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EXECUTIVE SUMMARY 

 
This report is a summary of all of the entries entered into the Diving Incident and Safety 
Management System (DISMS) online diving incident database from its inception on 31 March 
2012 to 31 December 2013; this includes entries from external sources which have valid 
learning points. The next report will run from 1 January 2014 to December 2014. 
 
This report has three main aims: 
 

1. Firstly, to raise awareness of the DISMS reporting system which has been developed 
as an independent reporting system of all training agencies,  

2. Secondly, provides a feedback loop for those who have spent time entering the details 
of their incidents, so that others can learn from them and, 

3. Finally, provides a quick summary of the reports within DISMS which allows readers to 
quickly access each database entry via a hyperlink.  Each report entry contains a 
variable amount of data and online viewing is the best means to examine each report 
and any analyses conducted. 

 
DISMS employs a keyword and tagging system which allows specific types of diving incidents 
e.g. ‘OC’, ‘CCR’, ‘Overhead’ etc to be searched across the whole database.  This should 
make it easier for users to look for incidents or types of diving relevant to their own diving 
rather than search through a report for each year.  As further research into incident causality 
is conducted, especially the role that Human Factors plays in causality, these tags will be 
updated. 
 
To promote incidents and the possible lessons learned in a timely manner, each time a report 
is published on DISMS a summary is tweeted via @DISRC with the hashtag #DISMS 
(denotes an incident report). 
 
An analysis of statistics and their significance to the wider diving community has not been 
conducted within this report, partly because there are only 74 public incidents in the database 
covering 2012-2013, but more importantly, there is no good data with which to make 
comparisons against for the baseline of the numbers and types of diving taking place.  This 
latter issue is covered in more detail within the report itself. 
 
Key points from the reports submitted to DISMS and Cognitas are: 
 

• Many divers recognise that they should have done something different which would 
likely have prevented the incident from occurring, but did not have the foresight that 
the issue was going to develop in the manner it did. 

• Many divers were surprised at how quickly things developed when the incident did 
occur. 

• Many divers are embarrassed to discuss their incident publicly for fear of ridicule. This 
includes very experienced divers who have made simple mistakes. As a consequence, 
some reports were either made direct to Cognitas or not made public on DISMS. 

• A positive and safe attitude is essential to complete an uneventful dive. 
 
None of these will come as a surprise to those involved in diving safety, but one area in which 
the community can easily make improvements is in the changing of attitudes to the reporting 
or discussion of the mistakes we all make, irrespective of experience, knowledge or standing 
in the community. If we cannot discuss these mistakes, and learn from them, we and others 
are destined to repeat them. 
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Introduction 
 
Firstly, thank you very much for all those who took the time and effort to complete an incident 
report. It is recognised that it takes time to do so, especially as more detail is added, but 
maybe your report will prevent another incident from occurring if people read your account. 
Fundamentally, this system would not exist without your contributions.   
 
This is the first annual report for the Diving Incident and Safety Management System (DISMS 
– http://www.divingincidents.org) confidential reporting system and covers incidents that were 
entered into the database since it was launched in April 2012 at the London International 
Dive Show (LIDS) up to 31 December 2013. 
 
The idea behind DISMS is to provide an open but confidential reporting system that would 
complement the long running British Sub Aqua Club (BSAC) Annual Incident Report, 
providing a live reporting system that would be accessible to all divers.  The aspiration in 
creating a database without an affiliation to a single agency is that it will be promoted by all 
agencies and used by all divers irrespective of affiliation or view.  To ensure that data is not 
lost or fragmented, DISMS entries can also be exported in Excel Format which allows for 
easy entry into the BSAC Annual Incident Report database. However, the level of detail 
provided to BSAC is the same as that made public by the reporter therefore confidentiality is 
maintained. 
 
Initially targeted at UK divers, lessons learned are lessons learned no matter where you dive, 
therefore DISMS has global application and reports have already been submitted by 
overseas divers.  There are also historical lessons learned from other data sources - when 
these have been included their source has been identified. 
 
The system has been designed such that it is both dynamic (updates to reports can be 
viewed irrespective of when the update occurs) and searchable (keywords can be searched 
across multiple entries irrespective of year they took place).  As DISMS grows this will allow 
multiple years’ entries to be easily searched by all parties using the keywords. 
 
Fortunately diving is statistically relatively safe, and this means that small changes in the 
number of incidents can have major impacts on the statistical output. Consequently, the main 
reason for the existence of DISMS is not to provide a source for statistically significant data, 
but rather provide a means by which lessons could be learned by divers to prevent future 
incidents from occurring. This is achieved by using detailed narratives provided by the 
submitter along with their own 'lessons learned' plus analyses provided by DISMS staff. 
 
Crucially, incident reporting only works if there is a Just Culture 
(http://cognitasresearch.wordpress.com/just-culture/), a culture whereby we don't penalise 
(legislatively or socially) divers for making honest mistakes. In the past the diving community 
has sometimes been quick to judge others because they dive in a different way or a different 
configuration and they believe that is what caused the incident. Incidents rarely happen 
because of single issues, they happen because multiple factors converge and create the 
'perfect storm'; importantly factors that on their own would not normally cause a problem. 
That’s why DISMS is firmly committed to collecting data and helping experts to perform 
analysis with a focus on helping the community rather than passing judgment on individuals 
or groups.   
  
Learn from your mistakes.  Better still, learn from someone else's. 

 



Cognitas Incident Research and Management – DISMS Annual Report 2012-2013                               Page  4 

If you have had an incident, consider visiting www.divingincidents.org to report it. This 
address is also used to view the reports and this link – www.youtube.com/CognitasIncident - 
provides a short video explaining DISMS. 
 
What is next for DISMS? 
 
