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THE CRANE CORNER 

As we approach the end of fiscal year 
(FY) 2016, your commendable efforts 
have resulted in further gains in weight 
handling safety.  As seen in the chart, 
significant crane accidents continued 
to decline, OPNAV reportable 
accidents remained very low, and near 
miss reporting is at an all-time high.  
Increased near miss reporting, coupled 
with an increased number of less 
significant accidents, demonstrates 
that many activities have improved 
accident and near miss recognition 
and reporting, which is a sign of a 
maturing weight handling program. 
 
The June 2016 revision of NAVFAC     
P-307 contains several changes with 
regard to accident and near miss 
reporting, including the addition of the 
definition of significant accident.  The 
goal for each activity should be to 
report events at the lowest possible 
level in order to obtain lessons learned 
and ultimately reduce or eliminate 
significant accidents.  Activities that 
have initiated weight handling monitor 
(surveillance) programs, another new 
requirement in NAVFAC P-307, have 
become more proactive in identifying 
near misses.  This effort has resulted 

in a steady increase in the number of 
near miss reports over the past few 
years.  Lessons learned from near 
misses include poor risk mitigation, 
improper rigging, and inadequate job 
planning.  It is even more important to 
recognize that many of these would 
have resulted in significant accidents 
(overloads and dropped loads) if not 
proactively identified by weight 
handling program personnel. 
 
Despite these gains, there is more 
work to be done.  Although near miss 
reporting has dramatically increased, 
only 42 of the Navy’s 425+ activities 
with weight handling programs 
reported near misses in FY2016, and 
only 9 activities (all of which have 
established monitor programs) 
reported 75 percent of the near 
misses.  With regard to accidents, 60 
activities reported accidents, indicating 
that 18 activities reported accidents 
but had no corresponding near misses.  
Just as important, a key focus area for 
FY2017 and beyond is increasing the 
recognition and reporting of lower 
threshold accidents. 
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(avoidable contact with no damage, not even a 
paint scrape).  Few activities are reporting these 
types of accidents, and the increased data from 
these events would provide additional lessons 
learned to prevent future events. 
 
When accidents do occur, your investigations 
should account for all of the vulnerabilities within 
the process or operation that allowed the 
accident to occur.  That is, contributing factors 
that may or may not have been the root cause, 
but if properly controlled, would have deterred an 
accident from occurring.  The investigation 
should also look at supervision’s role in the 
operation, as well as any organizational factors 
that may have contributed to the event. During 
the causal analysis phase, identifying 
environmental conditions, work team 
interactions, and effects on personnel decision 

making and risk avoidance allows the 
identification of the contributing factors.  When all 
potential factors are reviewed, corrective actions 
can then be focused toward mitigating not only 
the root cause, but also the contributing factors.  
By bolstering personnel based actions, whether 
through additional training, enhanced detail in 
processes and procedures, or increased 
supervision and oversight (or any combination of 
the three), additional controls can be recognized 
and implemented to decrease the level of risk 
and mitigate accident severity potential.  As with 
all corrective actions, implementation of an 
effective feedback process to analyze and 
assess compiled data will aid in determining 
overall effectiveness along with the necessity for 
continued short-term or additional follow-up 
actions for your weight handling program. 
 

TIP OF THE SPEAR 

FOURTH QUARTER FY16 EVALUATION SUMMARY 
 

During the fourth quarter of fiscal year FY16, 
while all activity evaluations were satisfactory, two 
concerning trends were noted at a high 
percentage of activities.  Specifically, concerns 
regarding the lack of, or poor implementation of a 
monitor (surveillance) program and the poor 
performance of pre-use checks or simulated lifts 
were noted at 50 and 43 percent of activities, 
respectively.  Regarding all evaluations for FY16, 
these same two concerns were noted at 48 and 
38 percent of activities, respectively.  It is 
imperative to ensure these concerns are 
corrected as implementation of a monitor 
program, a requirement of the June 2016 
NAVFAC P-307, will be required by July 2017, 
and pre-use checks are a fundamental pre-
requisite to ensure equipment remains in 
satisfactory working condition prior to performing 
weight handling operations.  
 
SUMMARY OF PROGRAMS EVALUATED 
 
54 Navy WHE programs and 2 non-Navy 
programs were evaluated.  A revisit was made to 
an activity in response to an unsatisfactory 
evaluation the prior year.  Some progress was 
noted with additional actions necessary. 
 
