THE SECRETARY OF THE NAVY
WASHINGTON, D.C. 20350-1000

DEC 1 4 7083

Mr. William E. Reukauf, Acting Special Counsel -
U.S. Office of Special Counsel

1730 M Street, N.W., Suite 300

Washington, DC 20036-4505

Dear Mr. Reukauf,

Thank you for your letter requesting an investigation of the
alleged failure to report a crane mishap at the Naval Surface
Warfare Center Carderock Bayview Detachment, Bayview, Idaho,
(Office of Special Counsel (0SC) File No. DI-09-1294).

The inquiry led by the Naval Inspector General (NAVINSGEN)
determined that Bayview Detachment personnel did improperly fail
to report a crane mishap to proper authority, the Navy Crane
Center, in violation of NAVFAC P-307 and Carderock Division
Instruction 112262/2a because they should have recognized the
mishap would be treated as a reportable crane accident under
those standards. It found, however, there was no danger to
public health or safety because no personnel were at risk of
being injured and there was no damage to the crane itself.

The inguiry revealed the failure to report the mishap as
required was due to the mistaken belief that the equipment
damaged in the mishap was not actually being supported by the
crane when the damage occurred. Had that been correct, the
mishap would not have been reportable. Subsequent inquiry
revealed the equipment was being supported by the crane at the
time it was damaged. Appropriate corrective action, including
personnel training and revision to the procedures for conducting
the activity being accomplished when the mishap took place, has
been taken. No disciplinary action is appropriate because the
mistake was reasonable given the complex circumstances
surrounding the activity in question.

I am enclosing two versions of the report of investigation.
The first containeg names of witnesses and is for your official
use. I understand that you will provide a copy of this version
to the Complainant, the President, and the House and Senate
Armed Services Committees for their review.



The second version excludes the names of witnesses and is
suitable for release to the general public. As has been the
case with other reports that the Department has provided to your
office since September 11, 2001, I request that you make only
this redacted version available to members of the public.

Again, thank you for bringing this matter to our attention. If
I may be of any further assistance, please let me know at your
earliest convenience.

Enclosures: 1. For Official Use Copy of Report of
Investigation
2. Public Release Copy of Report of Investigation
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Office of the Naval Inspector General

0SC Case Control Number DI-09-1294

NAVINSGEN Case Control Number 200900425
NAVSEA Case Control Number 090015L

Report of Investigation
8 October 2009

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

Preliminary Statement

1. This report is issued pursuant to a 20 March 2009 Office of
Special Counsel (0OSC) letter tasking the Secretary of the Navy
(SECNAV) to conduct an investigation under 5 USC 1213.

2. 0SC is an independent federal agency whose primary mission
is to safeguard the merit system by protecting federal employees
and applicants from prohibited personnel practices. O0SC 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 investigation; (4) a listing of any violation or apparent
violation of law, rule or regulation; and (5) a description of
any action taken or planned as a result of the investigation,
such as changes in agency rules, regulations or practices, the
restoration of employment to an aggrieved employee, disciplinary
action, and referrals to the Attorney General of evidence of
criminal violations.

Information leading to the O0SC Tasking

4. The Naval Surface Warfare Center, Carderock Division
(NSWCCD) consists of approximately 3,200 scientists, engineers
and support personnel working in more than 40 disciplines
ranging from fundamental science to applied/in-service
engineering. NSWCCD is the Navy's expert for maritime
technology. Headguartered in West Bethesda, Maryland, the
Division houses world-class facilities and laboratories. A
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major 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 0OSC 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 acguisition, to implementation and follow-on
engineering. This includes all technical aspects of improving
the performance of ships, submarines, military 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 0OSC indicates the incident occurred on
15 January 2009.

7. The 0OSC 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. OSC provided the following general summary of Complainant's
allegation:

The whistleblower explained that on January 15, 2009, an
Array prototype (AP) was scheduled to be tested at the
Bayview Detachment. The AP was attached to a crane using
an aerial work platform controlled by a land-mounted winch.
An order was given the Project Engineer in charge of the
testing, to lower the platform without detaching the crane
from the AP. This resulted in structural damage to the
winch and to the support strongback that was attached to
the AP and crane. It also severed two power cables
connected to the AP. At the time of the accident, the
damage to the strongback was recognized and temporarily
patched: however, the damage cables were not discovered
until the AP was retrieved because it malfunctioned during
project testing.
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Pursuant to Section 12 of NAVFAC P-307, as well as OPNAV
Instructions 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 1f necessary, undergo an investigation. However, the
whistleblower confirmed that there has been no government
property damage report or crane report filed. As a result,
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.
Description of Conduct of Investigation

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 (0SC)),
she recommended a meeting should be scheduled with the
Commander, NSWCCD at his earliest availability in order to
immediately initiate an investigation.

11. On 31 March 2009, a conference call was held by Invest-2 to
discuss this matter with the CERO staff (Investigators Three
(Invest-3) and Four (Invest-4)). During this call, the specific
allegation was disclosed and a general plan to conduct the
investigation was developed. Invest-2 was identified as the
Investigative Team Leader. Invest-4 was identified as the
investigator that would travel to Bayview to conduct on-site
interviews and fieldwork.

12. On 1 April 2009, the Deputy Inspector General,
NAVSEAINSGEN, SEA-0ON, signed the official tasking letter for
NSWCCD to conduct an investigation into the allegation of the
failure of the Project Engineer to report a crane mishap at NSWC
Carderock, Bayview Detachment. This letter was received via an
email sent to Invest~-2 by Invest-1.
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13. On 1 April 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 safety
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-sight 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, damage to any winch, crane, strongback, or any other
weight handling equipment alleged in the complaint.

Furthermore, he determined that no crane accident had occurred,
therefore, no weight handling equipment has been placed out of
service.

16. On 2 April 2009, a conference call was held to discuss Site
Director’s email and actions. Participants in this call were:
CO-NSWCCD, Counsel, Invest—-2 and Site Director. Site Director
explained he did an initial investigation in an attempt to
provide as much information as possible regarding this matter.
However, CO-NSWCCD reiterated the investigation into this matter
would be done by NSWCCD HQ personnel specifically CERO. CO-
NSWCCD directed Site Director not to continue with his efforts
or any further actions on this matter except contacting the Navy
Crane Center for their opinion on this matter and requesting an
on-site inspection of crane B-17. Invest-2 disclosed Invest-4
was scheduled to be on-site at Bayview on 6 April 2009.
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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 0SC tasking letter, we
formulated the following allegation for this complaint:

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

Allegation 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 identify 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.