There has been positive feedback as to the layout and structure of DISMS but it can always 
be improved.  Plans include using outputs from incident causality research to better qualify 
the Human Factors involved by using specific tags, more equipment (especially CCR) 
configurations so that detail can be captured and a dynamic reporting tool for all users rather 
than the simple search outputs on webpages.  Unfortunately this costs money in addition to 
the basic running costs; hence the request for support from the community.  
 
There are also plans to see about getting other sources of incident data into DISMS so that 
all data can easily be searched in one place, citing original sources in all cases to show 
where the data came from. This allows multiple datasets to be searched in one place. 
 
However, the biggest critique has been ‘where are the reports?’  The concept of DISMS will 
only work if divers submit reports; the more reports, the more learning possible.  Therefore, 
please consider reporting an incident or near-miss to DISMS. 
 
DISMS Infrastructure 
 
The software development for DISMS took more than 6 months to complete and is based on 
a SQL database running behind a User Interface developed in Ruby Rails, hosted on a 
secure server inline with ICO guidelines for the protection of personal information. The initial 
costs of £9600 were funded partly by generous donations by members of the diving 
community totalling slightly more than £8000 and the rest by the Director of Cognitas Incident 
Research and Management, a not-for profit organisation heavily funded. Running costs, at 
approximately £1000 per year, have also been met by Gareth Lock. These running costs 
cover hosting on a secure server, 24/7 software support, ICO registration, domain registration 
and mail hosting.  If you are interested in financially supporting the running costs for DISMS, 
please consider visiting http://www.divingincidents.org/donations and making a donation.   
 
How Incidents are Entered/Displayed within DISMS 
 
DISMS has been constructed on the premise that an incident can have a number of reports 
attached to it, and when analysis is conducted, then an incident may also have multiple 
analysis reports.  Incidents have keywords tagged to each incident to aid searching for a 
specific incident type. 

 
Figure 1: Structure of DISMS Incident with two reports and one analysis report 
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Figure 2: Incidents Page from DISMS Detailing all Published Incidents 

 

 
Figure 3: Specific Incident Summary Page from DISMS 

 
When you submit a report into DISMS you determine the level of confidentiality, from zero 
disclosure to full disclosure. However, even if full disclosure is made, dates are aggregated to 
the whole month and names are never publicly released.   
 
Reports have been constructed to allow as much detail as possible to be captured but you 
can submit as much or as little detail as you want. However, the more detail that is entered, 
the more analysis that can be conducted. It should also be noted that to really improve safety, 
we need to understand 'why' the incident happened, and not just 'what'. Therefore, if you do 
enter a report, consider submitting contextual information in the narrative and what lessons 
you learned from it, especially what you did to prevent it from escalating further. Ask yourself 
the question ‘If I was reading an incident report, what would I want to know to stop this from 
occurring the next time to me if I didn’t know any of the background?' 
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What is an Incident? 
 
I have been asked on a number of occasions to define a non-fatal incident. Unfortunately this 
is rather an open-ended question because of the varied experiences, knowledge, teaching 
styles, and risk perception/acceptance within the sport. However, for the PhD data collect 
survey that was run at the start of 2014, the following were used which would be a good start 
to use as a baseline definition, even if you don't necessarily agree with them. Importantly, 
these categories were developed by looking at the existing incident literature and picking the 
most prevalent. 
 

• Physically Out of Air/Gas on a Dive     
• Surfacing at the end of a dive with less than 50bar in your cylinder or whatever your agency's minimum 

'end gas' is. Could also be large discrepancies in gas pressures when running independent twins or 
side-mount.     

• Become entangled or entrapped during a dive; this could be fishing line, nets, dSMB lines, inside a 
wreck or cave     

• Uncontrolled Buoyant Ascent     
• Unplanned separation which ended in a solo ascent. (Planned solo dives and/or planned separation do 

not count).     
• Hyperoxia. Defined as: the diver suffers an Oxygen toxicity (OxTox) event/seizure, or the CCR has a 

pO2 above the planned maximum set point which was not demanded by the diver nor recognised that it 
would happen. (During ascent/descents high/low pO2 might be encountered but it should be 
expected.)     

• Hypoxia. Defined as: an OC diver breathes a gas with a pO2 less than 0.18 underwater, or the CCR has 
a pO2 less than .7 which was not demanded by the diver nor recognised that it would happen. (During 
ascent/descents high/low pO2 might be encountered but it should be expected.)     

• Hypercapnia. Difficult to technically define but any symptoms or signs of overexertion, excessive 
uncontrollable breathing rates or scrubber breakthrough     

• Mild to Severe DCS. Defined as: having numbness & tingling, muscular weakness, pain, fatigue, 
dizziness, visual problems, vertigo, nausea, loss of consciousness or skin changes. 

• Major Narcosis (N2 or CO2): Defined as noticing significant reduction in motor skills, awareness and 
memory.    

• Major Equipment problem e.g. dSMB locking/jamming, BCD inflator failure, regulator uncontrolled free 
flow, unable/forgot to ditch weight belt or a problem on CCR which forced a bailout and end dive.  

 
DISMS Report 
 
The report below was compiled from a search conducted on the database for reports entered 
into DISMS between 1 April 2012 and 31 December 13; future reports will run from 1 January 
to 31 December. The report itself a list of all the incidents with a quick summary provided. 
More details on each individual incident (including reports and analyses) are available via the 
link beneath each summary. 
 
This report also contains some a basic analysis of the types of incidents and diving within 
DISMS, but as the number of incidents entered in DISMS is small, these will have little 
relevance to the actual quantitive risk faced by divers. As explained below, absolutes are 
meaningless without a baseline to compare the risk to. 
 
Regarding fatalities, it is recognised that there are significant personal, emotional and legal 
challenges to be faced when looking at diving fatalities and their causality. Therefore, unless 
permission is given by the submitter and relatives, along with detailed evidence, there will be 
no published analysis on any fatality entered into DISMS. 
 
