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THE CRANE CORNER 

I often state that one of my greatest 
fears as the Navy Crane Center 
Director is to have a Navy weight 
handling program fatality on my 
watch.  Keep in mind that the last 
Navy fatality was nearly 27 years 
ago.  Over the past six months, 
there have been several events that 
demonstrate the seriousness of the 
industry we work in every day.  Our 
program attempts to share lessons 
learned from all similar aspects of 
industry when we can.  Last fall, a 
Navy Chief Petty Officer was killed 
when he was struck by a forklift in 
transit (Weight Handling Program 
Bulletin (WHPB) 20-20).  This winter, 
a rigger was seriously injured at a 
private company performing work 
under a Navy contract when the 
crane’s hook caught on a structure 
and sprang free (WHPB 21-05).  
Most recently, I am sad to say, a 
worker died as a result of injuries at 
a private company performing work 
under a Navy contract when he was 
crushed between a scissor-lift and 
another structure.  Although none of 
the above events occurred during 
Navy weight handling operations, 
you can easily relate that events like 
these could occur during the higher 
risk work that you do on an everyday 
basis.  
 
Closer to home, since January, two 
separate NAVY weight handling 
program significant maintenance 
errors had the ability to result in the 
same end as the events discussed 
above.  In both instances, personnel 
unfamiliar with the crane’s design 
removed the crane’s hoist gearbox 
upper cover (casing), resulting in 

uncontrolled lowering of the hook.  
Fortunately, no personnel were 
beneath the hook during these 
events although personnel had been 
in the immediate area just prior to 
both events. 
 
As stated in our recently issued 
Safety Message (copied in this 
edition of The Crane Corner), 
hazardous energy can take many 
forms, including gravitational forces, 
hydraulic pressure, spring tension, 
and electric charge.  Some are more 
obvious than others, such as 
releasing the cap on a pressurized 
hydraulic system or removing a fully 
compressed spring.  But others may 
not be as clear, such as the forces 
maintaining position within a gear 
set.  This has been made all too 
clear from two recent incidents 
involving uncontrolled lowering of 
loads while performing hoist gearbox 
work.  Hoist gearbox covers often 
provide gear/shaft retention within 
the gearbox and removal of this 
cover when components are 
unrestrained may result in 
movement and potential 
dislodgement of the gears.  The 
engagement of hoist brakes in this 
situation will not prevent 
uncontrolled lowering of the block or 
boom.  Again, we were lucky as in 
both instances, there was no 
personnel injury but the effects of 
the release of stored energy were 
overlooked and resulted in 
significant damage to crane internal 
components and impact to mission 
capabilities. 
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TIP OF THE SPEAR 
SECOND QUARTER FY21 EVALUATION SUMMARY 

 

Due the ongoing restrictions in travel and 
concern for the health of our personnel, as well 
as that of activity personnel, all evaluations in the 
second quarter of FY21 continued to be 
performed remotely.  Reviews were limited to a 
review of activity-provided program management 
information, effectiveness of corrective actions 
taken since the previous evaluation, and 
discussions with activity supervision and 
management.  Navy Crane Center (NCC) 
performed advance visits to naval shipyards , 
Norfolk, Puget Sound, and Pearl Harbor and 
observed numerous weight handling operations.  
Since the reviews did not cover all areas of an 
activity’s weight handling program, the overall 
grade of satisfactory could not be provided.   
 
54 Navy activities were given program reviews.  
For the first half of FY21, 103 program reviews 
were performed. 
 
REVIEW ITEMS 
 
Effective monitor programs result in better 

recognition of unsafe crane and rigging 
operations, which in turn result in better 
recognition of lower threshold accidents 
(avoidable contact with no damage) and near 
misses, thus helping to prevent serious 
accidents.  In addition, the monitor program 
better enables development of a value-added self
-assessment. 
 
Many of the activities reviewed showed 
improvement in their monitor programs, but still 
have room for improvement, either in identifying 
the almost inevitable unsafe practices, near 
misses, and lower-threshold accidents (avoidable 
collision with no damage), or in monitoring non-
operational functions, such as maintenance, 
inspection, and testing.  Other activities are 
further behind or have not started this NAVFAC P
-307-required function. 
 