51 Navy programs were fully satisfactory. 

3 Programs were marginally satisfactory. 
 
100% satisfactory rate.  (100% for all of FY16). 
 
SATISFACTORY CRANES 
 
29 of 32 cranes were satisfactory (91%). 
Total for FY16: 156/202 (78%). 
 
REASONS FOR UNSATISFACTORY CRANES 
 
- Improper check of hoist secondary limit switch 
(two cranes). 
 
- Brakes not checked for settings, wear, 
adjustment. 
 
EVALUATION ITEMS 
 
Significant Items:  4 evaluations identified 
significant items, which are listed below. 
 
- Lack of overall compliance. 
 
- Lack of hazard assessment for electrical 
personal protective equipment. 
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- Improvement needed in weight handling program 
management. 
 
- Improved self-critical focus needed in data 
analysis and assessment. 
 
COMMON EVALUATION ITEMS (FIVE OR MORE 
ITEMS) 

 
- Lack of surveillance program or established 
program that needs improvement - 28 items. 
 
- Operator’s daily checklists, operator’s monthly 
checklists and simulated lifts performed incorrectly 
or not performed - 24 items. 
 
- Various unsafe crane and rigging operations 
observed by the audit team (side loading, 
unattended load, standing/walking beneath load, 
operating without signals, poor signaling, pinch 
points, slings bunched in hooks, load not balanced, 
no synthetic sling protection, brakes not checked at 
start of lift, side loading of shackles, trackwalker 
out of position, swivel hoist rings not torqued, 
trolley racked to one side, etc.) - 13 items. 
 
- Operators/riggers/test directors lacked essential 
knowledge (recognizing crane accidents, complex 
lifts, knowing the weight of the load, how to 
connect special equipment, etc.) - 13 items. 
 
- Inspection and certification documentation errors 
- 13 items. 
 
- Crane improperly stowed/secured (hook block in, 
or too close to, upper limit switch or stowed in path 
of traffic, machines, etc., power not secured) – 12 
items. 
 
- Training issues, including contractor personnel 
(training not taken; refresher training not taken or 
not taken within three months of license renewal; 
lack of inspector training) - 12 items. 
 
- Operator license/file discrepancies (no Objective 
Quality Evidence (OQE) of performance exam; 
examiner not licensed; no OQE of safety course; 
no OQE of operation to waive performance test; 
course not signed by examiner; course improperly 
graded; corrective lenses not noted; course not 
graded; licensed for more than two years; license 
not in possession of operator; operating with 
expired license; operating with no license) – 11 
items. 
 

- Designation issues (no designation, performance 
examiner designation not specific, designee not 
qualified, NAVFAC P-307 not referenced.) – 11 
items. 
 
- Weakness in (or non-existent) activity self-
assessments – 11 items. 
 
- Expired or non-program gear in use or not 
segregated from in-service gear - 7 items. 
 
- Lack of (or low number of) lower order crane 
accident and near-miss reports – 7 items. 
 
- No procedure for tagging equipment with known 
deficiencies and/or tagging equipment that is out of 
certification – 6 items. 
 
- Rigging gear/crane structures/other section 14 
equipment not in the program or lack 
documentation - 5 items. 
 
- Local weight handling instruction non-existent or 
inadequate - 5 items. 
 
- Unrecognized/unreported accidents or near 
misses (including damaged gear not investigated 
for cause) – 5 items. 
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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 can be improved. 
 
Accidents:  For the third quarter of FY16, 82 Navy 
weight handling accidents (65 crane and 17 
rigging) were reported.  Accidents increased by 24 
percent from the prior quarter, but despite the 
increase, the number of significant accidents in the 
third quarter was nearly the same as the prior 
quarter.  Significant accidents (overload, dropped 
load, injury, two-block, derailment, or overhead 
power line contact) are accidents that have the 
potential to result in serious injuries or substantial 
material damage or equipment costs and may 
require a more detailed investigation.  In addition to 
the Navy accident numbers, there were ten crane 
and rigging gear accidents reported by contractors, 
and two of the ten were significant accidents, 
including one injury. 
 

INJURIES 
 
Accidents:  There was one injury reported.  A 
rigger suffered a minor laceration to the head while 
lowering a load into a crate.  The load hung up on 
the side of the crate then suddenly released, 
causing the hoist block to shift and strike the rigger 
in the forehead. 
 