Numbers and Types of Incidents 
 
The numbers below refer to incidents and reports published on DISMS. In some cases, the 
submitter has not given permission for any of the report to be published. In other cases, the 
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number of reports may also be greater than one for each incident. As such, there is not a 
simple relationship between numbers of incidents and numbers of reports or analyses, nor is 
there a simple relationship between report numbers and incident numbers. Furthermore, 
there may be a difference between values in categories and reports e.g. OC or CCR incidents 
contained within unpublished reports will be counted in the summaries.  
 
Number of Incidents: 98     
Number of Reports Submitted: 106     
Number of Reports Publicly Published: 88 
 
Number of OC Incidents: 82 
Number of CCR Incidents: 22 
Number of Out of Gas (OOG) Incidents: 8 
Number of Hypercapnia Incidents: 2 
Number of Hyperoxic Incidents: 1 
Number of Hypoxic Incidents: 2 
Number of Entanglement Incidents: 1 
Number of Narcosis Incidents: 1 
Number of DCI Incidents: 24 
 
Key Lessons Learned from Incident Reports Submitted 
 
This section is split into two parts; public reports available through DISMS and those 
submitted to Cognitas independently of DISMS or those which are not publicly viewable on 
DISMS. 
 
DISMS Reports 
 

• A positive and safe attitude is fundamental to executing a successful and safe dive.  
Many of the incidents could have been prevented if divers played the ‘what if’ game 
during their pre-dive preparation, making sure that everything was as it should be. 

• Creating and managing an effective dive plan which covers gas consumption, bottom 
times and decompression plans. A dive computer won’t necessarily tell you how much 
gas you need to end the dive from where you are. 

• Monitor your plan and do not be afraid to end a dive at any time. Anyone can end the 
dive with a ‘thumb up’. If you are the most experienced diver or the ‘leader’ in the 
group/buddy pair, when someone puts up a thumb, the dive ends, do not put pressure 
on others to continue. 

• Understand your dive equipment. Some dive computers will stop counting down if you 
are not in the ‘window’ of depth. Do not just blindly follow the computer, have an idea 
how much decompression you are likely to do before you get in the water. 

• DCI can happen even if you stay within the limits of your decompression algorithm. If 
you are feeling unwell or not quite right after a dive, do not be afraid to let someone 
know. You, the casualty, are not the best person to make decisions. The sooner the 
treatment, the more effective it will be in reducing long lasting effects. 

• Make sure you are honest with your health and fitness to dive. There is nothing worth 
dying underwater for. 

 
Non-Public DISMS or Independently Submitted Reports 
 
There are a number of mistakes or errors which divers have made but do not want to publicly 
admit or discuss and yet they provide excellent learning opportunities for all divers, 
irrespective of their experience. These include: 



Cognitas Incident Research and Management – DISMS Annual Report 2012-2013                               Page  8 

 
• Not changing scrubber material in a CCR in a timely manner. 
• Not following ‘best practice’ with regards to dive planning. 

(consumption/time/depth/decompression), gas analysis or gas mixes. 
• Deliberately undertaking a dive when their equipment or frame of mind was not in the 

right place. 
• Underestimating the risks involved when cutting corners to get to a solution. 
• Being influenced by peer pressure, directly or indirectly, to undertake an activity which, 

in hindsight, they were not happy about. 
• Inability to carry out emergency drills due to lack of practice or currency. 

 
It takes significant courage to admit to yourself that you have made a mistake, even more to 
publicly discuss the incident, even via a confidential reporting system. The diving community 
is small, and therefore it is hard to hide a major mistake, but only by providing detailed 
narratives with all of the specific detail will lessons be effectively learned.  There is no point in 
having 20:20 hindsight of an incident and its causality, if you don’t apply it to your future 
diving practices. 
 
Statistics and the Risks Within Diving 
 
One of the key points that should be noted is the lack of accurate and verifiable data 
concerning the risks in recreational and technical diving. The community do not know the 
numbers of divers in the UK, nor how many dives they undertake, we do not understand the 
depths, times, exposures, equipment used, health, age demographic or any number of other 
influential variables in recreational and technical diving. So whilst we have good data 
concerning the numbers of fatalities (since 1998 this has varied between 10 and 24 per year), 
we don’t have an accurate population to compare that against. Using figures derived from 
BSAC sources, the UK diving population appears to have dropped from 70 800 to 65 900 
between 1998 and 2013, which combined with the fatality figures, produces an annual fatality 
rate of .470 to 1.124 per 100 000 divers. Although these are the best figures available at the 
time of publishing, membership of BSAC and its percentage make-up of UK divers does not 
necessarily determine the number of divers diving in the UK. 
 
Another example of poor data is the number of divers treated for DCI by chambers in the UK 
compared to those reported to BSAC. Using BHA data, plus other evidence from DDRC 
looking at DCI reporting rates and data collected for research studies, there is evidence that 
the occurrence of DCI is at least 6-7 times that reported in existing reporting systems.  There 
is also evidence that divers ‘At Work’ who have suffered DCI are under-represented in HSE 
RIDDOR reports. 
 
There is a paradox with exposure to the risk. If a diver undertakes more dives than average, 
their exposure to the risk increases, but if they practise skills and drills on every dive, they are 
more likely to be able to deal with an incident if it occurs. 
 
Therefore providing any statistics concerning the rates of certain incidents, or whether one 
type of diving is demonstrably more risky than another, is fraught with danger.  This variability 
and lack of good data is why statistics for rates are not given in this report. 
 
Causality of Incidents 
 
What is demonstrable from research undertaken by the author is that a significant number of 
the incidents are preventable and that the attitude and risk perception/acceptance of those 
undertaking dives is likely to heavily influence whether the incident chain develops or is 
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managed effectively if something does happen; this is yet to be peer-reviewed. For example, 
a checklist may prevent an incident from occurring, but for this barrier to be effective, the 
checklist must be completed – using a buddy or team-mate as part of the checklist process 
will improve the likelihood of the checklist being completed properly. 
 