Summary of Evidence Obtained During Investigation
Findings
Background

19. The Array Prototype (AP) is an array of sensors utilized to
acquire data during experiments performed at ARD. The AP is a
floating structure that is attached to the High Resolution Array
(HRA). The HRA is also a floating structure that is secured to
the Intermediated Scale Measurement System (ISMS) Model Handling
Platform or MHP. The AP is held in place by six support lines
that are attached to an aluminum mounting/alignment bar that is
secured to the HRA (Appendix C: Picture 2). Once fully
configured, the depth of the AP/HRA/MHP assembly is controlled
by a shore based winch originally configured to support test
models suspended from the MHP with as much as 40,000 lbs of
buoyancy (Appendix C: Picture 3). This winch is located at the
ISMS OUTPOST facility 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' typical (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 successfully 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. 1In 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 required 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. On January 15, 2009, the AP was realigned utilizing a
procedure originally developed to support a typical AP
installation orientation. Personnel who supported this event
consisted of a lead project engineer, ARD wage grade employees,
and contractor support personnel. The lead project engineer is
responsible for the safe and effective execution of this event,
is responsible for giving direction to all support personnel,
and is the on-site authority for all issues associated with test
execution, safety, environmental, and security during the
execution of this event.

23. A summary of the steps performed during the reorientation
of the AP on 15 January 2009 are as follows:

1. The AP/HRA/MHP assembly was raised enough to bring the
HRA and AP to the surface by spooling out wire rope from the
shore mounted ISMS MHP winch.
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2. Once on the surface, a 20,000 1b boom crane (Crane B-
17), located on the ISMS Experiment Support Platform (ESP), was
used to pick 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 HRA 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 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 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 part 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
procedure until the AP is able to float on its own. Once
floating, the AP is released from the crane.

6. While the assembly was being lowered, it became evident,
by the AP support lines going slack, that the aluminum
mounting/alignment bar could have broken. The AP and HRA were
subsequently raised to the surface and it was confirmed that the
mounting/alignment bar had broken (Appendix C: 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 successfully
completed. At some time prior to 28 January 2009, while testing
the AP in preparation for another test, it was identified that
the Group One sensors were inoperable on the AP. Discussions
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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 planned 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
they attach to the AP pressure wvessel. The damage to these two
cables was the cause for the Group One sensors to be inoperable.
Site Director was informed of the damage to these cables at that
time and repailr of these cables was directed.

Witness Testimony

24. Between 6 April 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 Manager for Carderock Division (WHE Program
Manager); and the Team Leader/Audit Team 4, Navy Crane Center
Audit Team (NCC Audit Lead).

25. Project Engineer is a Mechanical Engineer responsible for
the day to day operations on the Acoustic Research Detachment
(ARD) Intermediated Scale Measurement Systems (ISMS). He has a

Category 3 crane operator license and has attended the Navy
Crane Center Crane Rigger Course.

26. Project Engineer was the task leader for the deployment,
retrieval and modification of the AP on 15 January 2009.

Project Engineer provided his recollection of the deployment.

He explained the AP was raised to the surface of the water,
secured by a crane. The six lines were disconnected between the
AP and the HRA. The AP was rotated to the correct orientation
and the lines were reattached to the HRA. The AP was lowered
into the water with the assistance of the haul down winch.
Project Engineer realized some lines needed to be readjusted
because the orientation was incorrect. They raised the AP again
and readjusted the lines. The AP was lowered again (and pulled
into the water) with the use of the haul down winch. Project
Engineer stated during this evolution, he saw the AP “bounce”.
He realized the aluminum bar had broken. To avoid further
damage, he hand signaled the crane to lower the AP and he
radioed the winch operator to stop. (It should be noted the
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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. Project
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 redeployment of the AP, it appeared that the MHP haul down
winch outpaced the crane causing the AP alignment bar to break
at the attachment point. The HRA and AP were raised and the bar
was reattached to the HRA. The AP was then redeployed.
Electrical Technician said he did not believe a crane accident
occurred due to the small amount of tension needed to break the
attachment bar. He doubted the incident was reported to the
Navy Crane Center.

29. Research Lab Mechanic was the crane (B-17) operator on 15
January 2009 for the deployment, retrieval and modification of
the AP. Research Lab Mechanic is a licensed crane operator and
has attended the Navy Crane Center Rigger Course. Research Lab
Mechanic said they were having problems lowering the AP and did
not want to get lines tangled. During deployment of the AP, a
bar was broken. Research Lab Mechanic realized a problem
occurred by the way Project Engineer was acting. When the
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incident occurred, Project Engineer signaled him to cease
operation 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 “Task
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 repair was reported in their weekly status
report. Test Operation Manager thought the broken bar was a
test article structural issue, not an issue with the crane or
rigging gear. He believed the reason the aluminum bar broke was
because they were trying to adjust (rotate) the AP in a manner
that wasn’t pre-planned in the design and deployment procedures.
Therefore, the incident was not reported as a crane accident.

32. Test Operation Manager stated they discovered the Group One
sensors were not working after calibrations on the AP were
conducted. A decision was made to take the measurements with
only the Group Two sensors and not the sensors; because they
were more important (80% of the regquirement) and, the schedule
and budget was not adeguate to retrieve and repair the AP. An
alternative plan would have been to retrieve the AP and redeploy
after a thorough inspection. Test Operation Manager estimated
this inspection would cost in excess of $30K and required two
perfect weather days (roughly a week’s time in January on
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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 Range 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 arcund 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 Manager stated this was well under the
load rating of the crane. Therefore, in his opinion, no damage
could have occurred to the crane. Facilities Manager furnished
to our Office a copy of the ARD WHE Operator/Rigger List. This
list revealed Project Engineer, Electrical Technician and
Research Lab Mechanic possessed navy Crane licenses and attended
the Navy Rigger Training Course.

34. Site Director is responsible for the ARD test execution,
security, safety, customer program interface, and public
relations to local, county, state and national representatives.
Site Director has not attended any crane training or rigging
courses. Site Director stated around 28 January 2009, he was
informed about inoperable Group One sensors on the AP. At the
same time, he was informed the sensors were not required for the
successful execution of the test. However, the cause at the
time, was not easily identified because the AP was deployed.
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Several days after this test, the AP was recovered. Two sensor
cables were found to be broken. Site Director directed repair
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 required to inflict the damage to
the bar and only two cables were damaged.

37. Site Director stated he discussed this event with NCC Audit
Lead on 7 Apr 2009. NCC Audit Lead, at this time, agreed the
incident as explained to him was not a crane accident. NCC
Audit Lead confirmed the NAVCRANECEN is not the cognizant
authority over the ISMS winch, nor is the ISMS winch covered
under NAVFAC P-307 reguirements. NCC Audit Lead's suggestion
for ensuring continued safe operations of the ISMS winch was to
ensure that all original equipment manufacturer recommended
maintenance and other Activity reguired maintenance/inspections
are completed.

