having swum 1o the shore.
Coastguard report only. U,

1¥71/87 Augusi 1987, The Coastguard was alerted when an out-
board failed shonly after the dive left the harbour. A cvilian
vessel towed them back 1o safety. B.

ASCENTS

4/87 June 1986, A diver panicked after being caught in fishing
line/netting on a wreck at 24m. His buddy slowed down the initial
rapid ascent and they did a precantionary decompression stop. 5
to 6 days later diver complained of chest pains and some time liater
wats admiited to hospital for extensive tests, Tests revealed one of
his lungs only 60% efficent with bruising of the lung wall and
pleural cavity. The diver was banned from diving for 6 months
and then told to undergo a thorough medical. B.

6/87 Sepl. 1986. A diver had to undertake an assisted ascent
after his regulator second stage diaphragm tore and rendered it
inoperable. 1.

22/87 August 1986. A diver did an uncontrolled buovant ascent
from 28m when she lost her weightbelt, A pam in her lefi side was
diagnosed as a suspected pneumothorax but this was later proved
incorrect., B,

13/87 Dee. 1986, A diver escaped unharmed after a buovant ascent
from 18m when the ABLJ inflation button for the direct feed
stuck in the open position. The button was later released, using a
knife, after they had surfaced. B,

1z

H4/87 Dec. 1986, A diver carried out a successiul assisted ascent
using an octopus rig, after his regulator went on ‘free Now' during
a dive 1o 32m. B.

41/87 Oet, 1986. An assisted ascent was undertaken successiully,
after a diver's mouthpicce became detached from his 2nd stage at
a depth of 13m. B,

42787 Dec, 1986, A diver was taken to hospital, as a precaution,
after a buoyant ascent from 20m following the loss of his mask
and mouthpiece. Coastguard report anly, no further details. U,
44/87 Jun. 1987, Assisted ascent using octopus rig after diver ran
out of air in very cold water. It is thought his spare mouthpiece
went on free Mow, unnoticed, resulting in the loss of all his air. B.
B4/%7 Dec. 1986. A diver carried out a successlul assisted ascent
after his regulntor wem on free fMow ar 36m., 1t had been recently
serviced. B.

122/87 July 1987, Divers carried out a successful assisied asceni
from S0m when one of their regulaiors weni on free flow and the
diver ran out of air. B.

138787 Augusi 1987, An Advanced Diver and his nowvice buddy
did a free ascent from 44m when the noviee mistook a depth signal
to mean ‘out of air', He attempied to share air, which panicked
the dive leader, causing him 1o lose his mouthpicce, Both Later
adminted the effects of narcosis. B,

TECHNIQUE

T/E7 Sept. 1986, 5 divers in an overseas location anempted a night
dive in marginal sea conditions. Incidents included being dashed
against rocks, bursting an ¢ar drum, a black eye and eventually
having (o be rescoed. L.

8787 August 1986, Diver who exceeded his no stop time whilst
working was made to do extra decompression, Canclessness with
his warch/bottom timer was evident. B.

12787 Sept. 1986, Trio were diving on a shallow wreck in poor
visibility. Because they had difficulty keeping together they
decided to continue with two staying together and the other going
solo. There was & half knot tidal stream on site. When the solo
diver failed to surfuce the other two raised the alarm, at which
point the solo diver surfaced. B.

J2/87 December 1986, One of a pair of divers failed 1o surface
after they became separated after two minuies of a dive to Tm.
The solo diver stayed down for 42 min. in total before surfacing. In
the meantime the Coastguard had been alerted. When questioned
about the dive later, the diver claimed thar **His buddy had said
that if they became separated not to bother surfacing as it is only
Tm of water 111" B.

5487 March 1937. An observer in 2 swimming pool was struck
in the mouth by the second stage of a regulator as one of the divers
wis kitting up. Damuage to her mouth oceurred. 1.

55/R7 April 1987, A traines at a branch *Come and Try 11" session
was hit by another trainee as the Inwer jumped into the pool,
The subject was thought to have sufTered mild concussion bl
recovered OK. 1.

987 Dec, 1987, An imexperienced diver lost consciousness ot
A0m after exceeding the planned depth of 20m. He had difficulties
sequiring sufficient air, although there was enough in the eylinder.
There was evidence of over-exertion, narcosis, too much lead and
2 badly adjusted regulator, now obsolete, He was brought safely
to the surface by his experienced buddy. B,

109/87 June 1987. A novice diver on her first open water dive
sulfered a perforation of both eardrums, having had some difTi-
culty in descending due 1o 100 much air in her ARLY. B.

145787 July 1987. A trainee on a “Come and try it" dive in o warnm,
clear water [ocation panicked and lost his mouthplece. He lost
consciousness but was gquickly revived on the surface. 1.

EQUIPMENT

1/87 May 1986. A diver became entangled in an SMB line as he
descended down it. The reel had been secured by a previous pair
of divers and it is thoughi the entangled pair inadvertantly released
line as they descended. On the surface the entangled diver failed
to inflate s ABLY as he could not twisi the cylinder on the
borrowed lifejacket. His weightbelt was ditched but it anagged on
the line. The cover boat came to thelr rescue, B,



987 July 1987. A diver narrowly escaped injury when the HP
union blew on a compressor, while a cylinder was being [illed.
The umion showed nosign of wear and ruptured without warning.
B.