The majority of incidents are caused by multiple, discrete and/or linked factors and therefore 
a single root cause is unlikely to be determinable, especially given the level of detail in self-
reported incidents, or publicly available reports. Furthermore, if poor decisions do not lead to 
bad outcomes, then the poor decision has been validated because nothing went wrong. This 
leads to something called normalisation of deviance whereby it is acceptable to not follow 
best practice.  However, ‘best practice’ for one diver is not necessarily an acceptable practice 
for another diver or group. This poses problems when trying to provide feedback to 
community, especially when strong personalities are involved, or significant sums have been 
invested. The community needs to work towards addressing these multi-factorial problems 
that cover the diver, their equipment, the technical and social environments they dive within, 
some of which reside at the organisational level when developing a safety culture.  Culture 
makes it easy to judge, but to improve diving safety it is much better to provide positive 
feedback and why certain decisions were made rather than just say ‘You are doing it wrong’. 
 
Summary 
 
The database structure behind DISMS is comprehensive providing significant growth in the 
initial design, but as with everything in life, things could be improved. The numbers of reports 
submitted could always be increased and the detail within them amplified. But these are early 
days and Cognitas will continue to manage and drive DISMS forward, developing it and 
improving it, hopefully with support from the community and those interested in improving 
diving safety.  It is encouraging that since its launch Cognitas has been approached by a few 
organisations interested in looking at DISMS as the basis for their own 
organisation’s/activity’s incident reporting system. 
 
As members of the diving community, we cannot remove all the risk from the sport as we 
cannot prevent every incident or accident from occurring, but we can increase the knowledge 
of divers so that they can make better decisions and take on the personal responsibility of 
their actions with credible examples of what can go wrong if they don’t.  Rules and 
regulations are not the answer, this is a sport which involves personal, voluntary risk. But for 
divers to manage the risk, they need to clearly understand the problems and their mitigations. 
It is all too easy to think that these problems happen to other divers, and won’t happen to us. 
Fortunately if you choose this approach, the odds are that you will be lucky and the holes in 
the Swiss Cheese model will not line up thereby causing an incident, but luck is not 
something that should be included in pre-dive planning or preparation or during the dive itself. 
 
Thank you and safe diving, 
 

 
Gareth Lock
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INCIDENT SUMMARIES 
 
Incident ID 109  
Summary: mCCR diver with hypoxic mix almost drowns in shallow inland dive site. 
Date Added 11/2013 
Date of Incident 03/2007 
URL https://www.divingincidents.org/incidents/109  
 
Incident ID 108  
Summary: Possible hypercapnia on CCR dive - likely due to debris in the breathing loop of CCR 
Date Added 10/2013 
Date of Incident 10/2013 
URL https://www.divingincidents.org/incidents/108  
 
Incident ID 107  
Summary: Attempted to adjust waist strap; unbuckled weight belt instead. Unplanned ascent from 100' to 10' 
while problem solving. Immediate return to depth, resolved problem, and completed planned dive. 
Date Added: 09/2013 
Date of Incident: null  
URL https://www.divingincidents.org/incidents/107  
 
Incident ID 106  
Summary: Diver had rapid ascent due to unfamiliarity with equipment ending in a suspected DCI and chamber 
treatment. 
Date Added 09/2013 
Date of Incident 09/2013 
URL https://www.divingincidents.org/incidents/106  
 
Incident ID 80  
Summary: DCS, minor symptoms. Dive to 115m for 20 mins bottom time. Deco profile ZHL-16C with Gradient 
Factors 30/80 followed without incident. Leg pain developed at 9m stop, disappeared again during 6m stop, but 
reappeared between 3m and surfacing. 2hrs surface O2 and symptoms disappeared. 
Date Added: 09/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/80  
 
Incident ID 79  
A man has died whilst diving off the Scilly Isles 
Date Added: 08/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/79  
 
Incident ID 78  
Summary: A man has died and another was injured on a diving trip in the North Sea off the Suffolk coast. 
Date Added: 08/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/78  
 
Incident ID 77  
Summary: Rapid ascent led to decompression chamber visit. Initial cause of the ascent was too much gas in 
drysuit 
Date Added: 08/2013 
Date of Incident: 06/2007 
URL https://www.divingincidents.org/incidents/77  
 
Incident ID 76 
Summary: Diver completed a dive to 51m for 37mins BT with all planned stops completed. Diver suffered Type 1 
DCI with suspected OxTox after surfacing. Buddy OK. 
Date Added: 08/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/76  
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Incident ID 75  
Four divers involved in a rapid ascent from 40m. Suspected DCI in 3 of them who were evacuated to a chamber. 
Date Added: 08/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/75  
 
Incident ID 74  
Summary: Minor complacency with gear checks in cave environment highlights need for 3 lights 
Date Added: 08/2013 
Date of Incident: 08/2013 
URL https://www.divingincidents.org/incidents/74  
 
Incident ID 73  
Summary: Over weighting and lack of drysuit skills leading to exhaustion underwater, and consequently 
mentally shutting down 
Date Added: 08/2013 
Date of Incident: 05/2011 
URL https://www.divingincidents.org/incidents/73    
 
Incident ID 72  
Summary: Vestibular DCI cause by dehydration 
Date Added: 08/2013 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/72  
 
Incident ID 71  
Summary: Inexperienced diver running out of air at 15m while her buddy who was 20m away and 10m deeper at 
the time lost buoyancy and suffered uncontrolled ascent. 
Date Added: 08/2013 
Date of Incident: 11/2012 
URL https://www.divingincidents.org/incidents/71  
 
Incident ID 70  
Summary: Out of Air during valve drill 
Date Added: 08/2013 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/70  
 
Incident ID 69  
Summary: Distressed diver recovered to boat, Deteriorated on board. Transferred to emergency medical care 
Date Added: 08/2013 
Date of Incident: 02/2013 
URL https://www.divingincidents.org/incidents/69  
 
