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OSC Case Control Number DI-09 1294 

NAVINSGEN Case Control Number 200900425 
NAVSEA Case Control Number 090015L 

of 

8 October 2009 

Subj: ALLEGED FAILURE OF PROJECT MANAGER TO REPORT CRANE MISHAP 
AT NSWC CARDEROCK, BAYVIEW DETACHMENT, BAYVIEW, IDAHO 

Statement 

1. This report is issued pursuant to a 20 March 2009 Office of 
Special Counsel (OSC) letter tasking the Secretary of the Navy 
(SECNAV) to conduct an investigation under 5 USC 1213. 

2. OSC is an independent federal agency whose primary mission 
is to safeguard the merit system by protecting federal employees 
and applicants from prohibited personnel practices. OSC also 
serves as a channel for federal workers to make allegations of: 
violations of law; gross mismanagement or waste of funds; abuse 
of authority; and a substantial and specific danger to the 
public health and safety. 

3. Reports of investigations conducted pursuant to 5 USC 1213 
must include: (1) a summary of the information for which the 
investigation was initiated; (2) a description of the conduct of 
the investigation; (3) a summary of any evidence obtained from 
the invest (4) a list of any violation or apparent 
violation of law ation and (5) a des of 
any action taken or as a result of the inve 

as s agency rules 
restoration of to 
action and referrals to the 
criminal violations. 

4. The Naval Warfare Center Carderock Division 
y 3 200 scientists 
more than 40 dis ines 
to in-service 
s for maritime 

in West Bethesda the 
Division houses world-class facilities and laboratories. A 
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or operating site in Philadelphia is recognized as the center 
for naval machinery. The Division also conducts research and 
development at several remote sites across the country. The 
Acoustic Research Detachment (ARD), which OSC refers to as the 
"Bayview Detachment," is located at the southern end of Lake 
Pend Oreille in Bayview, ID. 

5. As a major component of the Naval Sea Systems Command, the 
Carderock Division provides cradle-to-grave support for its 
technical products over an enormous range of scientific areas 
related to surface and undersea platforms. The Division 
addresses the full spectrum of applied maritime science and 
technology, from the theoretical and conceptual beginnings, 
through design and acquisition, to implementation and follow-on 
engineering. This includes all technical aspects of improving 
the performance of ships, submarines, mil water craft, and 
unmanned vehicles, as well as research for military logistics 
systems. In addition, the Division is uniquely chartered by 
Congress to support America's maritime industry. 

6. This OSC tasking stems from a complaint received from a 
whisleblower who declined to consent to disclosure of his/her 
name to the agency. The OSC indicates the incident occurred on 
15 January 2009. 

7. The OSC tasking letter states the Whistleblower alleged 
employees at the ARD failed to report that a crane was damaged 
during operation, and as a result the crane is still in use, 
placing staff in danger of injury and government property at 
risk of further damage. 

8. 
al 

the foll summary of 

The whistleblower ained that on January 15 2009 an 
proto was scheduled to be tested at the 

ew Detachment. The AP was attached to a crane 

s 

an aerial work tform a land-mounted winch. 
An order was ven the ect charge of the 
tes to lower the without deta the crane 
from the AP. This structural damage to the 
winch and to the s s ck that was attached to 
the AP and crane. It also severed two power cables 
connected to the AP. At the 

to the s zed and 
patched: however cables were not discovered 
until the AP was retrieved because it malfunctioned 

ect test 
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Pursuant to Section 12 of NAVFAC P-307, as well as OPNAV 
Ins ons 5102.1 and 5100.23, Management of Weight 
Handling Equipment (June 2006), accidents of this nature 
must be reported to the Navy Crane Center within 30 days 
and if necessary, undergo an investigation. However, the 
whistleblower confirmed that there has been no government 
property damage report or crane report filed. As a resul. t, 
the crane has not been load tested or recertified, but is 
still in use, creating an unsafe environment for employees 
and the potential for further damage to government 
property. 

of Conduct of 

9. On 31 March 2009, Investigator One (Invest-1}, Naval Sea 
Systems Command, Office of the Inspector General (NAVSEAINSGEN), 
telephoned Investigator Two (Invest-2), Head of the Command 
Evaluation and Review Office (CERO) at the Naval Surface Warfare 
Center, Carderock Division (NSWCCD). This telephone call 
advised a hotline complaint was received by NAVSEAINSGEN from 
the Naval Inspector General's Office (NAVINSGEN). This 
complaint alleged a failure to report a crane accident that 
occurred at NSWCCD's Bayview Idaho Detachment. It should be 
noted, following the telephone call, Invest-1 sent an email 
containing a copy of the complaint to Invest-2. 

10. On 31 March 2009, Invest-2 telephoned Counsel for NSWCCD 
(Counsel), to notify her of the complaint. Due to the nature 
and origin of the complaint (Office of Special Counsel (OSC)), 
she recommended a meeting should be scheduled with the 
Commander, NSWCCD at his earliest availabil in order to 

11. 

initiate an inves on. 

On 31 March 2009 a conference call was held 
this matter with the CERO staff (Invest 

Invest 4)). this call 

Inves to 
Three 

the fie 
was disclosed and a general an to conduct the 

ion was nvest-2 was identified 
Team Leader. Invest-4 was identified 

that would travel to to te 
interviews and fieldwork. 

12. On 1 l 2009 
NAVSEAINSGEN SEA-OON 
NSWCCD to conduct 
failure of the 
Carderock Detachment. 
email sent to Invest-2 Inves 

letter for 
ion o the 

a crane mi at NSWC 
This letter was received via an 

1. 
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13. On 1 2009 a meeting was held with Commander, NSWCCD 
(CO-NSWCCD) Counsel NSWCCD and Invest-2. During this meeting, 
the subject complaint was discussed. As a result, CO-NSWCCD · 
directed: (1) the crane (B-17) should be immediately inspected 
for visible physical damage and/or other indications of 
issues, (2) the CERO will conduct the investigation into this 
matter and (3) on-site interviews into this matter should 
commence as quickly as possible. 

14. On 1 April 2009, a telephone conference call was placed by 
CO-NSWCCD to the Site Director, Acoustic Research Detachment 
(ARD), Bayview Idaho (Site Director). Counsel and Invest-2 were 
present during this call. CO-NSWCCD provided Site Director a 
general, brief summary of the complaint. Site Director was not 
aware of any possible accident involving crane B-17. CO-NSWCCD 
directed Site Director to conduct an immediate inspection of 
crane B-17 and, if there was any visible damage or safety 
issues, the crane should be placed out of service. Site 
Director was also directed to contact the Navy Crane Center 
(NCC). He was directed to request: an on-s inspection of 
crane B-17, ask the NCC if the events of 15 Jan 09 were 
considered a crane accident, and whether winches are considered 
weight handling equipment by the Navy Crane Center. CO-NSWCCD 
informed Site Director the investigation into this matter would 
be conducted by NSWCCD HQ personnel. 

15. On 1 April 2009 Site Director sent an email to CO-NSWCCD. 
This email contained a draft document which was a summary of 
Site Director's initial investigation into the allegation. Site 
Director stated his initial investigation did not identify, to 
date to any winch, crane, strongback or any other 

al in the 
Furthermore, he determined that no crane accident had 
therefore no we handl has been aced out of 
service. 

16. On 2 l 2009 a conference call was held to discuss Site 
Director s email and actions. Parti in this call were: 
CO-NSWCCD Counsel 2 and Site Director. S 

ained he did an 
as much information as possible this matter. 

However CO-NSWCCD reiterated the inves into this matter 
would be done NSWCCD personnel CERO. CO-
NSWCCD directed ite Director not to continue with his 
or any further actions on this matter 
Crane Center for their on this matter an 
on-site ion of crane B-17. Invest-2 disclosed Invest-4 
was scheduled to be on-site at on 6 1 2009. 

SUITABLE FOR PUBLIC RELEASE 
(names removed) 

4 



OSC DI-09-1294 NAVIG 200900425 SEA 090015L 

17. On 2 April 2009, Invest-4 was issued travel orders to the 
Acoustic Research Detachment, Bayview Idaho. Invest-4 arrived 
at the facility on Monday, 6 April 2009 to conduct interviews 
and fieldwork. He departed on Friday, 10 April 2009. 

18. Using the information in the OSC tasking letter, we 
formulated the following allegation for this complaint: 

Al That ARD Personnel failed to report a crane 
accident to proper authority, in violation of NAVFAC P-307 and 
Carderock Division Instruction 11262.2a. 

All Two: That the failure to report the crane accident 
created a danger to public health and safety. 