Issues with the self-assessment were noted in 22 
of the reviews.  A self-critical self-assessment, 
backed up by documented metrics, is a sign of a 
forward-looking mature weight handling program. 

Lockout/tagout is a safety process to secure 
potentially hazardous energy in machinery, 
equipment, or systems.  It requires that 
hazardous energy be isolated and rendered 
inoperative to prevent uncontrolled release of 
energy, prior to beginning maintenance or repair 
work.  Steps to isolate equipment include:  
identification of energy sources, isolation of those 
sources, and locking and tagging of those 
sources to prove that the equipment isolation is 
effective or has reached a zero energy state.  I 
must reinforce here that gravitational force is a 
potential hazardous energy force that you must 
consider.  Original equipment manufacturers’ 
maintenance and servicing manuals for 
requirements, guidance, and safety precautions 
must be consulted when working on systems with 
potential energy hazards.  When guidance, 
precautions, or requirements are unclear or 
unavailable, procedures must be developed, 
preferably in consultation with the engineering 
organization. 
 
When it comes to lockout/tagout procedures to 

control hazardous energy, it is all too easy to 
overlook all forms of potential energy and simply 
focus on the electrical hazards present during 
maintenance, inspection, and testing of weight 
handling equipment.  We are surrounded by 
electrical systems on a daily basis and for 
anyone who has received an electrical shock in 
your personal life, the hazards are obvious.  Even 
training within our programs focuses primarily on 
electrical systems and the importance of ensuring 
personnel safety when entering electrical panels 
but control of hazardous energy extends well 
beyond electrical systems, especially in the 
weight handling community. 
 
We should not rely on passive safety systems to 
prevent personnel injury or equipment damage, 
but be fully engaged in the programs, such as 
lockout/tag out, to provide proactive protection to 
personnel and equipment.  I challenge you to 
help reverse the course of recent failures of 
hazardous energy control for the protection not 
only of the equipment, but the safety of yourself 
and your coworkers. 
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A lack (or very low number) of reported lower 
order crane or rigging accidents and near misses 
was indicative of failure to recognize these 
events, particularly at activities with higher 
operational tempos.  Identification and reporting 
of such events has been shown to minimize the 
potential for significant accidents.  Reviews of 10 
weight handling programs identified this 
condition.     
 

Common Review Items (three or more items):   
 

- Lack of monitor program or established program 
that needs improvement or does not cover all 
program elements – 40 items. 
 

- Weakness in (or non-existent) activity self-
assessments, self-assessments not acted upon, 
not internally focused, not developed utilizing 
documented monitor or metrics data – 22 items. 
 

- Lack of (or low number of) lower order crane or 
rigging accident reports and near miss reports – 
10 items. 
 

- Local weight-handling (WH) instruction/SOPs 
non-existent or inadequate – 9 items. 
 

- Training issues, including contractor personnel 
(training not taken, training weak or not effective, 
refresher training not taken or not taken within 
three months of license renewal, lack of inspector 
training, instructor not authorized by Navy NCC, 
locally required training not taken, training course 
score less than 80 percent, non-Navy eLearning 
(NEL) certificates) – 9 items. 
 

- Lack of, ineffective, or insufficient crane 
replacement/modernization plan – 6 items. 

 

- Unrecognized/unreported accident, near miss, 
or unplanned occurrence (including damaged 
gear not investigated for cause) – 5 items. 
 

- Poor oversight of contractor responsibilities 
(maintenance, test, operations) – 5 items. 

- Lack of leading metrics/metrics not being 
properly analyzed – 4 items. 
 

- No procedure for tagging equipment with known 
deficiencies and/or tagging equipment that is out 
of certification – 4 items. 
 

- Poor maintenance planning and/or execution 
(parts not tagged/bagged, hazardous materials 
not properly stored, work documents not 
available, lubrication not per schedule, lack of 
long-range maintenance schedule, components 
not reassembled properly, activity deficient in 
structural bolt installation, missing screws, 
personal protective equipment not utilized) – 4 
items. 
 