Incident ID 68  
Summary: Probable minor bend even though dive conducted with no issues 
Date Added: 08/2013 
Date of Incident 05/2013 
URL https://www.divingincidents.org/incidents/68  
 
Incident ID 67  
Summary: At end of a one week dive trip, one diver was recompressed after reporting visual disturbances. Two 
days later, another diver was recompressed after reporting a skin rash and joint aches 
Date Added: 08/2013  
Date of Incident: 07/2013 
URL https://www.divingincidents.org/incidents/67  
 
Incident ID 66  
Summary: Aborted cave dive caused by 2 regulators malfunctioning on their first dive after being serviced 
Date Added: 08/2013 
Date of Incident: 06/2013 
URL https://www.divingincidents.org/incidents/66  
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Incident ID 65  
Summary: Doppler Grade 2 bubbles caused by exercise (right leg flex) at 80 minutes post-dive. No bubbles 
detected on any other checks (20-120 mins at 20 minute intervals) or without exercise. Probable cause - too 
much work done post-dive hauling gear back. 
Date Added: 08/2013  
Date of Incident 05/2013 
URL https://www.divingincidents.org/incidents/65  
 
Incident ID 64  
Summary: Free flowing backup regulator causing an uncontrolled ascent. 
Date Added: 08/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/64  
 
Incident ID 63  
Summary: Lost at sea. 
Date Added: 08/2013 
Date of Incident: 07/2013 
URL https://www.divingincidents.org/incidents/63  
 
Incident ID 62  
Summary: Three divers suffering DCI after a weeks recreational diving in the UK 
Date Added: 08/2013 
Date of Incident: 07/2013 
URL https://www.divingincidents.org/incidents/62  
 
Incident ID 61  
Summary: A diver was taken to hospital after diving a wreck in 70m in a Norwegian fjord. The diver was 
pronounced dead at the hospital. 
Date Added: 06/2013 
Date of Incident: 06/2013 
URL https://www.divingincidents.org/incidents/61  
 
Incident ID 60  
Summary: Four divers on a 45m dive had a number of issues including DCI, poor gas planning and not 
understanding deco theory and practice. 
Date Added: 06/2013 
Date of Incident: 08/2010 
URL https://www.divingincidents.org/incidents/60  
 
Incident ID 59  
Summary: A diver has died after getting into difficulties off the southern coast of the Isle of Man. 
Date Added: 06/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/59  
 
Incident ID 58  
Summary: Diver suffered Immersion Pulmonary Oedema in Egypt 
Date Added: 05/2013 
Date of Incident: 07/2011 
URL https://www.divingincidents.org/incidents/58  
 
Incident ID 57  
Summary: Diver suffered Immersion Pulmonary Oedema after CCR dive in 30m 
Date Added: 05/2013 
Date of Incident: 03/2010 
URL https://www.divingincidents.org/incidents/57  
 
Incident ID 56  
Summary: Immersion Pulmonary Edema event in Egypt 
Date Added: 05/2013 
Date of Incidents: 05/2013 
URL https://www.divingincidents.org/incidents/56  
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Incident ID 55  
Summary: Two divers missing on the SMS Brummer, Scapa Flow. Search called off on 3 June 13, bodies not 
found. 
Date Added: 05/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/55  
 
Incident ID 54  
Summary: After completing three dives in a day, diver felt unwell. Did not appear to be DCI but may have been 
pressure related in gut. Salient point was understanding dive computers, both from planning and operation 
perspective. 
Date Added: 05/2013  
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/54  
 
Incident ID 53  
Summary: Rebreather diluent filled with O2 by dive-site compressor operator and detected after starting 
descent. No analysis of gas took place prior to dive. 
Date Added: 05/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/53  
 
Incident ID 52  
Summary: Fatality from hardboat near Lundy Island. Limited details available from media. 
Date Added: 05/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/52  
 
Incident ID 51  
Summary: Reefdive in Rivera Maya, Mexico. Failure of HP hose at SPG following multi-level reef dive, max 
depth 27m, 50mins run time. Ended in air-share ascent to preserve gas pressure inside cylinder which was 
leaking at a high flow rate. End pressures 30bar and 70 bar in 12l cylinders. 
Date Added: 05/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/51  
 
Incident ID 50  
Summary: Manual Addition Valve (MAV) failed open resulting in loss of buoyancy and loop functionality 
Date Added: 05/2013 
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/50  
 
Incident ID 49  
Summary: A diver descended on their bailout air supply after their instructor had 'ensured' that their main air 
supply was turned on. 
Date Added: 05/2013 
Date of Incident: 07/2012 
URL https://www.divingincidents.org/incidents/49  
 
Incident ID 48  
Summary: Diving Classic KISS CCR and entered water with O2 cylinder closed. Noticed a 'funny feeling' and 
checked displays. On seeing 0.12, I immediately stopped movement, and opened O2 cylinder. Performed O2 
flush and waited for a couple of minutes. Continued with dive, no other effects noted. 
Date Added: 05/2013 
Date of Incident: 01/2007 
URL https://www.divingincidents.org/incidents/48 
 
Incident ID 47  
Summary: Upon descending a shot line a diver discovered that he had used an incorrect hose to connect his 
LPI and had failed to connect a hose to his dry suit. The issues were dealt with in- situ. 
Date Added: 05/2013  
Date of Incident: 05/2013 
URL https://www.divingincidents.org/incidents/47  
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Incident ID 46  
Summary: Recovery of an unconscious, non-breathing diver to the shore. Diver thought to have suffered a heart 
attack underwater. 
Date Added: 04/2013 
Date of Incident: 04/2013 
URL https://www.divingincidents.org/incidents/46  
 
Incident ID 45  
Summary: Several pre-conditions may have led to an adverse outcome during teaching if one more issue had 
occurred during the dive. Included task loading and ability to control the situation. 
Date of Added: 04/2013 
Date of Incident: 02/2013 
URL https://www.divingincidents.org/incidents/45  
 