The first allegation is substantiated. ARD personnel failed 
to identi and report the incident in question as a crane 
accident as required by the cited regulations. The second 
allegation is not substantiated because there were no personnel 
in danger of being injured by the accident and a Navy Crane 
Center inspection of the crane conducted as a result of this 
investigation disclosed no damage to the crane or any other 
unsatisfactory items. In addition, an annual mandatory Crane 
Condition Inspection also revealed no unsatisfactory conditions 
pertaining to the crane. 

19. The 

of Evidence Obtained 

sensors utilized to 
ARD. The AP is a 

Resolution 
The HRA is also structure that is secured to 

the Intermediated Scale Measurement System (ISMS) Model Handl 
Platform or MHP. The AP is held in lines 
that are attached to an aluminum i that s 
secured to the HRA C: Picture Once 

the AP assembly is controlled 
shore based winch to test 

from the MHP much as 40 000 lbs of 
c· Picture ocated at the 

ISMS OUTPOST facili located on the shore west of the ISMS 
range. 
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20. The incident described in the complaint occurred while 
reorienting the AP from its normal alignment configuration, 
perpendicular to the HRA, to one that placed the AP parallel to 
the HRA. During the incident, damage occurred to the AP 
mounting/alignment bar and two cables that attach to the AP 
pressure vessel. At the time of the incident, the AP had been 
reoriented 90 degrees from its' cal (perpendicular to the 
HRA) position and was in the process of being redeployed in the 
water in order to conduct another test. The AP is always 
perpendicular to the mounting/alignment bar. 

Order of Events: 

21. On November 25, 2008 the AP was successful installed in 
preparation for a test. The configuration for this installation 
was with the AP oriented perpendicular to the HRA. This is the 
typical AP orientation that requires the mounting/alignment bar 
aligned with and securely attached to the HRA truss structure 
(Appendix C: Picture 4). This was the second successful 
deployment of the AP. In support of a subsequent test, the AP 
was required to be oriented 90 degrees from the typical 
configuration so that it is parallel with the HRA. In order to 
install the AP in this atypical orientation, the AP had to be 
raised out of the water by the crane in order to reorient the 
mounting/alignment bar so that the AP would be perpendicular to 
the HRA truss structure (Appendix C: Picture 5). Raising the AP 
also red raising the HRA and MHP by paying or spooling out 
line from the winch to which the MHP is attached in order to 
adjust the depth of the AP/HRA/MHP assembly in the water. 

22. 2009, the AP was realigned utilizing a 
to AP 

installation orientation. Personnel who 
consi ted of a lead ect r ARD 
and contractor personnel. The is 
responsible for the safe and effective execution of this event 
is responsible for direction to all personnel 
and is the on-s for all issues associated with test 
execution environmental and the 
execution of this event. 

23. A summary of the s the reorientation 
of AP on 15 2009 are as follows: 

. The as was raised to the 
HRA and AP to the surface spool out wire rope from the 
shore mounted ISMS MHP winch. 
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2. Once on the surface, a 20,000 lb boom crane (Crane B-
17), located on the ISMS Experiment Support Platform (ESP), was 
used to ck up the AP and suspend it overhead so that the 
mounting/alignment bar could be reoriented on the HRA truss 
(Appendix C: Picture 6). 

3. The AP mounting/alignment bar was reoriented and secured 
in place with additional ratchet straps (Appendix C: Picture 
5) • 

4. The MHP and HRA were initially lowered, taking slack out 
of the support lines connecting the AP to the H~~ by using the 
shore based winch to reel in some of the cable attached to the 
MHP. This was done while the AP was suspended the ESP crane. 
This s was performed to ensure that all AP support lines and 
cabling were run fair to the mounting/alignment bar. 

5. Once the alignment of all AP support lines and cables 
were verified to be clear of any obstruction, the lead project 
engineer directed the THH be lowered further. Lowering the MHP 
caused the HRA and AP also to begin descending, as all three are 
attached to each other. At the same time, the lead project 
engineer also directed the crane operator to pay out line from 
the crane at the same rate as the MHP/HRA/AP were being pulled 
into the water by the winch operator, in order to avoid placing 
undue strain on any of the combined MHP/HRA/AP assembly. 
This is a difficult task to accomplish due to the majority of 
the AP support lines and cabling being underwater for the latter 
part of this event. The intent is to continue this lowering 

until the AP is able to float on its own. Once 
the AP is eased from the crane. 

6. the assembly was t became evident 
lines slack that the aluminum 
bar could have broken. The AP and HRA were 

the surface and it was confirmed that the 
had broken C: Picture 7 . 

7. The two s of the bar were then 
different reattached to the HRA structure 

methods hose ie wraps s. 

8. The AP lowe process of step #5 was then successful 
At some 28 2009 while s 

the AP in ion test it was identified that 
the One sensors were on the AP. Discussions 
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confirmed that the Group One sensors 
were of to the Group Two sensor data, and 
it was decided to proceed with the test without the 
Group One sensors. The Site Director was informed of the loss 
of the Group One sensors at this time. After the test the AP 
and HRA were retrieved and transported to the ARD. At this 
time it was discovered that two AP cables were broken where 

attach to the AP pressure vessel. The damage to these two 
cables was the cause for the Group One sensors to be 
Site Director was informed of the damage to these cables at that 
time and of these cables was directed. 

Witness 

24. Between 6 1 2009 and 5 May 2009 Command Evaluation and 
Review Office (CERO) personnel interviewed the following 
personnel Project Engineer; Electrical Technician Research Lab 
Mechanic; Mechanical Engineer; Test Operation Manager; 
Facilities Manager/Crane Program Manager (Facilities Manager}; 
and Site Director. In addition to these interviews CERO 
consultations were conducted with the Weight Handling Equipment 
(WHE) Program for Carderock Division (WHE Program 
Manager) and the Team Leader/Audit Team 4, Navy Crane Center 
Audit Team (NCC Audit Lead). 

25. Project is a Mechanical responsible for 
the day to day ions on the Acoustic Research Detachment 
(ARD) Intermediated Scale Measurement Systems (ISMS). He has a 
Category 3 crane license and has attended the Navy 
Crane Center Crane Rigger Course. 

lower 
It should be 
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winch operator is approximately one mile away in the ISMS 
Outpost Facility.) The AP was then raised out of the water. 
The HRA was raised to the surface and Project Engineer saw the 
aluminum bar had broken in half. He determined the best course 
of action was to reinstall the AP to avoid losing an entire day 
of testing. Project Engineer believed the broken bar was the 
only damage and continued with the deployment of the AP. At 
that time, there was no indication that any sensor cables were 
broken. Project Engineer said he reported the broken bar to his 
supervisor, Test Operation Manager. He did not know if the 
incident was reported to the Navy Crane Center. However, in his 
opinion, he did not believe the incident was a crane accident 
because the aluminum bar was not part of the load. ect 
Engineer stated no personnel were in danger as a result of the 
bar breaking. The AP was never in jeopardy of falling from the 
crane However, even if for some unknown reason the rigging 
failed, the AP was being lowered into the lake. No personnel 
were in the lake. 

27. Several days later, during testing, Project Engineer was 
informed no data was being received from the Group One sensors. 
He speculated a cable may have broken or a problem occurred in 
the pressure vessel. After discussing this matter, the 
operations were continued without the Group One sensor data. 

28. Electrical Technician, worked on the deployment, retrieval 
and modification of the AP on 15 January 2009. Electrical 
Technician has Category 1, 2, 3 and 4 crane training and has 
attended the Navy Crane Center Rigger Course. He stated no 
incidents occurred during the repositioning on the AP. However, 
upon of the AP, it that the MHP haul down 
winch the crane caus the AP al bar to break 
at the attachment The HRA and AP were raised and the bar 
was reattached to the HRA. The AP was then 
Electrical Technician said he did not believe a crane accident 
occurred due to the smal amount of tension needed to break the 
attachment bar. He doubted the incident was to the 

Crane Center. 

29. Research Lab Mechanic was the crane 17) operator on 5 
2009 for the retrieval and modification of 

the AP. Research 
ha attended the 
Mechanic said 
not to 

s a licensed crane 
Crane Center Rigger Course. Research 

1 the AP and 
of the AP 

bar was broken. Research Mechanic realized a 
occurred the way ect was When the 
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incident occurred, Project Engineer signaled him to cease 
ion of the crane and tHen they ensured things were safe. 

Research Lab Mechanic thought the incident was reported to 
senior management or the Navy Crane Center. He added the nTask 
Leader was aware of the crane accident and should have notified 
crane leaders." He did not verbally report the accident to the 
task leader (Project Engineer) because he knew what happened and 
was at the scene of the accident. Research Lab Mechanic thought 
an accident had occurred because the aluminum bar broke. 