- Internal audit issues (no audit program, not 
finding issues, not on schedule, overly thorough-
hindering effectiveness, lack depth of analysis, 
responses not required to audit findings) – 3 
items. 
 

- Staffing issues (shortages in critical areas, no 
succession planning, accident prevention team 
staffing, high turnover of military personnel, 
inadequate engineering support, total reliance on 
remote contractor, one person performing too 
many functions) – 3 items. 
 

- Inspection and certification documentation 
errors – 3 items. 

SUMMARY OF WEIGHT HANDLING EQUIPMENT ACCIDENTS FIRST 
QUARTER FY21 

 

The purpose of this message is to disseminate 
and share lessons learned from select shore 
activity weight handling accidents, near misses, 
and other unplanned occurrences so that similar 
events can be avoided and overall safety and 
efficiency of operations can be improved. 

 
For the first quarter of FY21, 44 Navy weight 
handling accidents (33 crane and 11 rigging) 
were reported, as compared to 65 in the fourth 

quarter of FY20.  Three OPNAV class ‘C’ 
reportable accidents were reported (two crane 
and one rigging).  Significant rigging accidents 
increased from 2 to 6 in the first quarter, while 
significant crane accidents decreased from 13 to 
8.  As discussed in paragraph 8, near miss 
reporting decreased significantly in the first 
quarter, indicating a lack of oversight and 
sensitivity to lower level issues and could be 
contributing factors to the higher number of 
OPNAV reportable events.   
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Four contractor significant accidents were 
reported, including two instances of a two-block 
condition, one pinch-point violation resulting in a 
personal injury, and one dropped load.  In 
addition, weight handling contractor oversight 
personnel reported 8 crane and rigging near 
misses, a decline from the 11 reported in the 
fourth quarter FY20.  In an effort to increase 
awareness of contractor crane oversight and 
share lessons learned, two weight handling 
program briefs (WHPBs), Oversight of Contractor 
Weight Handling Operations (WHPB 21-01) and 
Contractor Weight Handling Accidents and Near 
Misses (WHPB 21-02), were issued. 
 

INJURIES 
 
Four injuries were reported, two each during 
crane and rigging operations. This is an increase 
in the quantity (from two in the fourth quarter) as 
well as severity with one crane and one rigging 
accident being OPNAV C reportable.  During 
installation of a shipboard battery, the battery 
released from the lifting attachment and fell on 
the foot of a rigger, resulting in lost workdays.  A 
rigger suffered a back injury when the tagline to 
the load rendered causing the rigger to fall back 
to the deck, also resulting in lost workdays.  A 
worker strained their back when trying to steady 
an aircraft rotor that had slipped from the lifting 
adapter and fell to the shop floor.  An assist 
rigger received a minor head injury while 
positioning a grate within a blast booth. 
 
Lessons Learned:  Investigation into the dropped 
battery identified that contrary to the written 
procedure for removing the battery well hatches, 
a rigger, under direction of supervision, decided 
to manually pull the battery over 6 inches to allow 
another rigger to close the battery well hatch.  
When the rigger pulled on the battery, the collar 
slipped off the end of the davit arm, causing the 
battery to fall approximately 12 inches onto the 
rigger’s foot.  Additional lessons learned for this 
accident are included in paragraph 5.  In the 
event of the tagline rendering, the activity 
investigation identified that the tagline was not 
properly attached to a solid structure and while 
manipulating the load to obtain proper orientation, 
the supporting structure on which the tagline was 
attached flexed and the tagline released.  The 
minor back injury related to steadying of the 
aircraft rotor was the result of the component not 
being rigging in accordance with the written 
procedure.  The activity investigation of the 
assisting rigger’s minor head injury cited time 
constraints as the reasoning for deviation.  The 
riggers did not adequately clear the operating 
envelope of movable obstructions and did not 

obtain the approved rigging configuration for the 
material handling equipment being used. 
 