AE/RT Nov. 1986, A diver suffered severe "calic' after a fauby
regulator gave him a mixture of water and air on an ascent.
Excess buoyvancy in dry suit accelerated the ascent and a separation
resulted. The regulator had been recently purchased, second hand,
without bemng tested. B.

45/87 Feb, 1987. A diver's expensive diving watch “froze’ while
on & dive under fce to 8m. Having thawed it out he was later able
to frecee it again in a contamer of icy water. Anather, much
cheaper digital watch gave no problems. Manufacturer of watch
which froze “'Ihd not want 1o know'* when the incident was
reporied to them. B.

47/8T Feh. 1987, Diver sullered from particles of rubber and
metal entering his arm after a cylinder pillar valve "0 ring burst,
.

S0/8T March 1987, Diver sulfered hypothermia with body temper-
ature down to 31 degrees after a dive to 35m n very cold water,
He last consciousness after taking undersuit ofT after the dive, A
badly fitting “wet” hood and no gloves were contributory causes.
51787 March 1987, A female diver suffered hypothermia which
required hospital rreatment after a dive to 20m in air temperature
of 3 degrees and water temperature of 6 degrees. Wind and bliz-
rards oocurmed and they were the last pair to enter the water. She
was wearing 3 WETSUIT. L

ST/87 April 1987, A diver in a new dry suit found that the shoulder
harness of her eylinder fouled the dired feed to her sunt and air
was introduced 1o the suit involuntarily, Her buddy prevenmied an
inverted ascent, She eventually used an ABLY to reach the surface
out of breath. B.

61787 April 1987, The first stage of a regulator sheared in half
during a dive to 25m. The regulator was only one vear old and
iad recently been serviced. A manufacturing flaw was diagnosed
although the manufacturers refuse to accept this. Fortunately both
divers had regularly practised assisted ascents and they reached
the surface successfully. B,

86,87 June 1987, A diver suffered lost vision and was in danger
of passing out on @ dive to 34m. On ascent his vision cleared and
they made a successful ascent. He vomited violently for 10 mins.
on the surface and was left with @ bad headache. Severe oil conta-
mination of his air, ¢ylinder and regulator was subsequently
found. B.

120/87 July 1987. A diver's ABLJ mouthpiece ripped of T after
stagging wreckage during a dive. This was not noticed until buoy-
ancy adjustment wis reguired. B.

121/87 July 1987. Diver rolled off the boat and found his air
supply had Mailed and that he couldn’t regain his posture @5 air was
gushing around his neck. He used his ABLJ emergency cylinder to
surface in the correct position. When his equipment was examined
it weas found the second stage hose had severed al the firsl stage
end and the escaping air had prevented him surfacing properly,

‘et propelling' him under the water. A faulty regulator was later
discovered to be the cause. H.

135/87 August 1987. A diver sufTered moderately severe bruising
of his glureous maximus when he was struck by his buddy'sexplod-
ing ABLJ emergency air cylinder. This fractured, whilst being
charged from a diving cylinder, near the junction of the valve angd
the cylinder collar, This was a new cylinder seme 3 months before
the incident. B.

16287 Angust 1987, A compressor operator in an overseas loca-
tion was badly injured when a cylinder being charged exploded.
I.

MISCELLANEOUS

1/87 Feb. 1986. A diver under training suffered two burst ear-
drums i the swimming pool. L.

16/87 Sept. 1986, A diver suflered severe stomach pains after a
14 min. dive to 36m. He was rescued by helicopter bui on armval
al the chamber it was decided that recompression wis not neces-
sary. The diver had quite a large amount of lemonade on the way
to the site and it is thought he suffered & “lemonade bend”’. B.
53/87 April 1987, A diver had to be helped from the water with
some blood on his lips after a cold water dive o 25m. He had
borrowed a regulator with a badly Ntting mouthpiece and had
been up very late the night before. Hypothermia was evident from
the incident report, B,

B8/87 May 1987. Diver became unconscious on shotline ascending
after dive to 30m. His buddy retumed, untangled him from rope
which was snagping equipment and raised him o the surface.
Prompt, effective CPR at the surface brought the subject back to
lite. A full recovery was made. B,

130/87 Oet. 1986. A diver complomned of pains in the arm alter a
day's diving with a decompression computer which involved two
immersions (o 3m, one (o 20m and the final one 1o 18m. 11 was
later diagnosed not to be a bend but before alerting the Coastguard
the subject insisted on some in water recompression, H,

ILLNESS

56/87 April 1987. A diver vomited and suffered verugo afier a
dive to 25m for 25 mins. An mner car infection was diagnosed
and later be had a *Mickering effect” of the eveballs when observed.
Vertigo attacks lasied up 1o a week later and doctors felt he had
lost inner ear Muid leaving an imbalance which accounted for the
vertigo. B.