30. Mechanical Engineer was not present at the test site for 
the deployment of the AP on 15 January 2009. Therefore, he had 
no first hand knowledge of the incident. Mechanical Engineer 
has received Category 2 and 3 crane training and attended the 
Navy Crane Center Rigging Course. Since Mechanical Engineer was 
not present, he stated Project Engineer informed him the 
alignment bar had broken during installation of the AP. 
However, they reattached the bar and proceeded with the 
installation. He had no further discussions or comments 
regarding this incident. 

31. Test Operation Manager is the Supervisor of Project 
Engineer and Electrical Technician. Test Operation Manager has 
not completed any crane training or rigging course. Test 
Operation Manager was not present during the 15 January 2009 
deployment/retrieval and modification of the AP. However, he 
was involved in the decision making and directions to perform 
the work. Test Operation Manager stated Project Engineer 
reported to him the aluminum bar had broken, but they were able 
to reattach the bar. Test Operation Manager stated the breaking 
of the bar and r was reported in their status 

Test on the broken bar was a 
test article structural issue not an issue with the crane or 

gear. He believed the reason the aluminum bar broke was 
because 
that wasn 

to (rotate) the AP in a manner 
in the 

Therefore the incident was not as a crane accident. 

Tes 
ors were 

conducted. 
only the 
were more 
and was 
alternative 
after 
this 

discovered the One 
calibrations on the AP were 

was made to take the measurements with 
and not the sensors 
the rement) 
to retrieve and 
been to eve 

in on. Test ion 
would cost in excess of $30K 

a week s time in 
SUITABLE FOR PUBLIC RELEASE 

(names removed) 

10 -

because 
the chedule 

An 
and oy 
estimated 

red two 
on 



OSC DI-09-1294 NAVIG 200900425 SEA 090015L 

average) . The project did not have funding and the schedule 
window couldn't allow this delay. Test Operation Manager 
stated, even when the Group One sensors were discovered to be 
inoperative; it was not known whether it was due to a cable, 
connector or the pressure vessel. They did not know and could 
not determine that it was the cables until the AP was retrieved 
from the ISMS in early February 2009. 

33. Facilities Manager has attended Category 1, 2, 3 and 4 
crane training. Facilities Manager did not participate or 
observe the deployment/retrieval of the AP on 15 January 2009. 
He became aware of an incident involving a broken bar and 
connections on or around 1 April 2009. Facilities Manager 
stated Site Director briefed him on the incident and showed him 
a hand sketch and pictures of the AP configuration. Then, they 
discussed whether this was a crane accident. Facilities Manager 
said he gave Site Director his short initial interpretation that 
this was not a crane accident because the aluminum bar and 
connections were not part of the load. He then inspected the 
aluminum bar and observed Electrical Technician taking 
photographs at the request of Site Director. Facilities Manager 
reviewed the NAVFAC P-307 (specifically the Crane Accident 
section) and his initial interpretation was a crane accident did 
not occur. Since the AP was connected to the bar via flexible 
support lines and cables, he surmised the load of the crane at 
the time of the event was the AP itself. On the afternoon of 1 
April 2009, Facilities Manager met with Project Engineer and 
Site Director. Facilities Manager asked the questions regarding 
crane radius and load that was applied to the crane. A radius 
of approximately 18 feet and a load less than 1,000 pounds was 
determined. Facilities stated this was well under the 
load of the crane. Therefore 
could have occurred to the crane. 

our Office a copy of the ARD 
list revealed ect Electrical Technician and 
Research Lab Mechanic possessed navy Crane licenses and attended 
the Course. 

34. rector is responsible for the ARD test execution, 
s customer program interface and ic 

relations to local county state and national representatives. 
Site Director has not attended any crane 
courses. S te Director stated around 28 2009 he was 
informed about One sensors on the AP. At the 
same informed the sensors were not red for the 
successful execution of the test. However, the cause at the 
time was not easily identified because the AP was 
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Several days after this test the AP was recovered. Two sensor 
cables were found to be broken. Site Director directed r 
of the cables. 

35 Site Director stated that, after the commencement of this 
investigation, CO-NSWCCD directed him to determine if any crane 
or winch should be taken out of service. He viewed the AP and 
noticed the broken bar. Prior to 1 Apr 09, Site Director was 
not aware of the broken AP mounting/alignment bar. He then 
asked Project Engineer to bring the ISMS Task Procedures with 
him for discussion regarding the AP deployment. During this 
discussion, the order of events of 15 January 2009 were 
established. Site Director speculated the AP cables may have 
been damaged when the AP mounting/alignment bar broke. 

36 Site Director then discussed the details of the incident 
with Facilities Manager. During this discussion, they 
determined this incident was not a reportable crane accident for 
the following reasons: 

a) The AP was the item being supported by the crane and the 
HRA was held down by the winch. 

b) The bar and cables were mechanically secured to the HRA 
and were typically slack between the AP and HRA. 

c) There was limited concern for a crane overload due to the 
limited amount of strain red to inflict the damage to 
the bar and two cables were damaged 

37. Site Director stated he discussed this event with NCC Audit 
Lead on 7 2009. NCC Audit at this time agreed the 
incident as to him was not a crane accident. NCC 
Audit Lead confirmed the NAVCRANECEN is not the zant 

over the ISMS winch nor is the SMS winch covered 
under NAVFAC P-307 NCC Audit Lead's suggestion 
for ons of the ISMS winch was to 
ensure that 
maintenance and 

38. On 21 1 2009 

manufacturer recommended 
red maintenance/ ons 

ite Director sent email with two 
attachment to Invest-2 crane ction information. 
One attachment was an email dated 8 l 2009 from NCC Audit 
Lead. NCC Audi Lead tates: "To recap what was discussed 
yes the incident that on the lake 

4 crane B-17 and one of the winches located at the 
was not determined to be considered a crane accident 
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myself and [another Auditor]. The bracket that failed at the 
end of the positively buoyant array was considered to be out of 
the crane envelope. Additionally we discussed what actions 
would be necessary to return crane B-17 to service would just be 
a condition inspection by your crane inspector and an 
operational test. As we discussed the failure of the two inch 
square aluminum block did not affect the crane in any way. 
During the evolution it was determined that a failure had 
occurred when the slings connecting the array to the strong back 
were noted to be in a slack condition by the small boat crew and 
that was the only indication that a problem had occurred. 
Additionally if you and the Commanding Officer still want to 
request NAVC~~NECEN inspection of crane B-17 we will be glad to 
provide that additional level of assurance on a cost 
reimbursable basis." 

39. On 22 April 2009, Invest-2 sent an email to Site Director. 
This email requested Site Director provide our office, via 
email, additional information regarding the incident on 15 
January 2009. In addition, Invest-2 asked several questions 
regarding Site Director' conversation with NCC Audit Lead. 

40. Site Director sent an email reply on 22 April 2009 to 
Invest-2. In his email Site Director stated: "During my 
discussions with the Navy Crane Center, as best as I can 
recollect, I provided the following details of the event just 
prior to the stabilization bar and cables sustaining damage: 1. 
The HRA with attached stabilization bar, AP support lines, and 
cables, was submerged and being lowered by the ISMS winch. 2. 
The crane supporting the AP load was lowering the AP in line 
with the HRA at the same time. The crane was 

to lower the AP at the same rate as the HRA was 
lowered. 3. The indication at the time the stabilization bar 
broke was that the lines went slack I is 
assumed at that time all the strain transferred from the AP 

lines to the AP cables which the AP cables. 
Site Director further stated: "to the best of my recollection 
I did discuss the cable with NCC Audit Lead the 
events that up to the cables 
lines went slack I agree that NCC Audit Lead's email of 
8, 2009 does not address the s. your request I 
be to contact NCC Audit Lead to have him a 
clarification and to fically address the ect of the 
cables. In addi on Site Director wrote "One further note: 
After I received and reviewed NCC Audit Lead email o 1 8 
2009 I noted hi statement that the evolution it 
was determined that a failure had occurred when the sl 

SUITABLE FOR PUBLIC RELEASE 
(names removed) 

- 13 -



OSC DI-09-1294 NAVIG 200900425 SEA 090015L 

connecting the array to the strong back were noted to be in a 
slack condition ... ". After reading this, I 
contacted NCC Audit Lead again to clarify that the slings 
connecting the array to the strong back were not noted to go 
slack but the lines connecting the AP to the submerged 
structure (HRA) were found to go momentarily slack. 
NCC Audit Lead identified that this does not change the 
determination of the Navy Crane Center because the defined load 
(the AP) was still not affected." 

