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Pipe handling frame incident during diving operation
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A Member has reported an incident while a pipe handling frame (PHF) was
being lowered to a depth of 100 metres from a barge using its starboard
crane when a shift change was in process onboard.

What happened?

At the same time, a diving bell was at the depth of 155 metres, 25 metres away from
the descending PHF area.

Adiver left the bell and went to the seabed (depth 169 metres) and proceeded to
the location of a flange to perform his task. This put him approximately 40 metres
away in the direction of the descending PHF.

As the diver was moving towards the flange, he noticed cloud of ‘muck’ 2 metres
away from him.

He immediately stopped and informed his supervisor. In the process, he made
physical contact with the PHF, which had settled half on the pipeline and the
seabed.

No injuries was sustained to the diver or damage done to the 30" pipeline.

The Member has noted the following related points:

e at the time of the incident, a shift change was in process.

e the PHF dimension was 5.60m 5.20m 2.50m, its weight in air 18 tons and its
weight in water 16.5 tons.

e the PHF was being lowered at a speed which was disabling the transponder
needed to update the survey system.

e the transponder used to monitor the lowering and rising of loads and crane
wires malfunctioned (sending intermittent signals).

The investigation reached the following
conclusions:

e The diving supervisor taking over shift and managing the subsequent
lock-out of the diver could not reasonably be expected to know the
situation of the PHF, other than that it was as planned, without another
person informing him of any subsequent change, i.e. the deck foreman or
the survey operator.

e The action to over-board the PHF and ‘park it" at 100m until the
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supervisor could take control was a sensible and prudent administration
strategy.

e The fact that the PHF was not parked at 100m should have been noted
and passed to the supervisor by the crane operator and the survey team.

e The diving supervisor should have verified the position of the PHF prior to
locking out the diver. Instead, he relied on the crane operator and the
survey systems to manage the position of the PHF.

e The diving supervisor was negligent in locking out the diver and
progressing the diver to the work location with the PHF suspended at the
proposed 100m level.
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