38. On 21 April 2009, Site Director sent an email with two
attachments to Invest-2 regarding crane inspection information.
One attachment was an email dated 8 April 2009 from NCC Audit
Lead. NCC Audit Lead states: “To recap what was discussed
yesterday the incident that happened on the lake involving
category 4 crane B-17 and one of the winches located at the
outpost was not determined to be considered a crane accident by
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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 NAVCRANECEN 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. 1In 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 operator was
attempting to lower the AP at the same rate as the HRA was being
lowered. 3. The indication at the time the stabilization bar
broke was that the support lines went slack momentarily. It is
assumed at that time all the strain transferred from the AP
support lines to the AP cables, which damaged the AP cables.”
Site Director further stated: “to the best of my recollection,
I did discuss the cable damage with NCC Audit Lead including the
events that lead up to the cables being damaged when the support
lines went slack. I agree that NCC Audit Lead’s email of April
8, 2009 does not address the cables. Upon your request, I will
be happy to contact NCC Audit Lead again to have him provide a
clarification, and to specifically address the subject of the
cables.” 1In addition, Site Director wrote “One further note:
After I received and reviewed NCC Audit Lead's email of April 8,
2009, I noted his statement that read, "During the evolution it
was determined that a failure had occurred when the slings
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connecting the array to the strong back were noted to be in a
slack condition...". After reading this, I immediately
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 1lift however, no other damage to
equipment was mentioned. This is the first time that I have
heard of cables also being damaged during the 1lift. As for
pictures or 1ift sketches being supplied to me none of these
were. During our conversation I tried to scribble a picture of
what was being discussed. Hope this helps.”

43. On 28 April 2009, Invest-2 sent another email to NCC Audit
Lead. This email outlined the sequence of events on 15 January
2009 and provided a few pictures/diagrams of the AP
mounting/alignment bar. The email stated: “A summary of the
steps performed during the reorientation of the AP on 15 January
2009 are as follows: 1. The AP/HRA assembly was raised to the
surface by spooling out wire rope from the shore mounted ISMS
MHP winch. 2. Once on the surface, a 20,000 1lb boom crane
(Crane B-17), located on the ISMS Experiment Support Platform
(ESP), was used to pick up the AP and suspend it overhead so
that the mounting/alignment bar could be reoriented on the HRA
truss (Picture 6). 3. The AP mounting/alignment bar was
reoriented and secured in place with additional ratchet straps
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(Picture 5). 4. The ISMS MHP was initially 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. By
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 flcat 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 Cne 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. Subsequent to a successful test, the AP and HRA were
retrieved. It was discovered at that time that two AP cables
were broken where they attach to the AP pressure vessel. The
damage to these two cables was the cause for the AP Group One
sensors to be inoperable. The cables are banded and appear to
be hard-wired into the AP. I have attached a document
containing the pertinent pictures. The sensor cables are
visible in pictures 1, 5 and 7. They run down the vertical main
beam of the array. The cables are plugged into the red pressure
vessel shown in photo 2 that was mechanically mounted to the
HRA.” :

44, In his reply dated 28 April 2009, NCC Audit Lead provided
the following: “Based on the description given below
specifically in paragraph 6, there seems to be a different
description as to what I thought I heard during the telcon with
Site Director. I was under the impression 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 1ift 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 exchange, we obtained sworn written
statements regarding this incident from all parties. These
statements indicate the AP was supported by the crane. However,
as a result of your 28 Apr 09 email, we conducted telephone
interviews with all parties. In these interviews, we
specifically asked if the crane and rigging gear were supporting
the AP when the incident occurred. We were given "yes™ answers
to that question. Do you need to review this information? If
you do not need to review the information, in your opinion, does
all the information I have sent to you meet the definition of a
crane accident as described in NAVFAC P-3077? If it does meet
the definition, could you please explain?”

47. NCC Audit Lead sent a reply to Invest-2 on 30 April 2009.
In his email, NCC Audit Lead provided some additional comments
and information relating 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
sent to the NAVCRANECEN. Allow
attached the words from section
pertains to the definition of a
12.2 e we can see that the load

operating envelope of the crane.

be completed as required and
me to explain; below I have
12 of the NAVFAC P-307 that
crane accident. In paragraph
is considered to be in the

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 requirements approximately
nine years ago. He stated he would provide to our office the
copy of the NAVFAC P-307 that eliminated the requirement.

49. Site Director reported a physical inspection is performed
on the ISMS winch prior to any winch operations. It is
estimated the winch used in the AP deployment of 15 January 2009
has been operated approximately ten times over the past four
months. Site Director stated to date, there has been no report
of any physical damage to the winch. In addition, on April 21-
23 2009, ARD personnel 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. There were no
anomalies in the winch or wire rope observed during this
inspection. This underwater inspection will be completed on 3
Jun 2009, which is when we have scheduled divers to support this
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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. Although, while lowering the
array, the support bar was damaged. As a result, the two halves
were strapped and tied to the pressure vessel structure. As the
AP was lowered, it appeared to submerge level and in the correct
orientation.”

52. An entry from the Special Projects Weekly Status Report No.
936 for Monday 2 Feb 2009 disclosed: “On 28 January 2008,
“[Electrical Technician, Project Engineer, and Research Lab
Mechanic] went to the ESP in order to investigate a potential
cable problem on the Group One sensor power cable. The weather
was not acceptable to perform the task.”

53. An entry from the Special Projects Weekly Status Report of

10 Feb 2009 disclosed: - “[Project Engineer, Electrical

Technician], and a wage grade and contractor crew retrieved the

AP. During 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. [BElectrical 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 Engineer 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 equipment and compressor to the pier for pick up.
[Research Lab Mechanic and another person] took the equipment
back to the ARD.”

55. Standard Form 1449, Scolicitation/Contract/Order for
Commercial Items, Contract Number N00167-09-P-0175, dated
15 April 2009 is the Purchase Order for two Cable
Assemblies at a total cost of $7,418.00. (It should be
noted this purchase was completed to replace the AP sensor
cables that were broken on 15 Jan 2009.)

56. Carderock Division Instruction 11262.2A, Subj:
MANAGEMENT OF WEIGHT HANDLING EQUIPMENT (WHE), dated 19
July 2004, revealed the purpose was to establish procedures
and assign responsibility for the management of weight
handling equipment (WHE) at the Naval Surface Warfare
Center, Carderock Division. WHE, for purpose of this
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directive, shall include: Category 1 (mobile cranes);
Category 2 (bridge, wall, and gantry cranes with a capacity
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); Category 4 (commercial truck
mounted cranes, truck mounted articulating boom cranes, and
pedestal mounted commercial boom assemblies (fixed length,
telescoping, and articulating types) attached to stake
trucks, piers, and barges with original equipment
manufacturer (OEM) rated capacities 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 o0il 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
Safety and Health (ESH) Division Head shall also be
notified. The Site Safety Office shall report weight
handling accidents per reference (b).

(4) The Site WHE Office will complete the “Weight Handling
Equipment Accident Report” specified in NAVFAC P-307,
submit it to the NCC within the time required in NAVFAC P-
307, and furnish a copy to the Site Certifying Official,
the Site Safety Office, the Division WHE Office, and the
ESH Division Head.

(5) All accidents shall be investigated by the Site Safety
Office and the Site WHE Office. A WHE Accident Review
Board may also be convened. This will consist of the
Division WHE Office representative, the Division Safety
Office WHE representative, the Site WHE Office
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representative, the Site Safety Office WHE representative,
and the Site Certifying 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, engineer, etc.).

e. The rigging gear between the hook and the load.

f. The load.

g. The crane’s supporting structure (ground, rail, etc.).

h. The 1lift procedure.