41. On 27 April 2009, Invest-2 sent an email to NCC Audit Lead 
regarding his telephone discussion with Site Director about the 
incident at ARD. The email stated: "After reading your email, 
I do have a few questions. The questions are: (1) Does your 
email contain all the information provided to you by Site 
Director? If no, could you provide me with the details of your 
conversation with Site Director? 2) Did Site Director provide 
you with any pictures or illustrations of the arrays or event? 
(3) Did Site Director inform you of the damage that occurred to 
two sensor cables that were part of the array attached to the 
crane hook?,. 

42. NCC Audit Lead sent an email on 27 April 2009 replying to 
Invest-2's questions regarding the discussion of the 15 January 
2009 incident. NCC Audit Lead's email contained the following: 
"The email that I sent was my best recollection of the incident 
on the incident at Bayview. We discussed an attachment block 
that was damaged during the lift however, no other damage to 
equipment was mentioned. This is the first time that I have 
heard of cables also being damaged during the lift. As for 
pictures or lift sketches ied to me none of these 
were. our conversation I tried to scribble a picture of 
what discussed. this 

43. On 28 1 2009 Invest-2 sent another email to NCC Audit 
email outlined the sequence of events on 15 

a few pictures/diagrams of the AP 
The email stated: "A summary o the 

the reorientation o the AP on 15 
1. The as was raised to the 

surface out wire rope from the shore mounted ISMS 
MHP winch. 2. Once on the surface a 20 000 lb boom crane 

Crane B-17) ISMS Platform 
P) was used to the AP and it overhead so 

that al bar could be reoriented on the HRA 
truss Picture 6 . 3. The AP mount al bar was 
reoriented and secured in with additional ratchet s 
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(Picture 5). 4. The ISMS MHP was initial lowered, taking 
slack out of the AP support lines, utilizing the shore based 
winch. This was done while the AP was suspended by the ESP 
crane. This step was performed to ensure that all AP support 
lines and cabling were run fair to the mounting/alignment bar. 
5. Once the alignment of all AP support lines and cables were 
verified to be clear of any obstruction, the THM platform was 
directed to be lowered by the lead project engineer. 
lowering the MHP platform, the HRA began to descend. The ESP 
crane operator, who was suspending the AP, was directed to pay 
out the crane at the same rate as the HRA was submerging. This 
is a difficult task to accomplish due to the majority of the AP 
support lines and cabling being underwater for the later part of 
this event. The intent is to continue this lowering procedure 
until the AP is able to float on its own. Once floating, the AP 
is to be released from the crane. 6 While the AP lowering 
event was occurring, it became evident by the AP support lines 
going slack, that the aluminum mounting/alignment bar had 
broken. The AP and HRA were subsequently raised up and it was 
confirmed that the mounting/alignment bar had broken (Picture 
7). 7 The two pieces of the mounting/alignment bar were then 
reattached to the HRA structure utilizing several different 
methods including hose clamps, tie wraps, and straps. 8. The AP 
lowering process of step #5 was then recommenced successfully. 
9. Approximately 2 weeks later, while testing the AP in 
preparation for a test, it was identified that the Group One 
sensors were inoperable on the AP. Discussions with the Test 
Directors, confirmed that the Group One sensors were of 
secondary importance to the Group Two sensor data, and it was 
decided to proceed with the test without operational Group one 
sensors. to a successful test the AP and HRA were 
retrieved. It was discovered at that time that two AP cables 
were broken where attach to the AP pressure vessel. The 

the e two cables was the cause for the AP One 
sensors to be e. The cables are banded and appear to 

I have attached a document be hard-wired into the AP. 

HRA. 

44. 
the 

the 

ion as 
Site Director. 

The sensor cables are 
main 

The cables are into red pressure 
that was mechanically mounted to the 

NCC Audi Lead 
ion below 

seems to be a different 
what I heard the telcon with 
was under the sion at the time of the 
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noted failure the crane was in a slack condition. What I refer 
to would be that the rigging supporting the AP would have been 
slack or loose and not supporting any weight. However, as 
described in paragraph 6 it appears that crane B-17 was still 
supporting the AP and that would meet the definition of a crane 
accident as described in NAVFAC P-307. What I would like to 
suggest is to get written statements from all parties involved 
in the lift to determine if the B-17 crane and rigging gear were 
supporting the AP at the time of failure. If it is determined 
that this was the case then an accident report needs to be 
completed and submitted to the NAVCRANECEN." 

45. On 29 April 2009, telephone interviews were conducted by 
the investigator with Project Engineer, Test Operation Manager, 
Electrical Technician and Research Lab Mechanic. These 
interviews were conducted to re-affirm the B-17 crane and 
rigging gear were supporting the AP at the time of incident on 
15 January 2009. Project Engineer, Electrical Technician and 
Research Lab Mechanic confirmed the AP was supported by the 
crane and rigging gear. However, Research Lab Mechanic stated 
he could not see the AP and was receiving hand signals from 
Project Engineer. Test Operation Manager, who was not present 
at the time, stated as reported to him by Project Engineer, the 
B-17 crane and rigging gear were supporting the AP at the time 
of incident. 

46. On 30 April 2009, Invest-2 sent an email to NCC Audit Lead. 
This email contained confirmation that the AP was supported by 
Crane B-17 and the rigging gear at the time the 
mounting/alignment bar broke. Specifically, Invest-2 wrote: 

Prior to our email , we obtained sworn written 
statements this incident from all es. These 
statements indicate the AP was the crane. However 
as a result of your 28 09 email we conducted 
interviews with all In these interviews we 

fical asked if the crane and 
the AP when the incident occurred. We were 
to that question. Do you need to review this information If 
you do not need to review the information in your does 
all the information I have sent to you meet the definition of a 
crane accident as described in NAVFAC P-307 If it does meet 
the definition could you e ? 

47 Lead sent 2 on 30 1 2009. 
In hi NCC Audit Lead some addi onal comments 
and information to the B-17 crane incident. NCC Audit 
Lead wrote: ~I do not have a need to review the information 
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that was provided to you by the personnel at Bayview. However 
that information should be included as part of you accident 
investigation. It has been established that the B-17 crane was 
supporting the array and we definitely meet the definition of a 
crane accident and one needs to be completed as required and 
sent to the NAVCRANECEN. Allow me to explain; below I have 
attached the words from section 12 of the NAVFAC P-307 that 
pertains to the definition of a crane accident. In paragraph 
12.2 e we can see that the load is considered to be in the 
operating envelope of the crane. In paragraph 12.2.1 it states 
"A crane accident occurs when any one or more of the six 
elements in the operating envelope fails to perform correctly 
during operation, including operation during maintenance or 
testing resulting in the following ... ". If you look at item b 
you see material or equipment damage. The broken AP 
mounting/alignment bar falls into that category." 

48. WHE Program Manager was consulted on 9 Apr 2009 and 5 May 
2009. WHE Program Manager reviewed the information regarding 
the alleged crane accident, including reports from Site Director 
and NCC Audit Lead as well as the NAVFAC P-307 and photographs. 
WHE Program Manager concluded a crane accident had occurred on 
15 January 2009 in Bayview, ID. In his opinion, the AP mounting 
bar and the sensor cables are part of the AP. The AP was the 
load of the crane; therefore, since damage occurred to the load, 
it should have been reported. WHE Program Manager stated 
current regulations state the crane operator must notify their 
supervisor in the event of a crane accident. WHE Program 
Manager was also asked if winches were considered to be WHE 
under the purview of the Navy Crane Center. He stated winches 
were dropped from Navy Crane Center rements 
nine years ago. He stated he would to our office the 
copy the NAVFAC P-307 that eliminated the 

49. Site Director a is 
on the ISMS winch any winch It is 
estimated the winch used in the AP 15 

been 
months. 

ly ten times over the pas 
to date there has been no 
winch. addition on 

2009 

the initial of the ISMS 
re rope ction This included a full 

and lubrication of the entire ISMS wire rope that s 
accessible thout diver or ROV There 

winch or rope observed 
ion. This underwater on will be 

Jun 2009 which is when we have scheduled divers to 
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maintenance. The entire underwater section of the ISMS winch 
wire rope and MHP will be performed at that time. Further 
inspection results are documented in paragraph 82. 