Incident ID 44  
Summary: Shearwater calibrated to wrong O2 level accidentally during final kit assembly and prebreathe. 
Detected before entry into the water. 
Date Added: 03/2013 
Date of Incident: 03/2013 
URL https://www.divingincidents.org/incidents/44  
 
Incident ID 43  
Summary: Diver using DPV snagged drysuit on wreckage causing immediate flooding in 7C water 
Date Added: 03/2013 
Date of Incident: 03/2013 
URL https://www.divingincidents.org/incidents/43  
 
Incident ID 42  
Summary: Diver suffered DCI after several days diving in Cyprus before flying home 32 hours after the last dive. 
Date Added: 10/2012 
Date of Incident: 09/2012 
URL https://www.divingincidents.org/incidents/42  
 
Incident ID 41  
Summary: An OC diver completed a decompression dive but was taken ill @ 10 mins back on board the boat 
Date Added: 09/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/41  
 
Incident ID 40  
Summary: 2 divers treated for DCI after 2 dives on the German Fleet. 
Date Added: 08/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/40  
 
Incident ID 39  
Summary: Problem with dSMB & lift bag lifting diver, latter due to suicide clip snagging diver 
Date Added: 08/2012 
Date of Incident: 03/2012 
URL https://www.divingincidents.org/incidents/39  
 
Incident ID 38  
Summary: Diver airlift after potentially suffering from decompression sickness at Dorothea 
Date Added: 08/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/38  
 
Incident ID 37  
Summary: A male 51 year old diver died after surfacing from a dive on U12 off Eyemouth 
Date Added: 08/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/37  
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Incident ID 36  
Summary: Diver surfaced unconscious after a dive near Fairy Cove, Paignton, Devon. 
Date Added: 08/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/36  
 
Incident ID 35  
Summary: A male had a rapid ascent after a deep dive off North West Coast of Scotland. Evacuated by 
helicopter but subsequently died. 
Date Added: 08/2012 
Date of Incident: 08/2012 
URL https://www.divingincidents.org/incidents/35  
 
Incident ID 34  
Summary: A female diver was diving for scallops off Lulworth, Dorset, when she got into difficulty and became 
separated from her dive partner. Extensive searches produced no result. 
Date Added: 08/2012 
Date of Incident: 03/2011 
URL https://www.divingincidents.org/incidents/34  
 
Incident ID 33  
Summary: Power inflator stuck on at 60m+ on CCR dive. Issue resolved when diluent bottle was emptied as 
unable to shutdown or disconnect. Ascent carried out uneventfully. 
Date Added: 08/2012 
Date of Incident: 07/2012 
URL https://www.divingincidents.org/incidents/33  
 
Incident ID 32  
Summary: Diver conducted a rebreather dive without analysing gas and incorrect cylinder in the O2 
location/position of the CCR. Fortunately dive completed without injury or DCI 
Date Added: 08/2012 
Date of Incident: null 
URL https://www.divingincidents.org/incidents/32  
 
Incident ID 31  
Summary: Solo dive free flow at 27m; diver self rescued safely following training 
Date Added: 08/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/31  
 
Incident ID 30  
Summary: Low viz, team of 3 and equipment issue lead to separation and rapid ascent from 31m 
Date Added: 08/2012 
Date of Incident: 03/2012 
URL https://www.divingincidents.org/incidents/30  
 
Incident ID 29  
Summary: Divers surfaced away from boat and were not immediately seen. Slow response to missing divers 
may have had an impact on diver recovery 
Date Added: 05/2012 
Date of Incident: 05/2010 
URL https://www.divingincidents.org/incidents/29  
 
Incident ID 27 
Summary: 3 divers surfaced away from the dive boat and took more than an hour to recover. Search involved 
dive boat and helicopter. All divers recovered safely. 
Date Added: 05/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/27  
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Incident ID 26  
Summary: Missing diver off Froward Point, near Dartmouth 
Date Added: 05/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/26  
 
Incident ID 25  
Summary: Diver had rapid ascent with 12 mins deco missed, SAR helicopter called and casualty evacuated 
Date Added: 05/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/25  
 
Incident ID 24  
Summary: Diver missing off a wreck off the West Coast of Scotland. Body found. 
Date Added: 05/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/24  
 
Incident ID 23  
Summary: A diver died after undertaking a training exercise at an inland training site. 
Date Added: 05/2012 
Date of Incident: 05/2012 
URL https://www.divingincidents.org/incidents/23  
 
Incident ID 22  
Summary: A diver conducted his first UK sea dive to a depth of 29m, became seperated from his 2 open circuit 
buddles and followed a CCR diver. The CCR diver checked his gas and escorted him to the surface. 
Date Added: 05/2012  
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/22  
 
Incident ID 21  
Summary: Diver surfaced from safety stop following a rapid inverted ascent due to their drysuit. Treated for 
suspected DCI. 
Date Added: 05/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/21  
 
Incident ID 20  
Summary: Diver descended to 40m on a dive and suffered visual disturbances, ascending these quickly abated. 
Diver was using hay fever medication. 
Date Added: 05/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/20  
 
Incident ID 19  
Summary: Diver had rapid ascent and separation after inverting in their dry suit whilst on safety stop. 
Date Added: 05/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/19  
 
Incident ID 18  
Summary: Weight belt loss and near OOA on a recreational dive lead to fast ascent and neurological bend for 
instructor. Student diver also had inverted ascent but no DCI. 
Date Added: 05/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/18  
 
Incident ID 15  
Summary: Diver on an advanced OC trimix dive experienced a CO2 hit at depth 
Date Added: 04/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/15  
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Incident ID 12  
Summary: CCR diver had an incident. Unconscious and not breathing. Required resuscitation and taken to 
hospital. Recovered. 
Date Added: 04/2012 
Date of Incident: 01/2012 
URL https://www.divingincidents.org/incidents/12  
 