12.2.1 Definition. A crane accident occurs when any of the
elements in the operating envelope fails to perform correctly
during operation, including operation during maintenance or
testing resulting in the following:

a. Personnel injury or death. Minor injuries that are inherent
in any industrial operation, including strains and repetitive
motion related injuries, shall be reported by the normal
personnel injury reporting process of the activity in lieu of
these requirements.

b. Material or equipment damage.

c¢. Dropped load.
d. Derailment.
e. Two-blocking.
f. Overload.
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g. Collision, including unplanned contact between the load,
crane, and/or other objects.

Items ¢, 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 notify management personnel as
well as the activity safety 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-
patient hospitalization, overturned crane, collapsed boom, or
any other major damage to the crane, load, or adjacent property.
If notification is by fax or e-mail, provide a point of contact
for additional information.

12.4.2 Investigation and Reporting. For each suspected
accident, activities shall promptly perform a comprehensive
investigation., Activities shall prepare a Crane and Rigging
Gear Accident Report, figure 12-1, and forward a copy to the
Navy Crane Center (Code 06) within 30 days of the accident. The
activity that is responsible for the weight handling operation
at the time of the accident shall initiate and submit the
accident report. If the crane or rigging gear is owned by
another activity, obtain concurrence from the activity that owns
the equipment prior to submitting to the Navy Crane Center.
Photographs of the accident scene and material/property damage
shall be taken, if possible, and attached to the report. The
Navy Crane Center will review accident reports and issue crane
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safety advisories and lessons learned as appropriate. The

custodian of the Crane and Rigging Gear Accident Report is the
activity that generates the report. Any reqguest 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 CF 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.

61l. 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 Analysis

63. The evidence developed during this investigation revealed
damage did occur to the AP mounting/alignment bar and two Group
One sensor cables. During the deployment of the AP on 15
January 2009, the AP was required to be oriented 90 degrees from
the typical configuration so that it is parallel. In order to
install the AP in this atypical orientation, the AP
mounting/alignment bar had to be installed so that it is
perpendicular to the HRA truss structure (Appendix C, Picture
5).

64. During the deployment, the Task Leader, (Project Engineer)
witnessed the AP “bounce” which indicated a problem had
occurred. Project Engineer hand signalled the Crane Operator
(Research Lab Mechanic) to lower the AP into the water. He then
radiced the winch operator to stop to avoid further damage.

When the AP was examined, the mounting/alignment bar was broken.
Project Engineer did not think this incident was a crane
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accident because he thought the alignment bar was not part 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 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 gave Site
Director his short initial interpretation that this was not a
crane accident because, in his opinion, 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., There was no material
damage to the AP during this event. Further, the damage that did
occur was associated with the mounting/alignment bar and AP
cabling mechanically secured to the HRA which (the HRA) was
clearly not part of the load supported by the crane. At the
SUITABLE FOR PUBLIC RELEASE
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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 weight
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
April 2009. However, based on the initial inquiry 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 definitely
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 perform correctly during operation, including
operation during maintenance or testing resulting in material or
equipment damage. The broken AP mounting/alignment bar falls
into that category. Therefore, a crane accident report should
be completed.

71. Acoustic Research Detachment, Crane Operator’s Daily Check
List (ODCL), dated 20 April 2009, revealed an operational test
conducted by Facilities Manager was satisfactorily completed on
Crane B-17.

72 During the 21-23 April 2009 timeframe, the 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 1is accessible without diver or
ROV support. There have been no anomalies in the winch or wire
rope observed during this inspection.
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73. On 6 May 09, a Crane and Rigging Gear Accident Report was
completed by the required 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 locad of the crane by Subject
Matter Experts 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 approximately 18 feet and a load less than 1,000
pounds was determined. Therefore, it is reasonable to conclude
imminent personnel safety or damage to government property
concerns were highly unlikely.

Listing of Actual/Apparent Violations

77. Failure to comply with requirements of Carderock Division
Instruction 11262.2A, Subj: MANAGEMENT OF WEIGHT HANDLING
EQUIPMENT (WHE), dated 19 July 2004.

78. Failure to comply with requirements of NAVFAC P-307,
Management of Weight Handling Equipment, dated June 2006.
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Aetions Planned or Taken

79. On 20 April 2009, the Navy Crane Center performed a Crane
Condition Inspection at the ARD on 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 April 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 2008, 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 2008.

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 wvisibility 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 wvisibility of
Lake Pend Oreille was still too poor to safely perform this
inspection. The safety concerns are that the ROV umbilical
cables can be easily tangled in the two MHP wire ropes as this
inspection is performed. With poor visibility, the ROV operator
can easily lose sight of the wire rope under inspection.
Maintaining constant visual contact of the wire rope is vital
for ensuring safe ROV operations. On 1 September 2009, the ARD
was able to complete the ROV inspection of the ISMS MHP wire
ropes between the MHP, deployed on the surface, and the bottom
mounted sheaves. No anomalies were identified on either of the
wire ropes or the sheave. It was further determined that is
unsafe to perform a ROV inspection of the Kevlar line between
the MHP wire ropes and the winch wire rope. However, the action
given to the ARD to inspect the ISMS Winch system is complete
based on the supporting information is provided below:
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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 1bs. '

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 operating to lower the MHP, and did not stall
during this operation. This fact assures that the ISMS winch,
MHP, wire ropes, and Kevlar line were not stressed beyond the
load observed during typical MHP docking events.

Observations and Recommendations

83. The AP deployment procedures need to be strengthened. The
deployment method documented during this investigation primary
requires the simultaneous operations of the ESP crane and the
ISMS MHP winch. The Team Leader is simultaneously giving hand
signals to the crane operator and providing instructions to the
ISMS winch operator via hand-held radios. The only way to
judge the separation of the AP and the HRA during deployment is
by the tension in the AP support lines. At some points in the
procedure, the AP support lines are submerged making a
successful deployment very risky. Therefore, in our opinion,
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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 Engineer, Test Operation Manager, Site
Director, Electrical Technician, Facilities Manager and Research
Lab Mechanic) involved in this matter for violating NAVFAC P-307
and Carderock Division Instruction 11262.2A. As a minimum, all
employees involved in the 15 January 2009 crane accident should
be required to take refresher or remedial training that will
assist them in identifying possible future crane accidents.
Actions taken are documented in paragraph 88 below.