50. ISMS TASK PPROCEDURES 10.011, AP Deployment on the MHP 
Date Performed 25 November 2008 revealed the AP is to be 
installed on the MHP in support of testing. The AP is to be 
installed above the currently installed HRA/HFA. The AP 
consists of a horizontal, 40ft. long section of foam filled 
fiberglass I-beam with a 10 ft. long section attached to the 
bottom middle of the horizontal section. Both the vertical and 
horizontal sections are outfitted with Group One and Two 
sensors. The AP has electrical cables which are connected to a 
pressure vessel which hangs from the north end of the HRA. 
There is also an electrical and a fiber optic cable which is 
attached to the MHP platform. There was a handwritten notation 
on the last page of the Task Procedures that provided the 
following: "Jan 15, 2009. Raise AP to re-orient. Swap lines 
as necessary to rotate 90 degrees. Broken support bar while 
lowering. Tied bar to PV frame. AP seemed to go down ok." (It 
should be noted this handwritten notation is the only reference 
to repositioning the AP attachment beam so that the middle of 
beam intersects the end of the HRA truss in the printed 
procedures.) 

51. An entry from the Special Projects Weekly Status Report No. 
935 for Monday, 19 Jan 2009 revealed: "On 15 January 2009, 
"[Project Engineer, Electrical Technician] and a wage grade and 
contractor crew rotated the EM array in support of testing. The 
task was more difficult then expected. The cold weather 
attributed to the difficulty. the 
array the bar was the two halves 
were s and tied to the vessel structure. As the 
AP was t level and in the correct 

52. An ects Weekly Status No. 
936 for sclosed: "On 28 2009 
"[ ectrical Technician and Research Lab 
Mechanic] went to the ESP order to invest a 
cable the One sensor power cable. The weather 
was e to perform the task. 

53. An 
10 Feb 

from the 
009 disclosed: 

ects Weekly tatus 
ect Electrical 

0 

Technician] and a wage and contractor crew retrieved the 
AP. the retrieval it was discovered that the 24 V power 
cable and the Data In cable were severed at the white pressure 
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vessel. The damaged likely occurred when the AP was rotated for 
the final testing and was the cause of the Group One sensor 
problems. The Group Two sensors were not effected by this 
damage " 

54. An entry from the Special Projects Weekly Status 
Report No. 949 for Monday 27 Apr 2009 disclosed the 
following: "ISMS ACCOMPLISHMENTS & ACTIVITIES: 
- 04/20. [Electrical Technician and Project Engineer] delivered 
the lubricator and lubricant for the Haul Down wire rope to the 
OUTPOST. 
- 04/21. [Project Engineer, Electrical Technician] and [a third 
person] went to the OUTPOST to lubricate the wire rope. The 
compressor used for the lubricator could not provide the 
necessary cfm of air. As a result, they decide to take up a 
larger compressor the following day. 
- 04/21. [Research Lab Mechanic, Project Engineer and two 
others] removed the temporary Inboard Float and replaced it with 
the original float. [Research Lab Mechanic and another person] 
then installed the light and battery box. 

04/22. [Project Engineer and another person] completed 
lubricating the Haul Down wire rope. 
- 04/22. [Project Engineer] contacted AUS diving service to 
schedule the diver inspection of the ISMS assets. 
- 04/23. [Project Engineer and another person] cleaned the 
OUTPOST winch building after completing the wire rope 
lubrication. 
- 04/24. [Project and. another person] cleaned the 
hydraulic fittings on the Haul Down winch. They also laid down 
new absorbent cloths under the fittings. They also moved the 
lubricating and compressor to the for pick up. 
[Research Lab Mechanic and another person] took the 
back to the ARD. 

55. Standard Form 1449 Solicitation/Contract for 
Commercial Items Contract Number N00167 09-P-0175 dated 
15 1 2009 is the Purchase Order for two Cable 
Assemblies at total of $7 418.00. I should be 
noted was eted to the AP sens 
cables that were broken on 15 Jan 2009.) 

56. Carderock Division Instruction 11262. 
OF WEIGHT HANDLING PMENT (WHE) dated 19 
revealed the purpose was to establish s 
respons the of wei 

equ at the Naval Surface Warfare 
Center, Carderock Division. WHE for purpose of this 
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directive shall include: Category 1 (mobile cranes); 
2 (bridge wall, and gantry cranes with a 

of 20,000 pounds r greater) Category 3 (bridge, wall, 
gantry monorail jib and fixed cranes with a capacity of 
less than 20 000 pounds) 4 (commercial truck 
mounted cranes, truck mounted articulating boom cranes, and 

stal mounted commercial boom assemblies (fixed 
telescoping, and articulating types) attached to stake 
trucks, piers and barges with original equipment 
manufacturer (OEM) rated ties of 2 000 pounds and 
greater); rigging gear (slings, shackles, eyebolts, lifting 
beams, spreader beams, swivel hoist rings, chain falls, and 
chain hoists); and all other equipment as defined in NAVFAC 
P-307. Furthermore, the instruction states: "Crane 
Accidents. 

(1) In case of an accident, the crane operator shall 
immediately stop all operations and ensure the accident 
scene is safe, secure and undisturbed. An accident is 
defined in section 12.3 of NAVFAC P-307. 

(2) Follow site emergency response and mishap reporting 
procedures in case of injury. Follow other site response 
procedures, such as oil and hazardous materials spill 
procedures as required. 

(3) All accidents are to be reported immediately to the 
operator's supervisor the Site .Certifying Official Site 
WHE Office, and the Site Safety Office. If the accident is 
required to be reported to the NCC within 24 hours per 
NAVFAC P-307 the Division WHE Office and Environmental 
Sa and Health (ESH) Division Head shall also be 
notified. The Site Office shall we 
handl accidents per reference 

( 4) The Site WHE Office will Handl 
Accident P-307, 
to the NCC within the ime in NAVFAC 

to the ite Certi Official 
the Site ce the Divi ion WHE and the 
ESH Division Head. 

(5 1 s shall be inve the ite Safety 
Office and the Site WHE Office. Review 

s will consi t of the 
representative the Division Sa 

Board may also be 
Division WHE Office 
Office WHE , the Site WHE Office 
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representative the Site Safety Office WHE representative, 
and the Site Certi Official and all other personnel 
involved with any investigated accident." 

57. NAVFAC P-307 Management of Weight Handling Equipment 
dated June 2006, Section 12 disclosed the following: 

"INVESTIGATION AND REPORTING OF CRANE AND RIGGING GEAR ACCIDENTS 

12.1 General. In addition to the investigation and reporting 
requirements of OPNAV Instructions 5102.1 and 5100.23, 
activities shall investigate and report accidents in accordance 
with this section. There are two general categories of 
accidents as defined below. Crane accidents are those that 
occur during operation of a category 1, 2, 3, or 4 crane. 
Rigging gear accidents are those that occur when gear covered by 
section 14 is used by itself in weight handling operation i.e., 
without category 1 through 4 cranes. Accidents involving the 
operation of material handling equipment or equipment covered by 
NAVFAC P-300 are not included. 12.2 Crane Accidents. For the 
purpose of this definition, it is assumed there is an "operating 
envelope" around any crane, and inside the envelope are the 
following elements: 
a. The crane. 
b. The operator. 
c. The riggers and crane walker. 
d. Other personnel involved in the operation (supervisor, 
mechanic, tag line handler, , etc.). 
e. The rigging gear between the hook and the load. 
f. The load. 
g. The crane s structure ( rail, etc.). 
h. The lift 

12.2.1 Definition. 
elements in the ope 

re 
a. Personnel 

any indus 
motion related 
personnel 
these remBnts. 
b. Material or 
c. load. 
d. Derailment. 
e. 
f. Overload. 

A crane accident occurs when of the 
correctly envelope fails to 

maintenance or 

process of the act 
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g. Collision including unplanned contact between the load, 
crane, and/or other objects. 

Items c d, e, f, and g are considered accidents even though no 
material damage or injury occurs. A component failure (e.g., 
motor burnout, gear tooth failure, bearing failure) is not 
considered an accident solely due to material or equipment 
damage unless the component failure results in damage to other 
components (e.g. dropped boom, dropped load, roll over, etc.)." 

58. NAVFAC P-307, Section 12 further states the following 
regarding accident reporting: 

"12.4 Action. Upon having an accident or having seen 
evidence of damage (suspected accident), the crane team, 
riggers, equipment users, etc., shall stop all operations and 
notify immediate supervisor(s). If there is impending danger to 
the equipment or personnel, place the crane and/or load in a 
safe position prior to notifying supervision. Ensure the 
accident scene is secured and undisturbed so as to facilitate 
the investigation. The supervisor shall review the situation 
and take any further emergency action, including stopping 
production work or other operations that could aggravate the 
situation. The supervisor shall noti management personnel as 
well as the activity office. 

12.4.1 Initial Notification. Notify the Navy Crane Center 
(Code 06) by fax (610) 595-0812, phone (610) 595-0505, or e~mail 
(accident@ncc.navfac.navy.mil) as soon as practical but not 
later than 24 hours after an accident involving a fatality, in-

ient ho ization overturned crane collapsed 
any other or to the crane load, or adjacent 
If not fication is fax or e-mail a of contact 
for additional information. 