Incident ID 11  
Summary: A missing diver is recovered following a drift dive between 20 and 30m. Diver became separated with 
the buddy surfacing alone. 
Date Added: 04/2012 
Date of Incident: 07/2010 
URL https://www.divingincidents.org/incidents/11  
 
Incident ID 10  
Summary: CCR diver surfaces unconscious and receives CPR. Diver airlifted to Bristol. Understood to be ok 
following incident and released the following day. 
Date Added: 04/2012 
Date of Incident: 03/2012 
URL https://www.divingincidents.org/incidents/10  
 
Incident ID 9  
Summary: Two divers conducting a practice CBL and AAS drill had a real OOA situation due to a freeflowing 
regulator from 20m to the surface. Multiple failures complicate matters on the ascent. 
Date Added: 04/2012 
Date of Incident: 03/2011 
URL https://www.divingincidents.org/incidents/9  
 
Incident ID 8  
Summary: Three divers, a 35-year-old man and women aged 21 and 27, had made a rapid ascent from 18 
metres deep and were airlift to DDRC for suspected DCI. 
Date Added: 04/2012 
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/8  
 
Incident ID 7  
Summary: Diver felt unwell after surfacing from a training dive at an inland dive site. After initially descending to 
22m then briefly to 32m, ascending to 20m for another 10mins and then finally ascending to 15m where the 
remainder of the dive was carried out. Total runtime approximately 60mins. Diver surfaced and after a few 
minutes started to feel unwell with light headedness/dizziness. Treated for DCI and evacuated to chamber. 
Date Added: 04/2012 
Date of Incident: 08/2011 
URL https://www.divingincidents.org/incidents/7  
 
Incident ID 6  
Summary: 3 divers experienced DCI symptoms following a week diving in Scapa Flow and taking 2 flights back 
to London after a 24 hours surface interval. Symptoms cleared after landing. 
Date Added: 04/2012 
Date of Incident: 01/2004 
URL https://www.divingincidents.org/incidents/6  
 
Incident ID 5  
Summary: Diver did not understand calibration and operating of Nitrox gas analyser. This meant the diver could 
have ended up with incorrect pO2 measured and marked on the cylinder and inadvertently exceeded the MOD 
of the gas. 
Date Added: 04/2012  
Date of Incident: 04/2012 
URL https://www.divingincidents.org/incidents/5  
 
Incident ID 4  
Summary: Divers with incorrect weighting and new equipment configurations involved in rapid ascent 
Date Added: 04/2012 
Date of Incident: 03/2012 
URL https://www.divingincidents.org/incidents/4  
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HISTORICAL ENTRIES IN DISMS from aquaCORPS 
(Note: These reports have been lifted verbatim from aquaCORPS with the kind permission of Michael Menduno. 
Whilst historical in nature, the lessons learned/identified are still valid) 
 
Incident ID 105  
Summary: aquaCORPS: A diver decompressing at the 20 ft/6 m stop suffered an oxygen convulsion and was 
rescued successfully on a dive on the Lusitania 
Date Added 09/2013 
Date of Incident 08/1995 
URL https://www.divingincidents.org/incidents/105  
 
Incident ID 104  
Summary: aquaCORPS: An experienced, mix-trained cave diver and dive software developer grabbed the 
wrong tanks and suffered a CNS convulsion at depth during a 200 f/61 m body recovery. 
Date Added: 09/2013 
Date of Incident 09/1995 
URL https://www.divingincidents.org/incidents/104  
 
Incident ID 103 
Summary: aquaCORPS: Two experienced cave divers ran out of air and died after missing a turn while trying to 
exit a cave dive in Mexico. 
Date Added: 09/2013 
Date of Incident: 09/1995 
URL https://www.divingincidents.org/incidents/103  
 
Incident ID 102 
Summary: aquaCORPS: A non-technical diving trained father and his 14-year-old son ran out of gas and 
drowned while trying to free the anchor on a wreck dive on air to the Moody at 130-140ft/40-43 m. 
Date Added: 09/2013 
Date of Incident: 7/1995 
URL https://www.divingincidents.org/incidents/102  
 
Incident ID 101 
Summary: aquaCORPS: A highly experienced cave explorer suffered an oxygen convulsion at 80 ft/25m and 
drowned after mistakenly switching to an EAN 50 decompression mix instead of an EAN 32 at 120ft/37 m. 
Date Added: 09/2013 
Date of Incident: 07/1995 
URL https://www.divingincidents.org/incidents/101  
 
Incident ID 100  
Summary: aquaCORPS: A 27-year-old diver never returned from a deep air dive to 450 ft/138 m. The dive was 
a practice run for his attempt at a 550 f/169m deep air record scheduled for this summer. 
Date Added: 09/2013 
Date of Incident 06/1995 
URL https://www.divingincidents.org/incidents/100  
 
Incident ID 99  
Summary: aquaCORPS: A cave diver, 7-8 minutes into his dive at approximately 300 ft/92 m-plus on the 
Matterhorn seamount, apparently drained his 72 cf stage of trimix and switched back to the air in his doubles, 
and shortly after, rocketed to the surface, where he died of a massive embolism. 
Date Added 09/2013 
Date of Incident 06/1995 
URL https://www.divingincidents.org/incidents/99  
 
Incident ID 98  
Summary: aquaCORPS: A 32-year-old cave diver is believed to have overexerted himself, narked out and 
drowned during a 200 ft/61m-plus air dive in an open pit iron mine quarry. The diver had separated from his 
partner during a deep air class dive that was planned for 150 ft/46 m. 
Date Added 09/2013  
Date of Incident 05/1995 
URL https://www.divingincidents.org/incidents/98  
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Incident ID 97  
Summary: aquaCORPS: A diver died during a charter expedition to the freighter Ethel-C, sunk in 1960 off the 
Virginia coast. 
Date Added: 09/2013 
Date of Incident: 10/1994 
URL https://www.divingincidents.org/incidents/97  
 