Management Actions

86. A critique of the current procedure used for deploying the
AP was held on May 29, 2009. As a result of the critique,
action was assigned to assemble recommended AP modifications to
ensure safe and reliable deployment, ensure that there is no
need for concurrent and synchronized operations of both the ESP
Crane and the ISMS winch, modify the deployment procedure to
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incorporate the new deployment approach, and use a dynamometer
to monitor crane loading of all 1ifts 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
requiring attendance of these employees at crane
remedial/refresher training. As a result, the ARD Facilities
Manager/Crane License Program Official worked with the NSWCCD
Instructor for Weight Handling Egquipment Operators to develop a
curriculum for refresher/remedial training for all ARD crane
operators. The training plan convened a half-day crane safety
stand-down attended by all ARD crane operators, riggers, and
project managers which included all employees involved in the
The agenda for this crane safety stand-down included the
following discussion items: Crane Safety, Definition
of/reporting requirements for Crane Accidents, expectations for
communicating all crane issues, definition of/requirements for
complex lifts, and an open discussion for other crane related
topics of interest.

91. The training stand-down was conducted at the ARD on 11
August 2009. The training was conducted by WHE Program Manager
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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
participated 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
reported at that time and appropriate action was taken.
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Appendix A - Reference Documents

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
April 2009

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

11. 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

12. Acoustic Research Detachment, Crane Operator’s Daily Check
List (ODCL), dated on 20 April 2008

13. Email from Site Director to Invest-2, Subject: ARD CRANE
INSPECTION, sent Tuesday, April 21, 2009

14, Email from Invest-2 to Site Director, Subject:
QUESTIONS: RE: ARD CRANE INSPECTION, sent Wednesday, April
22, 2009
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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, 2009

18. Email 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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Appendix B - Witness List

Fact Witnesses
Bayview Project Engineer
Bayview Electrical Technician
Bayview Research Lab Mechnic
Bayview Mechanical Engineer
Bayview Test Operation Manager
Bayview Facilities Manager
Bayview Site Director

Subject Matter Experts

Counsel
Invest-2
Invest-3
Invest-4

Weight Handling Equipment (WHE) Program Manager

. NAVCRANECEN (NCC) Audit (Team) Lead
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Appendix C - Photographs

Floating AP anchored to High
Resolution Array (HRA)

AP Mounting/Alignment Bar

Aeonztic High Pesoluton Amay
HEA)

.....

. Plctwre 23
High Resolution Array with AP Deployed
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Pietare %
{RA/AP assembly attached to MHP

omc?al placement and attachment of HRAJAP
MHP

f MHP is controlied by a shore based

Winch Cable (R
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P Mounting/Alignment Bar

RA—

Pigtwre 4;

AP Mounting/Alignment Bar mounted fo HRA truss structure
ith AP perpendicular to HRA (typical mounting
configuration)

P mounting lines and sensor cables

Mounting/Alignment Bar E

Ficture 5;
AP Mounting/Alignment Bar mounted to HRA truss structure

ith AP parellel to HRA (atypical mounting configuration)

SUITABLE FOR PUBLIC RELEASE

(names removed)

C-3



0SC DI-09-1294 NAVIG 200900425 SEA 090015L

f Pietore 6:
AP array supported by Crane B-17 using a strong back and
four straps

icture of broken AP Mounting/Alignment Bar after the even
f 15 January 2009
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Appendix D - Crane and Rigging Accident Report

FOR OFFICIAL USE ONLY

CHRAME AMD RIGGING

GEAR ACCIDENT REPORT
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FOR OFFICIAL USE ONLY
CRAME AND RIGGING GEAR ACCIDENT REPCRT METRUCTICNS
The form is designed for fay sraremiossion without @ cover page o by e-mzll ang, with enclosures and
sigratures, shell be the ofuis! cocuren. sironic submission wil be mcoepied without signaiures but the
namas of the preparer, conauring personne’, and cerlifying official ffor crane aceidents only) must be fled .
The e-rrail address s rm_lst_noo_ssfe@ravy.mi. The fax number g (TET) 3881772,

K

. Acoident Category: ndioate ether srare scoident or rigging geer actident.

2. Frome The naval activiy that is responsible for reporing the acogent and DIC nember,

a3

L Sotwity The naval activity whers the accident took place.

4. Report Mo The soivity assigred aocident numner {e.g., 95-0011.

£m

. Crane foo The actvily assgned crane number je.g., PC-8Y, if applicable.

s

. Ualegory deriify calegory of crane (e, 1, 2.8, o 45, if applaatle.

g

. Aocdem Date: The date the acoden poturmes,

. Time: The tme {34 hour clock) the accident sozurred {eag.. 13000

fis]

s

. Lategory of Bervice: Check tre appicable service (5P3 a: defred by MAYEES CLE9-230-7D0C)
10, Crane Type: The iype of crane invewed inthe accident {e.g., mobile, brdge), if applicatie.

1. Crane Marufacturer: The manufecticer of the crane (e, Drave. Grove, P&HY, IF applicabie.
12, Lozation: The detaisd location whers the acoident ook place {e.g., buidding 275, doy dock §).
13, Weather The westher conditons st time of accident fe.g.. wnd, rain. sod).

14, Crang Capacity: The cenifies capacty of the crane je.p.. 128,000 pounds), § appicsble.

15, Hook Capacily: The capaciy of the hook involved in the soodent st the maximus radivs of the operation, §
apploable.

16, Weight of Loas on Hook: If appiisable, the weight of the load on the hook.

7. Fatality or Perreansst Disabdity?: Cheok yes crno.

18, MaerslFroperty Cost Estimate: Estimate wna cost of damage resulting from the acydant
8. Feported o RAVSAFECENT: Sefespianalory.

20, Aocident Type: Chesk all trat apphy.

21, Cause of Avsident: Cheal all that apply.

22 Chargesble to: Theck al’ that sppiy.

F3. Crane Functiore Theck the functionis) » operaton at fme of accident. Theck a8 that apply. Cheok HIA T
& rgging gear azoidernt.

4. s this 3 recurring probier™ Check yes or ne, dentfy any other similar accidents
25, Shuation DeserptonCormestive Actions: Selfexpianaiory.
26, Preparer Sefexplanaiory.

27, Concurences: Sefexplanaiony.
25, Cenifgog OF izl (Drane Azcidents Unlyy Zelfeupanaion

SUITABLE FOR PUBLIC RELEASE

(names removed)

D~2

090015L



OSC DI-09-1294 NAVIG 200900425 SEA

}G21ET ~Arcident Feport 09001
& hday 2008

Thiz rerroactive repon addresses ¢ crane arcideny involving Craes B-17 on Jaxaszy 15, 2000 st the Waval Svrince
Warfare Ceover (NSWY. Avonstic Research Dewchasnt (ARD). Bavview, Idaho. Ay tae e of the avshop, trwas
thoagzar that thes everr did 2ot meer the definction of & crare scodens. )

Subsequent o tae miskap, on Apnl I, 2000, an wisrnal wvesnganon was intisted o evaluare demage 1o
corpoens that occurred doring dids event. As part of this inerral vvestizgation. the WHE Prograw »lanager
derernviped dear fuis evenr did vot meet the defininor of & crame sccident. The NOC Nonbowest Avdit Team was
coneuited and also deesmined taat this was vor 2 crane socident based on the infonwanion provided by the ART On
Aped 20, 3 WCC Represpacative cenducred 8 Coane Cordition Inspection {record anacked) and found vo deficiencias
wita the crape. Ou Apel 30, the WOT potfied te ART thar, afrer furher review, tey determined it was 3 crane
arcident.