1 .4.2 Inves and 

invest 
Gear 

activities shall a 
ivities shall prepare a Crane and 

12 1 and forward a copy to the 
within 30 of the accident. The 

activi is responsible for the handl 
the ime of the accident shall ini and submit the 
ident If the crane or gear is owned 

obtain concurrence from the that owns 
to ing to the Crane Center. 

the accident scene and material 
shall be taken if possible and attached to the The 

Crane Center will review accident s and issue crane 
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sa advisories and lessons learned as appropriate. The 
custodian of the Crane and Rigging Gear Accident Report is the 
activi that generates the report. Any request for copies of 
these reports should be directed to the originating activity." 

59. NAVFAC P-307, Management of Weight Handling Equipment, 
dated September 2000, states: Paragraph 1.3.2 deletes line 
handling mechanisms (winch) from the purview of this 
instruction. 

60. A Memorandum, from Director, Navy Crane Center to Director 
Naval Surface Warfare Center Detachment, Bayview, Idaho, Subj: 
CRANE CONDITION INSPECTION OF MOBILE CRANE B-17 AT NAVY ACOUSTIC 
RESEARCH DEPARTMENT, BAYVIEW, IDAHO, dated 28 April 2009 
revealed Navy Crane Center was requested to conduct a Crane 
Condition Inspection Report (CCIR) on subject crane. Crane B-17 
is a Category 4 pedestal mounted crane located at the activity's 
Experimental Support Platform site. This inspection was 
conducted on 20 April 2009 and there were no unsatisfactory 
items identified. 

61. Crane B-17 was inspected by Navy Crane Center personnel on 
20 April 2009. There were no unsatisfactory items identified. 

62. The required annual certification and maintenance 
inspection of Crane B-17 was conducted by ARD personnel on 14 
May 2009 and certified on 15 May 09. There were no 
unsatisfactory items identified during the certification. 

Discussion and 

63. The evidence developed 
did occur to the AP 

revealed 
bar and two 

of the AP on 15 One sensor cables. 
2009 the AP was oriented 90 from 

64. the 
witnessed the AP 
occurred. 

earch Lab 
radioed the 
When the AP was 

it is lel. In order to 
cal orientation the AP 

bar had to be installed so that t is 

the Task Leader 
which indicated a 

C Picture 

hand s led the Crane 
to lower the AP into the water. He then 

r to s to avoid further 
the mount al bar was broken. 

ect r did not think this incident was a crane 
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accident because he thought the alignment bar was not of 
the load since it was fastened to the HRA. Therefore in order 
to meet project taskings they reattached the AP 
mounting/alignment bar to the HRA and successfully completed the 
deployment. Project Engineer did tell his supervisor, Test 
Operation Manager, about the damage to the bar after the 
reposition/redeployment. 

65. Research Lab Mechanic, operator of Crane B-17, stated he 
believed the incident was a crane accident because the mounting 
bar broke. However, since he considered Project Engineer his 
supervisor at the time, he did not tell him his opinion. 
Research Lab Mechanic stated Project Engineer was there and 
witnessed what happened. Therefore, Project Engineer should 
have known a crane accident occurred. Research Lab Mechanic 
thought the incident was reported to senior management or the 
Navy Crane Center. He reiterated the "Task Leader was aware of 
the crane accident and should have notified crane leaders." 

66. Test Operation Manager, ARD Test Operation Manager, was 
notified about the alignment bar damage. He did not consider 
the damage a crane accident. He thought the matter was a test 
article structural issue, not an issue with the crane or rigging 
gear. Therefore, in his opinion, the bar breaking was not a 
crane accident. Test Operation Manager has not attended crane 
or rigging gear training. 

67. Facilities Manager did not .Participate or observe the 
deployment/retrieval of the AP on 15 January 2009. He became 
aware of an incident involving a broken bar and connections on 
or around 1 1 2009. Facilities Manager stated Site Director 
briefed him on the incident and showed him a hand sketch and 

ctures of the AP ion. Then discussed whether 
this was a crane accident Facilities gave Site 
Director his short initial ion that this was not a 
crane accident because the aluminum bar and 
connections were not load. He then the 
aluminum bar and observed Electrical Technician 

at the request of Site Director. Facilities 
reviewed the NAVFAC 07 cally the Crane Accident 
section) and his initial on was a crane accident did 
not occur. Since the AP was connected to the bar via flexible 

lines and cables he surmised the load of the crane at 
the time o the event was the AP self. There was no material 

to the this event. Further the that did 
occur was associated with the al bar and AP 
cabl mechanically secured to the HRA which (the was 
clearly not of the load by the crane. At the 
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time of the incident, a crane radius of approximately 18 feet 
and a load less than 1,000 pounds was determined. Facilities 
Manager stated this was well under the load rating (20,000 
pounds) of the crane. Also, once the mounting/alignment bar 
broke, the majority of the load to the crane was released. 
Therefore, in his opinion, no damage could have occurred to the 
crane. Furthermore, no observable damage occurred to any 
handling equipment including cranes, 
winches, slings, spreader bars, wire ropes, etc. 

68. Site Director ARD Director/Crane Certifying Official was 
not aware of the damage to the AP mounting/alignment bar until 1 

1 2009. However, based on the initial ry he conducted, 
Site Director concluded this incident was not a crane accident. 
In addition, Site Director' conversation with NCC Audit Lead 
supported his conclusion it was not an accident. 

69. WHE Program Manager was consulted on this matter. Upon 
review of the pertinent documents, WHE Program Manager concluded 
the damage done while deploying the AP should have been reported 
as a crane accident. The AP mounting/alignment bar and the 
sensor cables would be considered part of the load which is 
considered within the crane envelope. 

70. NCC Audit Lead was provided the sequence of events for the 
deployment of the AP as well as pertinent photographs by Invest-
2. NCC Audit Lead stated it has been established that the B-17 
crane was supporting the AP, therefore, the incident 
meets the definition of a crane accident. A crane accident 
occurs when any one or more of the six elements in the operating 
envelope fails to correct operation including 

during maintenance or test resulting in material or 

into 
be 

The broken AP bar falls 
Therefore a crane accident should 

71. 
Li 

Acoustic Research Detachment Crane 
(ODCL), dated 20 1 2009 revealed an 

s Daily Check 
tes 

eted on conducted 
Crane 7. 

72. 
the 
This 
the 
ROV 
rope observed 

Faci ities was sat sfactorily 

1 2009 imeframe the ARD 
o the ISMS winch and wire rope ction. 

included a full and lubrication of 
wire rope s acce sibl without 

There have been no anomalies in the winch or wire 
this ion. 
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73. On 6 09 a Crane and Rigging Gear Accident Report was 
completed the red ARD personnel. This report documents 
the damage that occurred to the AP as a result of the 
redeployment on 15 January 2009. (See Appendix D). Since the B-
17 crane was successfully inspected on 20 Apr 2009, no further 
action by the NCC is required. 

74. During the finalization of our fieldwork, ARD personnel 
completed the required annual Certification of Load Test and 
Condition Inspection as well as the Annual Maintenance 
Inspection Specification and Record of Crane B-17 on 14 May 
2009. No unsatisfactory items were identified during these 
inspections. The inspections were certified on 15 May 2009. 
(See Appendix E) . 

Conclusion 

75. The allegation that Project Engineer and Research Lab 
Mechanic failed to report a crane accident is substantiated. 
The damage (AP mounting/alignment bar and two sensor cables) was 
determined to have occurred to the load of the crane by Subject 
Matter s NCC Audit Lead and WHE Program Manager. And, 
therefore by regulation, this incident should have been 
determined to be a crane accident and subsequently investigated 
and reported in accordance with current regulations. 

76. Although the incident should have been reported as a crane 
accident, inspections performed during the course and as a 
result of this investigation of the B-17 crane and the ISMS 
winch did not disclose any damage or unsatisfactory items. In 
addition, the crane used on this project is a boom crane rated 
to 20 000 pounds at 10 feet. At the time of the incident, a 
crane radius of 18 feet and a load less than 1 000 

was determined. Therefore it is reasonable to conclude 
imminent personnel to 
concerns were 

7 . lure to y rements Carderock Divis on 
Ins·truction 11262. MANAGEMENT OF WEIGHT HANDLING 

PMENT ) dated 19 July 200 . 

78. Failure to 
of 

y with 
Handl ng 

of NAVFAC P-307 
dated June 2006 
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79. On 20 April 2009, the Navy Crane Center performed a Crane 
Condition Inspection at the ARDon Crane B-17. B-17 is a 
pedestal mounted crane located on the Experimental Support 
Platform. There were no unsatisfactory items identified. 