DROPPED LOADS 
 
Four dropped load accidents were reported, one 
crane and three rigging.  While this is a decline 
from the eight reported in the fourth quarter, one 
rigging accident was OPNAV reportable (see 
paragraph 4 for the foot injury).  While securing 
the whip hoist headache ball on a mobile crane, 
the headache ball struck the deck.  While lifting a 
steel traffic plate using a sling and swivel hoist 
ring attached to a forklift, the swivel hoist ring 
pulled out of the plate and the plate dropped (six 
inches) to the ground.  During removal of a 
component, the lashing slipped and the 
component flipped in the rigging, resulting in a 
dropped load and subsequent damage to the 
component. 
 

OVERLOADS 
 
Four overload accidents were reported, three 
crane and one rigging.  A synthetic sling was 
overload and damaged during offloading of a wire 
rope spool.  Rigging gear used to lift a mobile 
crane was overloaded when the weight of the 
crane provided in the lift sketch was incorrect.  
The lifting slings attached to the whip hoist of a 
portal crane were overloaded during an attempt 
to relocate a Conex box.  During pre-tensioning 
of a steel beam using a bridge crane, a wire rope 
sling failed when the hoist continued to raise due 
to a malfunction. 
 
Lessons Learned:  The battery released from the 
lifting attachment due to the set screws not being 
the proper material or style and only one versus 
two set screws was used for each davit collar.  
Investigation determined that the rigging team 
lacked experience in this specific work and they, 
along with supervision, did not understand the 
requirements of the written procedure or hold an 
adequate briefing.  For the uncontrolled lowering 
of the whip hoist event, during direction from an 
instructor to the trainee to “dog everything” or 
(secure the crane), the operator trainee did not 
properly secure the whip hoist drum lock, 
resulting in the uncontrolled lowering of the whip 
hoist.  The activity’s investigation identified that 
the instructor (licensed operator), while on scene, 
was not in position to recognize the operator 
controls and avert the accident.   
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The activity’s investigation into the dropped traffic 
plate identified several factors including the rigger 
did not conduct an adequate inspection of the 
load resulting in failure to identify the corroded 
and stripped threads prior to installation of the 
swivel hoist ring and the rigger utilized improperly 
sized swivel hoist rings (which were not properly 
seated or torqued).  In the event involving the 
ship’s component that slipped in the lashing, the 
activity identified that the rigging configuration 
utilized deviated from the written procedure and 
created an unbalanced lift.  In addition, 
supervision did not conduct job-site checks prior 
to the lift and the rigging team did not conduct a 
brief. 
 

OVERLOADS 
 
Four overload accidents were reported, two each 
during both crane and rigging operations, as 
compared to three in the fourth quarter.  A 
synthetic sling was overloaded during a lift to 
remove a swing arm from a submarine dome ring 
lifting harness.  The hoist overload limiter on a 
bridge crane activated during an attempt to lift a 
salvaged flight simulator, indicating a potential 
crane overload.  A lift sling was overloaded during 
a lift of an aircraft horizontal stabilizer.  During a 
load test of ship’s handling gear, the capacity of 
the gear was exceeded. 
 
Lessons Learned:  The team did not recognize 
the potential binding situation during removal of 
the swing arm and failed to install a chain hoist or 
dynamometer in the rigging configuration.  During 
a dual hoist lift of a salvaged flight simulator, the 
rigging configuration resulted in an unbalanced 
load resulting in activation of the hoist’s overload 
limit switch.  The rigging team lifting an aircraft 
horizontal stabilizer did not recognize the repair 
manual instruction for removal of a component 
prior to lifting.  This resulted in the total load 
weight exceeding the weight listed in the 
instruction.  During the evolution to load test 
multiple single and one double-leg test handling 
devices, the rigger misinterpreted the procedure 
and applied the full test weight to a single leg of 
the double-leg device. 
 

TWO-BLOCK 
 
One two-block accident occurred in the first 
quarter compared to four in the fourth quarter 
FY20.  A mobile crane was two blocked during 
operations to secure the crane for travel. 
 