The work event fvvelved reconfermrs of s underwarer srogy sysiers consisting of g Hizk Besoludes Amay (HRA)
aud zoArray Prototype (AP) diggram 1), These buorvas: compooens sre positioaed oa the surface of tha
water asing Crape B-17 and then are “pulled down” vider e surfzce of the warer wsing 3 botom pwosd wizch
SyEEm

The daroazed componerts (par of the “load™) consisted of two pieces of the amey svateny, an dhunizers
mranng slizement bar avd vwo slecoicsl cables, The BB _Jpicture 1y was commered to the HRA {picore 2 via
e monnnng sliznaent bar (picture ). Tha bar failed wihile the Joad was being mansfeoyed from the crane o the
pull-down winch sveters. Az 3 resyly of tie bar fadlvre, vweo elecorical cables come wadar wrsicn and dheir
connectors were broken, Four giber cables semained undsmaged. It Bes besn calowlared thst 8 load of 2,330 ks,
was an the crane when the dinvninu bar faled. Crane B-17 is yased for 16,500 e, ar fae radivs vsed during this
job.

P Causer Too wach soain was wansfemed o tae mountingzlimient bar by e M eorring loes whils tie
and HREA were being lowered oo the watar.

Coumibmring Facior; The pracedars for depioving AP |diows not take wto accows 3l of e ks
sssorizted with, 2nd precautions requied for, sirpaloenternis crans apd palt down winch operations.

Copmimdre Facwr: The monasng slizement bar was orisuted perpendicntar o te HEA ouss simcraze (oo the
aereest arispraton) and eoly amacked st cae poior. In this orienrztion, e bar wras not zhle to support the sane
arpoxt of strain ax duving a norass] installation.

Camective Actions:
m wyvmert procedurs o easare et sueiessous coordicaton i5 1ot requized bervesn Crane B-
17 and the pull gowo wingh,

Coadact crew waining on the raodified tdeplovaeny procedure.

Pezfore analvsis of Joading zm@jjmﬂmﬁugia}zgﬁmm Tar for bodh e typical and arypic
Dresigr and fabricae 7 replarersnt monmnrinssiamemt bar.
Use 2 load cell during deplovieenr pparations bo verify the load o tbe crame b 2l tmes.

Toadact cefresher maining for a¥f ARD WHE perscone] vegarding crane eyshaps, nest mrisses, acculenis, aooiden:
imvestigetiva, end reporsng.

SUITABLE FOR PUBLIC RELEASE
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Diasrarm
Arpmy Sestem

Fictare b
AP aray supported by Crane B-17 using a
ifting beam and four slings

Pictuye I;

HRA Array & AP Mounting/Alignment
Bar

AP Mounting Alignment Bar

SUITABLE FOR PUBLIC RELEASE
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Appendix E - Crane Condition Inspection Record

5

CERTIFICATION OF LDAD TEST AND CONDITION INSPECTION
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TEST WEIGHT COMPUTATION SHEET
CATEGORY 1 AND 4 CRANES

CRANE NUMBER: R=17
LOAD TEST TYPE: M, i
RATED CAPACITY FROM )
LOAD CHART s LES,
MINIMUM TEST LOAD {110%) 2Ll LBS,
MAXIMUM TEST LOAD (112%)____ 1T led0 LBS.
MINUS EQUALS
WEIGHT MINIMUM MINIMUM NET
DEDUCTIONS  (LBS.) TEST LOAD | DECUCTIONS| o ar i oA
IE 2% 0l o 2.1, b {LBS.)|
MINUS EQUALS
MAXINLIN MAXIMUM NET
FEoT Lonp | PEDUCTIONS oo oAD
TOTAL {LBS } 8 2.7, #b Ch 2T, boo iLBE.)|
TEST WEIGHT RIGGING WEIGHT
WEIGHT # ILBS.) i # {LBS.)
il ERES L~ ZE] 1
&1 TRES
ol S of e
s ol
o, 25¢ TOTAL (LBS ) 11
04 1687 -
oLl 251
w1 5 2lb  RIGGING TOTAL NET
WEIGHT - TEST LOAD
TOTAL {LBS .} {LBS.)
TESTWEIGHT| . ., |PLUS ; EQUALS 27 0613
7 s Ly P
ToTALLBs) | Z¢0TT 7 A
Total Mat Test Load shall be as close to Minimum et Test Load as practical,
TOTAL NET TOTAL TEST
TEST LOAD DEDUGTIGNS LOAD
Fatwzizons | 2% 0b3 PLUS £ ECUALS 2L Obd

SUITABLE FOR PUBLIC RELEASE
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TEST WEIGHT COMPUTATION SHEET
CATEGORY 1 AND 4 CRANES

CRANE NUMBER: - B
LOAD TEST TYPE: i q.zlﬁ,g‘ < ﬁ‘mg
RATED CAPACITY FROM ,
LOAD CHART | 2, ut: LES.
MIMMUM TEST LOAD {110%) i 7, iow LES,
MAKIMUM TEST LOAD (113%) |5, Slat LES.
MiNLS EQUALS
WEIGHT MINIMUM MINIMUM NET
DEDUCTIONS  (LBS) TEST LOAD | DEOYETIONS) "orer L 0an
< i3, 200 2 it Lod {LBS.)|
MHUS EQUALS
MAXIMIUR MAXIMUM NET
EST LOAD DEDUCTIONS| oo an
TOTAL (LBS.} o) i3 St 0 i3 sef |Lesy
TEST WEIGHT RIGGING WEKSHT
WEIGHT # iLBS.) D# {LBS.)
614 5000 £~ 7% 14
Ak 165 e
o3 < 603 L
Hs 500
£33 254 TOTAL {LB&.) 4
RIGGING TOTAL NET
WEIGHT TEST LOAD
TDTAL {LBS } LBS.}
TEST WEIGHT] PLUS i EQUALS kT e
TovAL(LBS) | 7131l 4 GRS

Total Het Test Logd shaill be a3 cloze to Minknumn Met Test Load as prastical.