Lessons Learned:  Supervisors and weight 
handling personnel must anticipate worst case 
scenarios and ensure that individuals are well clear 
of the area in the event that control of the load is 
lost or a dropped load occurs.  The activity's 
investigation identified the component being lifted 
caught on the edge of a container as it was being 
lowered as a result of improper operation.  Instead 
of staying clear when the problem was identified, 
the mechanic reached toward the load and was 
struck by the crane's hoist block when the 
component released from the edge of the 
container.  Personnel must remember to stop if 
something doesn't look right and always expect the 
unexpected.  Required personal protective 
equipment must also be used at all times during 
weight handling operations. 
 

DROPPED LOADS 
 
Accidents:  Three dropped load accidents were 
reported.  A heat exchanger suspended from a 
chain hoist fell to the deck when the rigging gear 
came out of the hook of the chain hoist.  A storage 
box was dropped onto a trailer when the synthetic 
sling used for the lift was cut by a support bracket 
on the storage box.  Equipment being hoisted onto 
a ship fell from a pallet when the edge of the pallet 
contacted a rigid hull inflatable boat. 
 
Lessons Learned:  All of the three dropped load 
accidents resulted from improper rigging.  In the 
first example, personnel did not ensure the shackle 
for the dynamometer was properly connected to the 
chain hoist's hook.  Instead, the shackle was 
installed at an angle and on the point of the hook 
causing damage to the mousing device and 
allowing the shackle to come free and drop the load 
when the load shifted.  The second accident was 
caused as a result of not using the required sling 
protection to protect against cutting the sling on the 
load's sharp edge.  The last event occurred 
because the load was not properly secured or 
lashed.  Successful rigging is accomplished by 
slowing down and performing a thorough visual 
inspection in order to ensure the load is properly 
rigged, secured, and protected. 
 

OVERLOADS 
 
Accidents:  Five overload accidents were reported 
including three gear overloads and two crane 
overloads.   A synthetic sling was overloaded and 
damaged while rotating a propeller shaft.  The 
allowable test load of a crane was exceeded as a 
result of not complying with procedural 
requirements when calculating the test load value.  
A category 3 crane was overloaded when an 
incorrect test weight was used for the maximum 
load test.  A chain fall was overloaded when a 
cutting machine being lifted by multiple chain falls 
lifted unevenly.  A two-ton chain hoist was 
overloaded when a test weight for a three-ton hoist 
was used for the static test load. 
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Lessons Learned:  The overload accidents this 
quarter are particularly alarming because three of 
the five occurred during load testing.  Two of the 
accidents occurred when personnel used test 
weights that exceeded the capacity required for the 
test.  Accidents during testing operations are 
infrequent due to the added requirements and 
procedural controls but lack of attention to detail, 
complacency, and lack of forceful team back-up 
and can lead to inadequate inspection of gear and 
test loads.  Supervisors and personnel should 
guard against these characteristics by ensuring 
that an interactive brief and careful inspection of 
the load and rigging configuration is performed 
prior to the lift. 
 

TWO-BLOCK 
 
Accidents:  One two-block accident was reported.  
A mobile crane was two-blocked when the operator 
hoisted the block into the boom point sheaves 
during preparations for crane travel. 
 
Lessons Learned:  The investigation of this 
accident identified improper operation with the 
main hoist  anti two -block limit deactivated as the 
cause of the accident.  The operator lowered the 
boom and hoisted the main hoist block 
simultaneously and then lost focus on the main 
hoist block until it contacted the sheaves.  Taking a 
few extra minutes to operate one function or 
motion at a time could have helped prevent this 
accident.  Extreme caution must be utilized to 
ensure personnel remain attentive and that the 
limits are returned to normal operation once the 
limit is no longer required to be bypassed.  It is 
important for operators to ensure that when 
operating near limits, they operate in a slow and 
controlled manner, paying strict attention to the 
location of their hoist.  Additionally, crane team 
personnel should be involved in the process to 
provide crane team back-up and to act as 
signalers/designated spotters as needed.  As a 
result of this event, the activity took action to 
strengthen the procedure for this evolution, 
including a change to deactivate the anti-two-block 
limit switch as the last step before lowering the 
boom for stowage. 
 