Lessons Learned:  While securing the crane, the 
crane operator was not aware of the positioning 
of the whip headache ball in relation to the boom 
tip.  The assigned signal person was not watching 

the whip hoist headache ball as it was raised and 
did not give the proper stop signal until the two-
blocking occurred.  The activity conducted a 
safety stand down on practices during and 
immediately after crane operations to include 
securing the crane with the use of a signal 
person.  The importance of maintaining visual 
acuity and signaling responsibilities of the riggers 
and operators within the operating envelope of a 
crane at all times, and especially with an 
unloaded hook was stressed in WHPB 21-05 
(Operations Without a Load).  
 

NEAR MISSES 
 
Activities reported 60 near misses (47 crane and 
13 rigging) in the first quarter.  This was a 
substantial decline from the 111 crane and 
rigging near misses reported in the fourth quarter 
of FY20.  The level of near miss reporting is 
indicative of the level of oversight, a major 
contributor to reducing the occurrence of 
significant accidents.  Navy Crane Center (NCC) 
issued WHPB 20-26, Decline in Near Miss 
Reporting, to encourage activities to hold the line 
on near miss reporting.  NCC continues to 
recognize activities for reporting lessons learned 
through near misses, i.e., those where personal 
intervention prevented accidents, by issuing 
WHPBs 20-21, 20-23, 20-25 and 21-03. 
 
Weight handling program managers, operations 
supervisors, and safety officials should review the 
above lessons learned with personnel performing 
weight handling operations and share lessons 
learned from other activities with personnel at 
your activity.  In most reports, inadequate pre-job 
planning, inadequate pre-lift briefings and a lack 
of supervisory oversight were determined to be 
contributing factors.  Your assistance is needed to 
provide management and supervisory oversight 
and to identify issues at the lowest possible level 
to achieve the goal of zero significant accidents.  I 
encourage you to also challenge other weight 
handling professionals to continue, and all others 
to join, in their efforts on educating the workforce 
to self-report deficiencies via the monitor 
program.  This will increase the opportunities to 
share lessons learned throughout individual 
activities as well as with the Navy’s weight 
handling community.  Please continue with your 
vigilant oversight of weight handling operations 
and stress the importance of situational 
awareness and utilizing thorough and interactive 
pre-job briefs. 
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We receive reports of equipment deficiencies, 
component failures, crane accidents, and other 
potentially unsafe conditions and practices.  
When applicable to other activities, we issue a 
Crane Safety Advisory (CSA) or an Equipment 
Deficiency Memorandum (EDM).  A CSA is a 
directive and often requires feedback from the 
activities receiving the advisory.   
 
An EDM is provided for information and can 
include deficiencies to non-load bearing or non-
load controlling parts.  A complete list of CSAs 
and EDMs can be found on the Navy Crane 
Center’s web site. 
 
CSA 201A FAILURE OF JOHNSON DS 3018 
CALIPER BRAKE ACTUATOR SPRING 
GUIDES  
 
1.  Revision 
 
A.  Revision:  CSA 201 provides information and 
direction concerning failure of Johnson Industries 
caliper brake actuator spring guides.  This 
revision provides additional information and 
direction for DS 3040 caliper brakes.  This CSA 
supersedes and cancels CSA 201. 
 
2.  Background 
 
A.  The purpose of this CSA is to alert activities to 
the failure of the Johnson Industries model DS 
3018 and DS 3040 caliper brake actuator spring 
guides.  Three different activities have 
experienced failure of a spring guide on their 
Westmont 60-Ton portal crane whip hoist caliper 
brake, and most recently a spring guide failed on 
the luff hoist caliper brake.  The spring guide 
failure is fail safe with respect to the overall 
operation of the brake; the brake sets upon 
spring guide failure. 
 
B.  Previous investigation had shown that failures 
of DS 3018 caliper brakes spring guides occurred 
on spring guides in excess of 200,000 cycles.  
Most recently, failure occurred on the DS 3040 
caliper brake with approximately 97,000 cycles.  
The spring guide is of a similar design between to 
the DS 3018, DS 3040, DS 1050D, DS 3025D, 
DS 2050 and DS 1050 caliper brakes.  These 
caliper brakes are installed on Samsung, 
Amclyde, Craft and Westmont portal cranes and 
may be utilized on other cranes.  The caliper 
brakes on the Westmont 60-ton portal cranes are 
frequently cycled as they act as both emergency 
brakes and secondary hoist holding brakes.  The 

caliper brakes on Samsung, Amclyde and Craft 
cranes act as emergency brakes only. 
 