FA 100212003

TOTAL NET TOTAL TEST
TEST LOAD DEDUCTIONS LOMD
i3 307 IpLUS £ EQUALS T

SUITABLE FOR PUBLIC RELEASE
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TEST WEIGHT COMPUTATION SHEET :
CATEGDRY 1 AND 4 CRAWES ' ‘

CRANE NUMBER: 217 }
LOAD TEST TYPE: "ol bld ¥
RATED CAPACITY FROM v
LOAD GHART S ED LES,
MINIMUB TEST LOAD {110%) g1y LEs.
MAXIRFUR TEST LOAD {113%) 5757 LES,
MINUS EQUALS
WEIGHT MMM WINIMUM NET
E
DEDUCTIONS  {LES.) TEST LoAD | D oPYETIONS! oot LoAD
4 7§ £ A (.BS.)|
MINUS EQUALS i
MAXIMUM | pepy MEAXIMURM HET =
TEST LOAD CTONS rear Loap
TOTAL (LBS.| RO 4 e {LBS.)| :
TEST WEIGHT RIGGING WEIGHT
WEIGHT # (LBS.) ID# {LBS.}
o Lot 5= 28 g :
s 2L ET s ;
034 e 3
TOTAL {LES)| /9 .
RIGGING TOTAL NET :
WEIGHT - TEST LOAD
TOTAL (LBS.) (LBS.I §
TEST WEIGHT| . PLUS EQUALS
Fiod Fs b e d b iy 7 .
TOTAL(LBS)| ©° 14 ok,

Total Met Test Load shall be as close o Minfrum Net Test Load az practical.

Fid {0z /2s

TOTAL MET TOTAL TEST
TEST LOAD DEDUGTIONS LOAD
Blaie) PLUS & EQUALS Foéf

SUITABLE FOR PUBLIC RELEASE
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CRANE CONDITION INSPECTION RECORD

Wate [nspert somponsnis thal are reasonaily gooessitas wihodt disassembly.

Crane Moo | Type Location: h7c Coerators Licanss Mo,
B-17 [dry | (5P 63152~ 00
Purpnze of Inspachion Legend: [rale Siated: Dt Sampleted:
B = Befure A& - Afler - S ol !

f P ?...' N i e & i
g}"f{fdl{étﬁﬁmﬁ#ﬂﬂﬂ D = Our ny o "Ir(/ : :!:j 3 "‘IL(‘ {;’; i
item Mo, | Fem Desctiption Insps 1

o Il ;
4 Imapect structurel componarnts for deeraned oF dedariomnted membars, 4 b7c :

- wnl o edidzace of kose and missing feslenzea and cracked welds,

2 Inepat wirs rope Frenas, dvoken wirsa, corosion kinks, damagan
atrancs, crashod or Taliened secliona, coaciion of sockeda, dead ard
connaclions, 3nd “or proger lubdeaton, i
3 Iz Moedes for oracks, sherp edges. yuuges. distarber, avd frsedom of
. rabufian. . .

4 Inapeel Poist brokss and clutches. and sxabs brakus i floating creses for

11
o
e
b4
cordilian. wear, praper adjusimar an proper operalion. Spot check f 43 ;:,

J“‘J"*- R N \i"’”"\- »

o | Pt

hrizomal muveres brakes ard cistehes for cors3on, sesl, propar
1 sdiusbmcnt and seapec goecation.

B Insgmmst oetralis and condrol Somponents Tor condiion ore grupes agecabion. § t)
[ Inspest mulnes for condlthan ana prapsr operlioe 4
¥ Tuzgpeecsl g il switch for eondition and proper pperetioe,

a B Ined “Bet ia pe-forrnad, inspect load indleatoms, kid warning devices. and
load elhadown duviens for eonditon and working accw ey 23 spaciiad in
epperdin G or D oy appfoable. [Thia may be perfoened at the maimianence
inspeclion in v of e COIR. Mark 494 § posfiun & A tha malmenance

.1 insgector ) - .
] Iapact mEchanical aquiprmenl {shaltal coupiings, gear sgg, bearings, o ]
- for condition and proper opeeation. .
1 Inwprcict shestwes or condmen and evidence of inee bearings and
i canent. s .

i Inapect wneels, @ eles, e tralley rells (Be sppficable’ for unevan weas, |

| cracks, and for gondition ant evdenca of looge beariige and misafignmen, !
% lmapect oz cheing Bnd sprockeds e soadiion and proper Sheration. '

14 “erify mpacity chart or hook-oad sading data b In view of cpacor
UCHOF S 0] Perannngl.

[AQ T

SUITABLE FOR PUBLIC RELEASE
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e Mo, llarn Jaecripfion Irvsapy L
B b4 At i

I

14 nggon] GoBrEars pak [of agniness Bnd operatlon of sq.ismant. ; 7c

— - i
i

1% Irapact massinery foJsza for deanliness, propar safety guards, aarming :

Big s, and slorege Bf oot A auiiment . '

18 Vorify praper o alivn of indicatora. Indicstor glhls, gauges, and witvng :
dgvices, ) :
17 Weaify currant inepaciion of fir proteckon equpmant.
18 ety Lt prasaurs vessel ingpoclion sartifisatss are pusted and surman, :
{Sey UG 343107 or apptapdais degurment far test prvndures. | L
19 Imapact cuirigars, peds. baxes wedgés, cylindar mountings 2 teved
Indizatnrs for condition and praper speratian,
20 Irespeck g, crawlar Traoks, ravel, steawmnyg, braking, and kcking devices i
for cundiron snd proge: spealon. [(Applles e mobie craees, bost halga,
ashordimd gantry araness, and cerein cabegony 4 vrares,)
a1 Wartfy seoutsty of radiua andiar booem anglo indicetor ag apaciied in
gppandl: E. . .
22 tnspiee] pawls, ratoneds, 3ed qulate lacka for propar angagemend and
. operalivn of intaracka.
23 lnspe: dmnke, ek, vabes, deine. lere, and ather comgonants of air
syshoms for leabans uru props: oparetsn,
74 Inepect teetnping, PARRS, Mok, wwhos, mes, ovlindara, Aed uther
cormgermnts of lydraubls ayatems for [Bakage and peoger operatian,
258 Inspezt angines and engig mpneraor 2eis for condiion snd propss
L oAk, . ;
26 Insgact sounterwalghts and ballee: for condik e wnd ovidance of loose am) i
Trissingg Fastenas. oo b
27 | Varify barge mmparment (voida) e bulbs ara instaflad. i
N . i
265 Verify suurany of st and b indicators ageingt desige dala or previous ;
. tagt sl ) i
25 Inspect otate pain assembly and cames pin stesdimenisapport agsembly ll
fiyr candition and paaogr oponetn. :
] Inepect shamg [ing besnngs ter awefifion and propar operstog,
<y | Inszct ravel wucke, eoplizors. and gudgeane for dwadilion and propear
cprdion, .
Frnarhy:
T
b7c b7c
EPT 34%%

SUITABLE FOR PUBLIC RELEASE
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B-17
ARMLIAL MAINTEMANCE INSFECTION ’
SFECIFICATION AND RECORD

Molex:

5 Tae fotovdng wre the Midroum inepectas requlrments. Due 10 B var cua medes arpl modale o crenes
i I es ooy invanbtong sl unigue or spnc o cenponanta. thesa specif callons ey roguire additanzs|
instructiora. Componer e nead wol 4o dlapsasmbled for insoscton, excapl (8] where acted speciicalyio
diznasaribla; bl wrera aolvity experlancs warrads diseesenbly of spac flc comnponents; or (o) whery
prublems ndicaied by thess inspesziuns requira faaesemibhy for f1har inspoction. Whene digasgambly and
reaEastTE: v ro racuiead, of for gther desalled rspeciion guldsiines., shop repalr scines ar

afher work decumants shall e utifzend o properly dorumenl e neceseny skgs required for disgassembiy,
regsbambly, andior other insgesdion guédedines. Deleling or edualng e mguency of thusy inepechors
raquines Mavy Crare Carter goproal. Justiicabon shall be piovided with the activlly's requast. Additiorel or
rapre Froquent Inepedivns bEsec upon activity expefsnee or DEM eoomerawiatione may be pefommard at
the dlesratkn of dho sethity. Additional mapection requirsmerts and Acommendaiinns sor specific DER's
are abn contained B C3Ay ans EDRME Iocatcd on tha Mavy Srano Canter welrasile

{hlkpediponial. newfae. g milieo).