Accidents:  Thus far in FY16, the number of 
significant rigging accidents has declined by 60 
percent and significant crane accidents declined by 
14 percent from the previous fiscal year.  FY16 

OPNAV reportable accidents dropped by 72 
percent (2 versus 7) over the same period in FY15.  
These declines coincide with increases in the 
number of minor accidents reported, including 
accidents with no damage, and an increase in near 
misses.  Clearly, some activities recognize the 
need for an increased focus on identifying less 
significant events and are capitalizing on the 
lessons learned from these events by 
implementing barriers to prevent significant 
accidents from occurring.  Although the trend is 
moving in the right direction, the numbers are 
being influenced by only some of the larger 
activities.  In order to achieve the goal of zero 
significant accidents, all activities must understand 
and support the concept of reporting events at the 
lowest possible level and develop a monitoring 
program that requires observations during in-
process weight handling operations.  A review of 
the ten significant accidents identified that 
personnel did not comply with basic rigging 
practices, such as using sling protection, and 
verifying that the load was properly rigged.  A 
simple visual inspection of the load and/or rigging 
would have prevented the majority of significant 
accidents this quarter. 
 

NEAR MISSES 
 
The number of near misses has steadily increased 
over the past few fiscal years and that increase 
continues in FY16.  The number of near miss 
reports increased by 17 percent in FY16 as 
compared to the same period in FY15, but again, 
this number is being driven by fewer activities than 
is preferred.  As discussed above, gains are being 
made, but in order to continue on the path of 
improving safety in the weight handling community, 
more activities must develop a proactive approach 
toward accident prevention.  There was a wide 
variety of causes relating to the near misses 
reported in this quarter, including improper rigging, 
inadequate job planning, and poor risk mitigation.  
Many of these events could have resulted in 
significant accidents, such as overloads and 
dropped loads, if not identified by personnel, 
managers, and supervisors observing weight 
handling operations.  It makes sense that an 
increased presence would provide the opportunity 
to identify additional near miss events and further 
reduce significant accidents. 
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Weight handling program managers and safety 
officials should review the above lessons learned 
with personnel performing weight handling 
operations and share lessons learned at other 
activities with personnel at your activity.  Data from 
the third quarter indicates a continuing decline in 
significant and OPNAV reportable accidents in 
FY16, but all activities must continue to be 
proactive in identifying near misses and minor 
accidents to ensure we finish the year strong.  
Understanding that each person is vital to 
identifying issues is a critical step toward improving 
program safety and reliability.  Leadership is 
encouraged to continue to stress the importance of 
being proactive and the need to stop when 
something is not as expected. 

 

WEIGHT HANDLING TRAINING BRIEFS 
 

 The Weight Handling Training Briefs (WHTBs) are 
provided for communication to weight handling 
personnel.  On 21 June 2016, the new NAVFAC    
P-307 revision was signed and became available 
for immediate implementation.  Navy Crane Center 
developed a series of briefs in order to provide 
some specific details relating to the change.   
 
Similar to the Navy Shore Weight Handling Safety 
Brief, the WHTB is intended to be a concise and 
informative discussion of a trend, concern, or 
requirement related to recent/real time issues that 
have the potential to affect our performance and 
efficiency.  The WHTB is 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.  The 
WHTB can be provided directly to personnel, 
posted in appropriate areas at your command as a 
reminder to those performing weight handling tasks, 
or it can be used as supplemental information for 
supervisory use during routine discussions with 
their employees.   
 
When Navy Shore Weight Handling Safety or 
Training Briefs are issued, they are also posted in 
the Accident Prevention Info tab on NCC's web site 
at http://www.navfac.navy.mil/ncc. 
 
 

Knowledge is of no value 

unless you put it into 

practice. 
Anton Chekhov 

http://www.navfac.navy.mil/ncc
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Soft foot can cause premature coupling wear; 
bearing/seal fit; excessive vibration; and clearance 
issues (in extreme cases it may cause shaft 
fatigue).  The following are lessons learned that the 
Navy Crane Center has found on machine 
installations that may be beneficial to activities in 
identifying and correcting soft foot conditions. 
 
We all know what soft foot is, right?  Soft foot is 
when we are sitting at a table and the table rocks.  
The solution is usually a stack of sugar packets or 
folded up napkins under one leg to make the table 
stop rocking.  Formally, soft foot is the condition 
caused by poor contact between the feet of rotating 
equipment and the machine base.  Soft foot will 
distort the machine’s frame which can put undue 
stress on the shaft and upset critical clearances.  
This distortion will cause the centerline of the shaft 
to be inconsistent, which will make aligning 
machines extremely difficult.  
 