3.  Direction 
 
A.  Based on the number of cycles to failure, 
activities with Johnson model DS3018, DS 
10150D, DS 3025D, DS 2050 and DS 1050 
caliper brakes shall remove hoists from service 
and replace spring guides before reaching 
125,000 cycles.  Activities with Johnson model 
DS 3040 caliper brakes shall replace spring 
guides before reaching 75,000 cycles.  Spring 
guides for DS 3040 caliper brakes that are 
currently over 75,000 cycles shall be replaced no 
later than the next B PM. 
 
4.  Upon completion of ongoing failure analyses, 
a revision to the CSA will be published. 
 
CSA 242 – INABILITY OF CRANE WIRELESS 
CONTROLLER BOX EDGE GUARD TO 
PREVENT INADVERTENT OPERATION OF 
CRANE 
 
1.  Background 
 
A.  An activity reported the edge guard on a 
crane wireless controller box did not prevent 
inadvertent operation of a crane when an 
operator leaned over the controller box resulting 
in uncontrolled movement of the crane.  During 
lifts governed by NAVSEASSYSCOM (NAVSEA) 
0989-030-7000, Lifting Standard, and for lists of 
higher level radioactive material per NAVSEA 
0989-043-0000, Commissioned Surface Ship 
General Reactor Plant Overhaul and Repair 
Specification; NAVSEA 0989-037-2000, 
Commissioned Submarine General Reactor Plant 
Overhaul and Repair Specification; and NAVSEA 
0989-049-6000, Prototype General Reactor Plant 
Overhaul and Repair Specification, crane controls 
must prevent uncontrolled lowering if the operator 
becomes incapacitated or the engineering activity 
shall take the action necessary to prevent this 
occurrence (i.e., control interlocks, a back-up 
operator, etc.). 
 
B.  After further investigation by the activity, Navy 
Crane Center and NAVSEASYSCOM conclude 
the edge guard around the top of the control box 
does not satisfy the requirements of NAVSEA 
0989-030-7000, NAVSEA 0989-043-0000, 
NAVSEA 0989-037-2000 and NAVSEA 0989-049
-6000 for preventing uncontrolled lowering during 
operator incapacitation.  

CRANE SAFETY ADVISORIES AND EQUIPMENT DEFICIENCY MEMORANDA 
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WEIGHT HANDLING PROGRAM BRIEFS 
 

Weight Handling Program Briefs (WHPBs) are 
provided for communication to weight handling 
personnel.  The following briefs were issued 
during the past quarter. 
 
The briefs are not command-specific and can be 
used by your activity to increase awareness of 
potential issues or weaknesses that could result 
in problems for your weight handling program.  
They can be provided directly to personnel, 
posted in appropriate areas at your command as 
a reminder to those performing weight handling 

tasks, or used as supplemental information for 
supervisory use during routine discussions with 
their employees.  When Navy Shore Weight 
Handling Program Briefs are issued, they are 
also posted in the Accident Prevention Info tab on 
the Navy Crane Center’s web site at http://
www.navfac.navy.mil/ncc. 
 
Navy Crane Center point of contact for requests 
to be added to future WHPB distribution is nfsh 
ncc crane corner@navy.mil.. 

2. Direction 
 
A.  Upon receipt of this CSA, activities performing lifts per NAVSEA 0989-030-7000, or lifts of higher 
radioactive materials per NAVSEA 0989-043-0000, NAVSEA 0989-037-2000 and NAVSEA 0989-049-
6000, shall not relay on the edge guard of a wireless controller box to prevent uncontrolled lowering due 
to operator incapacitation.  An additional “deadman”-type switch or a backup operator shall be utilized. 
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Festoon hardware consist of several 
components that support the power and control 
cables for safe and reliable operation of the 
crane.  Care is required during initial installation 
and subsequent maintenance and adjustment to 
ensure that damage does not result during  
operation.  Hardware components may include 
the tow trolley, tow bar, cable trolley, tow 
webbing, and shock cord assembly.  These 
components reduce stress on the festoon power 
and control conductors or cable. 
 