SR/KT April 1987, A diver under training became semi-conscious
in the pool while undergoing a full equipment test, including a wet
suit. He was taken to hospital for examination although he had
made a good recovery when helped out of the water. B.

117787 July 1987. A diver suffered a non diving related brain
haemorrhage during a dive to 10m. She wis recovered unconsesous
into the boat and transferred 10 hospital from the shore. B,

APPENDIX 1

HISTORY OF DIVING FATALITIES

DEATHS
YEAR MEMBERSHIP  BSAC NON-BSAC
1959 2,615 1
1962 5,003 I
1963 5,255 I
1964 5,571 2
1965 6,812 3 (0)
1966 7,979 1 {4)
1967 8,350 1 {6)
1968 9241 2 (1
1 11,299 F | (%)
1970 13,721 4 4
1971 14,898 0 (4)
1972 17,041 10 (310
1973 19,332 9 (20)
1974 22,150 1 (1)

13

DEATHS
YEAR MEMBERSHIP  BSAC  NON-BSAC
1975 23,204 2
1976 25310 4
1977 25,342 3
1978 27,510 8 )
1979 30,579 g (%)
1980 24,900 6 7
1981 27,8 5 ]
1982 29,590 6 )
1983 2,1M 7 2
1984 32,950 8 (8
1985 4,861 8 (6)
1986 34,210 6 9
1987 34,500 6 @)



FATALITIES/INJURIES/ILLNESS

01 Fatality

02  Embalism

03  Decompression sickness
M Injury caused

05 Ilness involved

06 Ear problems/damage
07  Hypothermia

08 Unconsciousness

(9 Resuscitation

10 Breathlessness

11 Marcosis

TECHNIQUE

12 Aborted dive
Aggisted ascent
Buoyant ascent
Free ascent

Other ascent

Lost diver(s)
Buoyancy/weight
Carelessness
lgnorance:
Drisregard of rules
Malice

Ot of air
Pre-dive check
Rough water

Bad seamanship
Good seamanship
Good practice
Separation

Trio diving
Training drill
Training inadequate
Sharing involved
Deep dive (30m + )
Low U/W vis,
Low surface vis.
False alarm

Solo dive

Divers underwarer
Divers on surface
Mets

Cold water

EQUIPMENT

Boat problems

Motor problems
Regulator performance
Equipment faulty
Equipment fitting
Equipment use
Equipment wear
Equipment madequate
Ropes

SMB absent

SMB inadequate
SMB contributed
Propellor
ABLI/BC/Stabjacket
Dry suit

CHANCE

k)
59

Fire/explosion
Fowl air

RESCUE SERVICES
Ambulance

Police
Helicopter
Coastguard
Lifeloat

6l

63

1984 1985 1986 1987

13 14 13 8
T 10 10 4]
72 57 52 G
24 4 6 Qg
£ f 13 5
10 5 fi 4
2 & 2 4
T 5 > ]
] 2 5 5
29 5 5 6
1 6 B 4
13 B fi T
8 7 9 B
9 &) 14 12
- - - 1
| 1 - |
3l 18 21 34
T 16 1 ]
o 13 29 35
11 19 27 24
4 14 22 28
2 1 3 -
] 8 9 i
B 4 1 2
10 17 14 9
1010 5 4
1] 2 | i)
3 6 (1 7
19 14 7 &
B 2 7 3
11 I -4 9
9 12 10 5
5 4 5 [
0 41 43 5]
2 q 2 k|
0 2 2 1
3 1] d 2
9 2 4 3]
132 17 117 1M
73 4% 37 EE]
- 2 1 |
4 5 I3 7
28 13 4 L]
11 12 3 4
17 2 11 T
2 16 I8 19
2 [ 7 f
g 12 4 b
- 2 4 2
5 2 3 5
| ] 3 3
15 7 5 1
| | 4 |
- 3 2 f
- l 2 1]
28 3 5 L]
5 13 a 4

(=]

285

DECOMPRESSION SICKNESS 1987

ANALYSIS
65 Recompression chamber - - 63
66 Recompression LYW - - 3
67  Within tables - - -
65  Rapid ascent - - &
69 Repeat diving - - - 2
70 Deep diving (40m + ) 20
71 BSAC tables (stated) - 25
72 Innccurate use - 1
73 Computers - 11

STATISTICAL SUMMARY
OF ACCIDENTS
AND INCIDENTS
ITEM 1983 1984 1985 1986 1987
Incidems reporued 142 213 165 154 162
Incidents analysed 142 211 164 154 142
British incidents 126 200 160 146 142
Incidents abroad g 1l 5 # 16
Location unknown 7 10 (1] 1] 4
BSAC Members 112 138 18 107 10
Mon BSAC Members & 15 17 19 5
Membership unknown 24 T4 ¥ B 47
All the above reports are based on information received
between October 16th 1986 and Ocaber 15th 1987,
Fig 1
BSAC FATALITIES AND MEMBERSHIT 1977-1087
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Fig 2

FATALITIES - MONTHLY BREARDOWN - 1987
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