There can be several causes of soft foot conditions 
including: 

- Twisted or warped machinery foundations or 
baseplates. 

- Twisted, warped, improperly machined, or 
damaged machinery feet. 

- Improper amount of shims under machine 
feet. 

- Dirt, trash, corrosion, or other unwanted 
materials under machine feet. 

- Dents or other flaws in machine base or 
machine feet. 

- Excessive tension on machine due to 
jacking bolts warping machine feet. 

- Induced soft foot.  Induced soft foot is 
distortion of the machine frame caused by 
forces external to the rotating machinery.  
Pipe or conduit strain is typically the main 
cause of induced soft foot. 

 
The figure below shows three types of soft foot.   
 
Here are few steps to take to minimize and control 
soft foot: 

- Confirm baseplates and foundations are 
installed and leveled to applicable 
specifications. 

- Ensure foundations and machine feet are 
clean, de-burred and free from dents, 
bends, and damage in mounting locations. 

- Use clean, flat, corrosion resistant shims.  
- Always “mic” your shims, even those from a 

shim pack.  Due to manufacturing 
processes, shim are not individually 
checked for thickness and dimensions are 
not always 100% accurate.  Shims 50 mils 
and thicker are more likely to have 
variations in size. 

- Leave all the foot bolts loose and check for 
obvious rocking of machine. 

- Check one machine foot at a time, using a 
feeler gauge under each of the feet to 
determine the necessary shims that are 
required.  Generally, no more than four 
shims should be stacked under a single 
machine foot.  Full shims can be used or 
occasionally partial shims may need to be 
“stair cut” to correct the soft foot condition. 

- Once gross soft foot has been eliminated, 
tighten each bolt in an opposing foot 
tightening pattern.  Continue to use this 
tightening pattern any time the bolts are 
tightened.  

- Soft foot can be measured a number of 
ways including dial indicators or laser 
alignment tools. 

- Recheck for soft foot using a smaller feeler 
gauge, and repeat the process until all feet 
have been checked and shimmed as 
needed. 

 
Remember, when performing shaft alignment 
correcting gross soft foot is the first step in 
achieving a quality precision alignment.  Correcting 
soft foot to allowable values has the potential to 
take a lot of time; however, the steps above should 
minimize the time required, make the overall 
alignment easier, and provide more repeatable/
consistent readings.  Minimizing soft foot the first 
time will ensure rotating equipment operates 
properly, decrease equipment failure, and extend 
the life of the machinery. 
 
We are always interested in learning about 
advances in weight handling equipment.  If you 
have found new technology, please share with our 
editor nfsh_ncc_crane_corner@navy.mil. 
 

 

DID YOU KNOW? 
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WEIGHT HANDLING PROGRAM SAFETY 

VIDEOS 

 
Accident Prevention provides seven crane accident 
prevention lessons learned videos to assist activities in 
raising the level of safety awareness among their 
personnel involved in weight handling operations.  The 
target audiences for these videos are crane operations 
and rigging personnel and their supervisors.  These 
videos provide a very useful mechanism for 
emphasizing the impact 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 covers NAVFAC P-307 

requirements and activity responsibilities.   

 
Mobile Crane Safety covers seven topics: laying a 
foundation for safety, teamwork, crane setup, 
understanding crane capacities, rigging considerations, 
safe operating procedures, and traveling and securing 
mobile cranes.   
 
“Take Two” Briefing Video provides an overview 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 operating principles and 
rigging practices associated with Category 3 crane 
operations.  New and experienced operators may view 
this video to augment their training, improve their 
techniques, and to refresh themselves on the practices 
and principles for safely lifting equipment and materials 
with Category 3 cranes.  Topics include:  accident 
statistics, definitions and reporting procedures, pre-use 
inspections, load weight, center of gravity, selection and 
inspection of rigging gear, sling angle stress, chafing, 
D/d ratio, capacities and configurations, 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. 
 

HOW ARE WE DOING? 

We want your feedback on the Crane 

Corner. 

Is it Informative? 

Is it readily accessible? 

Which types of articles do you prefer 

seeing? 

What can we do to better meet your 

expectations? 

 

Please email your comments and  

suggestions to  

nfsh_ncc_crane_corner@navy.mil 
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