 The tow trolley provides an area to interface 

with the tow bar.  The tow bar, fixed to the 
crane, engages the tow box to move the 
festoon system.  The tow bar should be 
centered top to bottom in tow box that allows 
the crane or hoist to move up and down and 
not cause any damage. 

 
 The cable trolley (support saddle) is the 

device that carries the  festoon cable down 
the track.  Flat cable arrangements should be 
such that larger conductor size cables (power 
cables) are on top of the stack when placed 
on the support saddle, which provides a large 
bend radius for the larger power cables.  With 
a combination of flat and round cables, place 
large round cables on the outer most 
positions of the cable saddle. 

 

 The tow webbing is for both high speed and 
outdoor applications to reduce the shock and 
pulling tension on the electrical cable.  Tow 
webbing is not necessary on all systems.  
The tow webbing is installed on top of the 
electrical cable and is held in place with the 
saddle on the cable trolley.  The tow webbing 
for the power side of the festoon system 
webbing is three inches less in length than 
cables per loop. 

 
 The shock cord assemblies are shorter than 

tow cables, are used in pairs, and are spring 
loaded acting as shock absorbers to limit 
undue stress when the festoon trolley begins 
to move.  

 
After performing maintenance or repair, it is 
important to ensure festoon hardware is re-
attached correctly.  This includes, but is not 
limited to, ensuring festoon cable loops do not 
extend low enough to come into contact with 
obstructions, cable is properly secured to not 
allow excess movement of components, all 
fasteners are properly secured, festoon cables 
are arranged free of twist, and suitable strain 
relief is provided/maintained. 

FESTOON COMPONENTS 
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WEIGHT HANDLING PROGRAM SAFETY VIDEOS 
 

Accident Prevention provides seven crane acci-
dent prevention lessons learned videos to assist 
activities in raising the level of safety awareness 
among their personnel involved in weight han-
dling operations.  The target audiences for these 
videos are crane operations and rigging person-
nel and their supervisors.  These videos provide a 
very useful mechanism for emphasizing the im-
pact that the human element can have on safe 
weight handling operations. 
 
Weight Handling Program for Commanding 
Officers provides an executive summary of 
the salient program requirements and critical 
command responsibilities associated with shore 
activity weight handling programs.  The video co-
vers NAVFAC P-307 requirements and activity 
responsibilities. 
 
Mobile Crane Safety covers seven topics:  lay-
ing a foundation for safety, teamwork, crane set-
up, understanding crane capacities, rigging con-
siderations, safe operating procedures, and trav-
eling and securing mobile cranes. 
 
“Take Two” Briefing Video provides an over-
view on how to conduct effective pre-job briefings 
that ensure interactive involvement of the crane 
team in addressing responsibilities, procedures, 

precautions, and operational risk management 
associated with a planned crane operation. 
 
Safe Rigging and Operation of Category 3 
Cranes provides an overview of safe operat-
ing principles and rigging practices associated 
with Category 3 crane operations.  New and ex-
perienced operators may view this video to aug-
ment their training, improve their techniques, and 
to refresh themselves on the practices and princi-
ples for safely lifting equipment and materials with 
Category 3 cranes.  Topics include:  accident sta-
tistics, definitions and reporting procedures, pre-
use inspections, load weight, center of gravity, 
selection and inspection of rigging gear, sling an-
gle stress, chafing, D/d ratio, capacities and con-
figurations, elements of safe operations, hand 
signals, and operational risk management (ORM).  
This video is also available in a standalone, topic 
driven, DVD format upon request. 
 
All of the videos can be viewed on the Navy 
Crane Center website: 
 
http://www.navfac.navy.mil/navfac_worldwide/
specialty_centers/ncc/about_us/resources/
safety_videos.html. 

SHARE YOUR SUCCESS 

We are always in need of articles from the field.  Please share your weight handling/rigging stories with 
our editor nfsh_ncc_crane_corner@navy.mil. 