2 These specifications includa both ron-oporatioral and openalicnal inegection triteria.
Whsre necesniry to engure the sabely of inspaction and myintenence pergonmel, the wrane shall bs
de-anargized in scoondance with approved Inokodat procsdures.

% Fyr wspactions thal inwglve flulds flukr cants, cooiants, brake fuid. hydoeulic luid. abs ) or grease. inspact
the g ar ceepsn for viaual apeaarancs, amall, and fesl and inapact for indicatlons of damaged or
malfuritinning comparenls,

4 Whede an unaalisTaciory condition is fownd, the darm shall ke idertfied on the

“Unestialzgiory leema ahest noether with 2 skalement of the sontilion abearsss.

Carrpetive action I larmy of adjuaiment s, rpairs, or replacersnls of iems ste be Jadeiled on a shop
repair ordar oF ot spproprate documont. [See NAVEAC P-300 fir a seinply shop repair order )

5 Brake ¢ola maasurarmeals shall ba recxifed on tha "Brake Data” sheet.

Migsursment stirbules yag calferls shall be based oa brabe yndior crane QER

pocommandalions andior recomivnngdaiora of the actl4dty crginaarng ofganizaton. In #dditiun lo minimum
anc reasimum selfiegs. a oreferrod zeit ng shed he spacified where appopriete. When: megseremants &
Inacteagske wihoul Sassemoly, oo nrasuramants need only be taken whon te breke &
Hispesamined,

B 'hare neasusmants g spaciied by the aclivily anginesrisy nmunizalion. these megsunemants sral hc
trargsched, \Wira fops cimensioral massyremants shall be resunded.

T g an eftecrsglive fo the abdve dimanaionsl messemments, gages mey be uaed IF supplied by the GER o
az apgaeed by the astivily cngineensg crgoanizalion. § geger 02 ure U'sad, the (uge part nurBeer of
tlraraing ewmber 2l be rssordad an she Meintemarce Ingpeciion Specifoativn and Racoed,

& Where an frspaclion ey applies 10 mulliple componaie (8.4, raain hoiat, auwisny hoiel, whip halel)
e pumponart shall be ideatifiad in the "syslem ine2scted” culume .

B The inapeclion citars addrsss moss of the teakuee and corpocssats on epleal erancs. & crane la
adqulipsparesd it festaies o oomponets nol specifcally covered by these e ulienonta, thoge featuses gnd
corrponenta ahall br inspeciad (whem inspacion & praclical, as determhied Ly The aclivily sregrming
crgarizaton s approved by the centifylng affickal] ‘or prope- condilien and opedstion, 0.G. srBlgency
dyramdc braking, mobor ywerspaad 5ena0es, ravel and motats ik eeitches, load indiceting dawaeas, aowd

Ry 50
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! ..
ANHUAL MAINTENANCE INSPECTION SPECIFICATION AND RECORD

. k SHEET1OF &
CTrangE ] Flar tacharer T Capaciiy :
817 : CAT d Pedestal | Seattle Crane © 20,000 b,

| Hyd Ext . : ;

Py ‘anpaclion L LuTenl | apetion Condition Lagend: Mark with an = X" urder :
HEEDIS 24TE B aprggriats coediion. T

/ 3 =Balehatny  0- Duresied (IF dsfared, wave
é? {3 (:}5? 5"‘, !' Elartk A7e Hently it
! Li - 0 L pssebauio-y limrms sheol)
N W= dnsalislacrary b = Mot spgl cablg ]
Hegy | .leris xihs Fepecsad parsnance Inspiss nr Apecticalcn Eyalean Cargitita
Mix . . Vinagasied S U [273
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Wire Fope Féeimtimi Ciers  Remove camagsd partions (or replace entire length, i
recessary) i any of the folpwing are found: : :

1. Kinked, Birdgaged, Doalegoed, o Cruslred Seations. Kinked, blvdesged, doglegoed, or
crushed rope in st uns whers the cove I8 missing or profrudes twough or beteeen :
strands, or whens the rope duss not fit properly in shasve or drum groovas, (This doss not ‘
apply to rans around eyas, thimbles, or sheckies. )

2. Flattensd Eections, Flattened seclions whare the dismeter across the flat is less than

5% of nominal diamaler, (Tig does not apgly o wns sround ayes, himbles, and
shacklas,

- rmm—mima, ty iy w

3. Wesr. Waar axredd rg onethird the original diameter of outeida individus] wires.
4. Bioken Wirgg .

#. Running Ropas. Six randorniy distributed broker wires in one lay or fege broken
wiras i one strand in ona iay. For rotation resistant wing rupe, two in a length equal
to six fimes the rmpe dismeter or four I a length equal fo 33 fimes the rope
diameter. One outar wire broken at the point of contact with the cora of e rope thet
has wokad ils way out of the rope BInssture snd proffudes or pops out from e
rope siructure {"valley break'). For end conrections, o broken wirss within one
lay bangth of the end connection.

b Slanding, Guy, and Beom Pendant Bopes. Thees broken wires in ane lay length
ir gactions bayond end cornoction or fea Soken wires within one lay length of the
@i porrechon.

& Loes in Diameter.  Reduection from nominal diameter of;
. 184" fur diamaters up to and Inclixdicg 518"
’ 1492 for diamsters 38" t and including 12"
354" for diameters 516" 1o and moluding 34"
178" for diametars 7187 o and ineluding 1 1/8°
32" tor digrmieters 1 14" o and induding 1 1427
10 parcent for dlamesters over 1 142"

+ e

o4t it

6. High Strand. High strand whars the height exceedz 10 paregnt of the nominst diametsr.
7. Cormmsion  Corrogion such that sigrificant piting occurs un the sufaces of outslds {
wires, hlinor surface roughneas on oubside wis s accepiable paovided noo Significent i
pithng oscurs and the rope 12 rol conmoded internaily. Signtlcand piting is definad as plting

fhat can ot ba removed by abrasve removal of lees than 173 of the odginal dismeter of :
individual cutside wiras. :

# Hest Damage. Evidancs of heat damags ot sy ceuse. ‘

5. Accumulsion of Defects  An accumilaloe of defects thal in the judorent of the
inepestor creales an unsafs gonditian.

10, Splices. Wie nape shall nol conlaln splicas.
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