Incident ID 96  
Summary: aquaCORPS: A deep-wreck diver made an emergency ascent from a depth greater than 200ft/61 m 
and got severely bent during a mix dive on the U.S. Detroit, a paddle wheeler sunk in 1854 
Date Added: 09/2013 
Date of Incident 10/1994 
URL https://www.divingincidents.org/incidents/96  
 
Incident ID 95  
Summary: aquaCORPS: A 37 year old diver "blew up" to the surface from a 280 ft/86 m trimix dive on the 
Lusitania, incurring severe injuries. 
Date Added 09/2013 
Date of Incident 08/1994 
URL https://www.divingincidents.org/incidents/95  
 
Incident ID 94  
Summary: aquaCORPS: A certified cave diver apparently embolized and died when his DPV trigger stuck in the 
"on" position dragging him to the ceiling of the cave following a gas switch from trimix to air at a depth of 
200ft/61m on the return leg of an exploration run 
Date Added: 09/2013  
Date of Incident 07/1994 
URL https://www.divingincidents.org/incidents/94  
 
Incident ID 93  
Summary: aquaCORPS: Child drowning following incorrect/inadequate labelling of cylinders used for diving. 
Child revived. 
Date Added: 09/2013 
Date of Incident: 06/1994 
URL https://www.divingincidents.org/incidents/93 
 
Incident ID 92 
Summary: aquaCORPS: Two very experienced divers who were not cave certified , got lost in a popular Blue 
Hole during a live aboard dive trip, ran out of gas and drowned. Neither diver was running a line or carrying 
multiple lights. 
Date Added: 09/2013  
Date of Incident: 05/1994 
URL https://www.divingincidents.org/incidents/92  
 
Incident ID 91  
Summary: aquaCORPS: Three "untrained" openwater divers ran out of gas and drowned in the Big Boil Blue 
Hole cave system. None of the divers were cavern or cave certified. 
Date Added: 09/2013 
Date of Incident 04/1994 
URL https://www.divingincidents.org/incidents/91  
 
Incident ID 90  
Summary: aquaCORPS: A very experienced technical diver, PADI and NAUI instructor and ANDI nitrox 
instructor trainer, mistakenly breathed his EAN 50 decompression mix during a wreck dive to 50m/165f (P02 = 
3.0) on the Coolooli, and convulsed and drowned 18minutes into the dive. 
Date Added: 09/2013  
Date of Incident: 03/1994 
URL https://www.divingincidents.org/incidents/90  
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Incident ID 89  
Summary: aquaCORPS: British cave diver lan Roland died whilst exploring the terminal sump in Sotano 
San Agustin, part of the System Huautla, in Oaxaca, Mexico. A member of the expedition team, Roland was 
diving the prototype rebreather system under development by Bill Stone. 
Date Added: 09/2013 
Date of Incident: 03/1994 
URL https://www.divingincidents.org/incidents/89  
 
Incident ID 88  
Summary: aquaCORPS: Sheck Exley and Jim Bowden of Austin, Texas, submerged on a deep cave dive that 
both hoped would carry them to a new world cave diving depth record of 1,000f/307m. Exley, the holder of the 
current mixed gas open circuit record of 881f/ 271m set last year at Bushmansgat, South Africa did not return 
from the dive. 
Date Added: 09/2013 
Date of Incident 04/1994 
URL https://www.divingincidents.org/incidents/88  
 
Incident ID 87  
Summary: aquaCORPS: An experienced cave diver lost consciousness at the start of a "pleasure" cave dive at 
Devil's Ear and drowned . The dive was intended to be a fun dive to practice scooter techniques. 
Date Added: 09/2013  
Date of Incident: 10/1993 
URL https://www.divingincidents.org/incidents/87  
 
Incident ID 86  
Summary: aquaCORPS: A diver experienced what appeared to be the first onslaught of a CNS oxygen toxicity 
hit during an air dive to 228 fsw/ 70 msw on the RV Johnson, was able to make a rapid ascent to about 105 
fsw/32 msw and survived. 
Date Added: 09/2013 
Date of  Incident: 10/1993 
URL https://www.divingincidents.org/incidents/86  
 
Incident ID 85  
Summary: aquaCORPS: A novice deep diver lost consciousness and drowned during a "deep air" wall dive 
beyond 300 fsw/92 msw The diver and his two partners, all experienced recreational instructors were attending 
a combination charter and week long seminar on "Advanced Diving," and had been conducting progressively 
deeper air dives between 200-300 fsw/61-91 msw during the week. 
Date Added: 09/2013 
Date of Incident: 10/1993 
URL https://www.divingincidents.org/incidents/85  
 
Incident ID 84  
Summary: aquaCORPS: A very experienced 24 year old, cave diver lost consciousness and drowned while 
negotiating a restriction on the way back to the team's decompression stages following a deep mix exploration 
push to about 220 fsw/66 msw with a planned bottom time of 120 minutes. 
Date Added: 09/2013 
Date of Incident 09/1993 
URL https://www.divingincidents.org/incidents/84  
 
Incident ID 83  
Summary: aquaCORPS: A novice cave diver ran out of gas and drowned on a solo dive in the Little River cave 
system. The diver was found with no air in either of his independent 104 tanks about 1300 feet back in the cave 
on the mainline. 
Date Added: 09/2013  
Date of Incident: 09/1993 
URL https://www.divingincidents.org/incidents/83  
 
Incident ID 82  
Summary: aquaCORPS: A wreck diver lost consciousness during a 15 minute deep air dive to 78 msw/254 fsw 
on the paddle tug, Koputai, and drowned. 
Date Added: 09/2013 
Date of Incident: 08/1995 
URL https://www.divingincidents.org/incidents/82  
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Incident ID 81  
Summary: aquaCORPS: An experienced wreck diver failed to surface following an air dive to 190 fsw/58 msw 
on the Merchant Royal and is assumed dead 
Date Added: 09/2013 
Date of Incident: 07/1993 
URL https://www.divingincidents.org/incidents/81  
 