80. On 21-23 1 2009, ARD completed the initial part of the 
ISMS winch and wire rope inspection. This inspection included a 
full inspection and lubrication of the entire ISMS wire rope 
that is accessible without diver or ROV support. No 
unsatisfactory items were disclosed. 

81. On 6 May 2009, a Crane and Rigging Gear Accident Report was 
completed by the required ARD personnel as defined and outlined 
in Carderock Division Instruction 11262.2A, Subj: MANAGEMENT OF 
WEIGHT HANDLING EQUIPMENT (WHE), dated 19 July 2004 and the 
NAVFAC P-307, Management of Weight Handling Equipment, dated 
June 2006. This report documents the damage that occurred to 
the AP as a result of redeployment on 15 January 2009. 

82. An underwater inspection of the ISMS MHP was completed on 3 
June 2009. This inspection included: a full inspection of the 
MHP, MHP structure and all associated wire rope sockets and 
connections at the platform. On 8 June 2009, an attempt was 
made to inspect the remaining submerged MHP wire rope and the 
Kevlar line sections not completed during the 21 23 April 2009 
inspection. Unfortunately, lake visibility was too poor to 
safely perform the inspection due to sediment from the Spring 
runoff. The next attempt for this inspection was conducted on 9 
July 2009. Once again, it was determined that the visibil of 
Lake Pend Oreille was still too poor to safely this 

The concerns are that the ROV umbilical 
in the two MHP wire ropes as this 

on With poor visibi the ROV or 
the wire rope under 

constant visual contact of the wire rope is vital 
ROV ons. On 1 009 the ARD 

of the ISMS MHP wi 
on and the bottom 

mounted sheave . No anomalies were identified on either of the 
re ropes or the sheave. It was further determined that is 

unsafe to rm ROV ion of the Kevlar line between 
the MHP wire ropes and the winch wire rope. However the action 

to the ARD ct the ISMS Winch 
based on the information is 
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A. A visual or ROV inspection has been successfully 
completed, with no observed anomalies, for the following ISMS 
Winch and MHP components: 

- ISMS winch. 

ISMS winch wire rope from the winch to the 
connecting hardware between the winch wire rope and the 3-inch 
diameter Kevlar line. 

Wire ropes running from the MHP to the bottom 
mounted sheaves (2 ropes) . 

- All hardware connecting the MHP wire ropes to the 
MHP. 

B. The 3-inch diameter Kevlar line is rated to 640,000 
lbs. breaking strength. This breaking strength is well beyond 
the capacity of the ISMS winch system. 

C. The 1.5" MHP wire ropes have a rated breaking strength 
of 250,000 lbs. 

D. The ISMS winch is designed to stall (stop rotating) at 
80,000 lbs of tension. When the MHP is lowered to the bottom in 
the typical 'docked' condition, the existing procedure calls for 
lowering the MHP until the ISMS winch stalls. This ensures that 
the MHP is properly 'docked . 

E. During the repositioning of the AP on 15 January 2009 
the ISMS winch was to lower the MHP, and did not stall 

this on. This fact assures that the ISMS winch 
MHP wire ropes and Kevlar line were not stressed the 
load observed cal MHP events. 

need to be The 
method documented this inves 

the simultaneous operations of the ESP crane and the 
ISMS winch. The Team Leader is simultaneously hand 

s to the crane and instructions to the 
winch via hand-held radios. The onl 

the the AP and the HRA 

successful 
are a 

Therefore in our 
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the entire installation procedure should be reviewed and 
modified where necessary. Actions taken are documented in 
paragraph 86 below. 

84. The AP mounting/alignment bar used on 15 January 2009 was 
not properly constructed, attached or tested before use. As a 
result of our investigation, in our opinion, the failure of the 
mounting/alignment bar could have been avoided if it had been 
tested with a load prior to use. Therefore, the AP 
mounting/alignment bar should be redesigned and a load analysis 
completed prior to the next use. Actions taken are documented 
in paragraph 87 below. 

85. The breaking of the AP mounting/alignment bar was not 
identified as a crane accident and subsequently reported as 
required. When the redeployment of the AP was in progress, two 
employees directly involved, the Team Leader (Project Engineer) 
and the Crane Operator (Research Lab Mechanic), possessed crane 
licenses and had attended the Navy Crane Center Rigger course. 
An Electrical Technician (Electrical Technician), who also was 
present, had taken crane training courses and the Navy Crane 
Center Rigger course. In addition to the knowledge that should 
have been obtained from the training, the Crane Operator told 
the investigator he believed it was a crane accident but he did 
not inform anyone of his opinion. Although we found no evidence 
the failure to report the accident was intentional, given the 
experience and training of all the employees involved, they 
should have identified and/or reported the accident as required 
by current regulations. Given these facts, in our opinion, 
management should consider if action should be taken against the 
ARD employees (Project , Test Site 
Director Electrical Technician 
Lab Mechanic involved in this matter for vio 
and Carderock Divi ion Instruction 11262.2A. As a all 

oyees involved in the 15 2009 crane accident should 
be red to take refresher or remedial tra that will 
assist them in identi possible future crane accidents. 

i taken are documented in 88 below. 

86. A cri of the current used for the 
AP held on 29 009. As a result o the 
action was assi to assemble recommended AP modi 

sure afe iable there is no 
need concurrent and s of both the ESP 
Crane and the ISMS winch to 
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incorporate the new deployment approach, and use a dynamometer 
to monitor crane loading of all lifts of any underwater assets. 

87. The AP deployment procedure has been updated providing an 
alternate approach for safely deploying the AP. This updated 
procedure will not require concurrent crane and MHP winch 
operations, and will monitor all crane loading during AP 
deployment. Further this procedure calls for modifying the 
original alignment bar with a frame that will support installing 
the AP in either North-South or East-West orientation. 

88. In order to ensure future safe AP deployments in all 
potential mounting orientations, an improved design of the 
broken AP Alignment bar must be identified. Design changes to 
the alignment bar will be documented in a Design Change Package 
and modifications implemented. A load analysis of the proposed 
alignment bar will be conducted as part of the design effort, 
and a structural load test will be performed following alignment 
bar fabrication. 

89. The modified alignment frame concept has been identified 
and was necessary to support the completed action in paragraph 
83 above. However, the final design, analysis, and fabrication 
are not complete. The workload at the ARD has been very heavy 
this summer and given that there are no plans to deploy the AP 
at this time. The ARD will complete all design and testing of 
the modified AP alignment frame by 30 October 2009. 

90. All employees involved in this matter (listed in paragraph 
85) were counseled. A major part of this counseling was 

attendance of these employees at crane 
remedial/refresher As a result the ARD Facilities 

Crane License Official worked with the NSWCCD 
Instructor to a 
curriculum ARD crane 

convened a 
stand-down all ARD crane 

91. 

ect managers which included all 
for this crane sa stand-down 

discussion items: Crane Sa Definition 

The 
2009. 

rements for Crane Accidents 
all crane i sues definition 

an open di cuss on for other 

stand-down was conducted at the ARD on 11 
The was conducted WHE 
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and the Head, Safety and Training, Navy Crane Center. The 
topics covered in this training included crane accident 
identification, crane accident reporting requirements, crane 
statistics, crane risk management, and safe crane operations. 
In addition a Question and Answer session followed the 
training. This training was recorded to document that all ARD 
crane operators, riggers, and ARD project managers have each 

icipated in this training. 

92. The Commanding Officer determined that no disciplinary 
action is appropriate under the circumstances of this case. In 
his opinion, there was a good-faith, but mistaken, belief that 
the alignment bar was not part of the crane load when it was 
damaged. Consequently, the damage to the alignment bar was not 
thought to be reportable as a crane accident until everyone 
involved realized that the crane was still supporting the 
alignment bar when the damage occurred. It was promptly 

at that time and appropriate action was taken. 
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1. NAVSEA LTR RE: NAVY HOTLINE COMPLAINT 200900425 (NAVSEA 
090015L) 

2. Carderock Division Instruction 11262.2A, Subj: MANAGEMENT OF 
WEIGHT HANDLING EQUIPMENT (WHE), dated 19 July 2004 

3 NAVFAC P-307, Management of Weight Handling Equipment, dated 
June 2006 

4. ISMS TASK PPROCEDURES 10.011, AP Deployment on the MHP 
Platform, Date Performed 25 November 2008 

5. Special Projects Weekly Status Report No. 935 for Monday 19 
Jan 2009 

6 Special Projects Weekly Status Report No. 936 for Monday 2 
Feb 2009 

7. Special Projects Weekly Status Report of 10 Feb 2009 

8 Special Projects Weekly Status Report No. 949 for Monday 27 
Apr 2009 

9. Standard Form 1449, Solicitation/Contract/Order for 
Commercial Items, Contract Number N00167-09-P-0175, dated 15 

1 2009 

10. NAVFAC P-307, Management of Weight Handling Equipment, dated 
September 2000, Paragraph 1.3.2 

11. from Director Crane Center to Director 
Naval Surface Warfare Center Detachment Idaho 
CRANE CONDITION INSPECTION OF MOBILE CRANE B-17 AT NAVY ACOUSTIC 
RESEARCH DEPARTMENT BAYVIEW IDAHO dated 28 2009 

12. Acoustic Research Detachment, Crane 
st (ODCL) dated on 20 1 2009 

3 . 1 rector to s 
INSPECTION sent 'rues 1 21 2009 

s Daily Check 

ect: ARD CRANE 

14. Email from Invest-2 to S te Director ect: 
IONS: RE: ARD CRANE INSPECTION sent Wedne 1 
009 
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15. Email from Site Director to Invest-2, Subject: RE: 
QUESTIONS: RE: ARD CRANE INSPECTION, sent Wednesday, April 22 
2009 

16. Email from Invest-2 to NCC Audit Lead, Subject: RE: 
Telephone conversations on Tuesday 4/7/09, sent Monday, April 
27, 2009 

17. Email from NCC Audit Lead to Invest-2, Subject: RE: 
Telephone conversations on Tuesday 4/7/09, sent Monday, April 
27 f 2009 

18. from Invest-2 to NCC Audit Lead, Subject: Bayview 
Incident Information, sent Tuesday, April 28, 2009 

19. Email from NCC Audit Lead to Invest-2, Subject: RE: 
Bayview Incident Information, sent Tuesday, April 28, 2009 

20. Email from Invest-2 to NCC Audit Lead, Subject: RE: 
Bayview Incident Information, sent Thursday, April 30, 2009 

21 Email from NCC Audit Lead to Invest-2, Subject: RE: 
Bayview Incident Information, sent Thursday, April 30, 2009 
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Fact Witnesses 

1. NSWCCD-Bayview Project Engineer 

2. NSWCCD-Bayview Electrical Technician 

3. NSWCCD-Bayview Research Lab Mechnic 

4. NSWCCD-Bayview Mechanical Engineer 

5. NSWCCD-Bayview t Operation Manager 

6. NSWCCD-Bayview Facilities Manager 

7. NSWCCD-Bayview Site Director 

ect Matter 

1. NSWCCD Counsel 

2. NSWCCD Invest-2 

3. NSWCCD Invest-3 

4 NSWCCD Invest-4 

5. NSWCCD Weight Handling Equipment (WHE) Program Manager 

6. NAVCRANECEN (NCC) Audit (Team) Lead 
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Accident 
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FOR OFFICIAL USE 
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Record 

CERTIFICATION OF LOAD TEST AND CONDITION INSPECTION 

Meh 

. > 

A:;c:iel"di:< "1:' 
.a.!Jpl~<.~ble Crane T<::$1 ProoEO;; ~ra f->4l·agranh~ 

Certtlle~1i~;~n 

Tiii!.' i3 to O!!rtlly 11'10:11 ilili~;~~toos and t~le. h;;~•..-.:: 
bEen c::H'!dt.elr;rl il'l .aoxan::la'Y.:e •.'lh~h th;o r;.r~dLiree 

2tn 1atlh 11'11he cur!\!!f'lt !I.IAVFAG P-;(!7. It I!! iut1t-~::. .... 
oor1ifiEid ~he;! :tte Cr(tru) identlf!OO at.et.~e I!'. !>~~~ .!;f<~ctory 
t.;:;.llft Ita ~r.iflcd oa;;oactty. 
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CRANE NUMBER; 

lOAD TEST TYPE: 

RATED CAPAC~TY FROM 
LOAD CHART 

MINIMUM T~ST LOAD 

MAXIMUM TEST (11 

DEDUCTIONS 

TOTAL 

TEST 

W~IGHT# 

(j i'?.. 

WEIGHT 

0 

WEIGHT 

MJNUS EQUALS 

MfNiMUM MiNIMUM N-ET 
TEST LOAD DEC UCHONS TEST LOAD 

2Z () 

MINUS 

MAXIMUM DEDUCTIONS MAXIMUM NET 
TE.ST LOAD TEST lOAD 

RlGGING 

10# 

TOTAL 

WEIGHT 
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___ ........,. ___ LIB$. 
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RIGGING 

TOTAl 

lBS. 
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DEOUCTIONS MINIMUM Nl:T 
TEST LOAD 

WEIGHT 
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Bst7 
ANNUAL MAINTENANCE INSPECTION 
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C:bt.t(ll.:fivc- su:rlion In iefl'll1l:' Qf adju1:!tmenb, rt~pai~. -or ~erll{:r'W; af item~ Si'J.."':I be ·~iled oro a s.l'n:lF;. 
mm~iror.£ier!Jf Ot!'let O!F:IProjJrial:£t d(l(:t-~rrocrrl (See Nflo.VC'AC P-300 fur a ~lri!Jh::l shop ref.-air (ln::lt:!r) 

5 Ell'ii~ ba l"'efXJd·tfe<:i on ihe "BrsR~ D.i!o1;flr lihE<:!-1:. 
Mi~\Sl'il)flii>IIVISIIJ'L;ttrlbuk'!fo ;:.~.1~ :lh~ll oo based Oo'l bra~ ~nd:-or crane OE::M 
~mmooda11on:;; •lnd,'-or recomrn(}m.:ll!loona of the .ac.tl·ri~y engineering <'II:JIIir&il::atoo. In :i!~t:lmun kJ minimum 
amc ~lmum a pr~~TT.:tl Hilt rG !>hMI I'll'! !Sj:J~dfied wn~ appropriate-. W~'lf!n;! rncEISI.I'I"e!l18nt!!. 8U!! 

di~ll!l~:s.crnolv. ~t~o~ 11~ure~n1B n~ onlv be •aken o.~N:m I:M0 bmke- Ia 

6 'd'•'hel'£1 rr1~~UrBITBI'iiB an~ sru;cifisd~ biJ ~c1i•Ji1.:1 enginl?oi:JUI~ nr!wnizadion. thes:c: 111113i355Ureme,nus Bt'.all !Jc 
IIP.f:(IBI:M. Wire ropa l"l't!:IP.I$-'I.nr-::rn!:!nl:s :shall be rffi.:t.mled. 
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Remcwe a.amagsd E)ofl:ions (or replace entire length. if 
ml,'l .................. are found: 

ts[!~L§~~w1...Qf!~~&.JD~~1J1~lQO!. Kinked, tJII'(JIC~lOO. dQ;;Jileg~J8!d, 
or protru:Jas 

in shea~ or drum -groows. 

f'lattened sections ','i,!hEiJr'~ the dia'Tieter acroS{;; lhe flffi is le:::.s tran 
(T1is dce:s. not to runs .3found eye!>, thirni)les. and 

a. -Sb: randomiy distributed broker1 ·~wres ir. one Ia}· or tDla oo brokell 
wirgs Olle in one i2y. FQI rotation resistant w.ifl;.t rf.l!pe-, two in a rell{!;'lt! equal 
to six times the rope dliameter or four lf1 ~ length equal ro 3:> tiill'*" the rope 
diameter. One outar wire brol'\en at lhe point of ccnl'ad wi!h ·fhe roro9 of lhs rope th.at 
has 'I.V01kad ils ... vay out of the rop.a. s1r1 ;lf.:tl ~re and prolrLdes cr loops. out from th& 

structure~ ("valls)'· break''.). For ood connec'l.iOns, b.IVO brok-en wir'eG 'INithin ooe 
Of Ule end oonrn:~~-

!) . .§ili~!i!!fltJ;~...m:&J~m:L~ffitiDi~~§:. Till.~ broken wires in one lay laiigtil 
~r- \'.li!res within one- la)f length of the 
end oor:rec~an-

R$dl~C~on frorn nominal d'ian1etar of; 
1/64" ror diameters to and lnt::fl~ing 5i16" 
1 /32" fer diarna:tarn to Bnd jncluding 112" 
.3/(:i4" rot diameters 9/16" to .and il'lcll~ding 3.14" 
1l16" for diame'l..ars 1/f!t to and ineludint:~ 1 1/B'" 
3[34" to!" dianeters 1 ·114"' to and including 11/.2"' 
10 psre£~11t faf' diameters over 1 1/2" 

if...£Uf$ 'llfl the surfaces Df outside 
ac:ceptable Pft!IJidM Sig:nffica:nt 

isd.afined as 
oogdnS!I 
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