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IMCA Safety Flashes summarise key safety matters and incidents, allowing lessons to be more easily learnt for the benefit of all. 
The effectiveness of the IMCA Safety Flash system depends on members sharing information and so avoiding repeat incidents. 
Please consider adding safetyreports@imca-int.com to your internal distribution list for safety alerts or manually submitting 
information on incidents you consider may be relevant.  All information is anonymised or sanitised, as appropriate. 
 

1 Lift bag near miss 

What happened 

During the over-boarding of a spool, a lift bag while being inflated, ascended through the engineered rigging 
arrangement and was caught by the contingency rigging. The diver had rigged the lift bag inappropriately for the 
conditions. The lift bag was hooked into one eye of the sling, the sling then slipped out as the lift bag became 
inflated and was inverted with the safety strap. Our member considered this incident to have had the potential for 
a serious injury or fatality.  

 
Spools were being rerigged subsea to gain the third wrap needed for the lift bag attachment 

What went wrong 

• Assumptions were made by the diver and by the supervisor, about the rigging, perhaps owing to: 
̶ Poor visibility; 
̶ Diver inexperience with lift bag operations; 
̶ Complacency. 

• The rigging arrangements were not correct nor verified as per procedure: 
̶ Spool rigging and local in-field adjustment began to happen without proper documentation or formal 

management of change (MoC); 
̶ The divers were multi-tasking, working in different locations on different concurrent tasks, and 

communications between the divers and diver supervisor were complex and unclear;  
̶ The rigging had been changed earlier but this change had not been communicated to the dive team; 
̶ As the final spool was lowered, late at night, rigging changes were not noticed. 

• Existing procedures were not specific to this task:  
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̶ A 4-ton lift bag was identified in the procedure but was not available; 
̶ The inverter rigging was not one size fit all, as the bags were different sizes, thus creating a scenario where 

diver rigging was required to lengthen or shorten the existing rigging; 

• There were changes of personnel during the job: 
̶ Superintendents were changed out; 
̶ The bell run was split such that the diver that de-rigged the spool was not the same diver as inflated the lift 

bag that came loose. 

• During the job, a finger incident occurred on the bell clump basket, and there was a safety stand down. 

 
Black Duct Tape added to “hold” the rigging in place  

Lessons learned 

• Ensure one single person is accountable for 
rigging, reporting to the Superintendent and 
collaborating with the dive team; 

• Improve management and installation of rigging 
configurations; 

• Ensure written procedures are not generic, are 
up to date, and reflect the details of the task in 
hand; 

• Minimise multitasking to eliminate distractions 
and fatigue; 

• Be additionally vigilant and ensure there is 
thorough communication: 
̶ At crew change and at shift change; 
̶ Between shore-side or yard and vessel; 
̶ Between crew of different departments – 

dive, deck, bridge, project, etc. 

Members may wish to refer to 

• Lift bag lost when rigging parted (2009) 

• Uncontrolled ascent – loss of lift bag to surface (2010) 

• Uncontrolled ascent of lift bag (2012) 

 
Note the middle leg is not choked, as per the drawing, 
change not noticed, nor articulated to the divers 

https://www.imca-int.com/safety-events/lift-bag-lost-when-rigging-parted/
https://www.imca-int.com/safety-events/uncontrolled-ascent-loss-of-lift-bag-to-surface/
https://www.imca-int.com/safety-events/uncontrolled-ascent-of-lift-bag/
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2 Finger crushed under Tether Management System (TMS) protection guard 

What happened 

A worker suffered a crushed finger when the protection guard of a Saab Seaeye TMS8 
Tether Management System fell on their finger. The worker was closing and securing the 
protection guard and lost grip on the guard. The 
guard fell down and trapped the left ring fingertip 
between the guard and the TMS frame. Upon 
removal of the glove it was identified the fingertip 
was damaged. The injured person went straight to 
the medic, who verified that the injury warranted 
hospitalisation, and the injured person was taken to 
hospital onshore. 

What went right 

• The injured person received medical help 
immediately and could be taken ashore for 
treatment quickly. 

What went wrong – what was the cause 

• With the two top pins removed the TMS guard 
can fall down if not safely supported – as when 
grip is lost; 

• It was cold; there was no weather protection – 
cold hands; 

• The worker was keen to complete the task in hand; 

• The worker was not wearing the correct type of gloves; 

• The task not fully risk accessed; there was no specific procedure/training to follow for guard removal. 

Actions 

The design of guards and securing method is under review for potential improvements. In the meantime a 
procedure for safe guard removal and refitting was generated and issued to all TMS8 owners as detailed in the 
bulletin copied at the foot of this incident. 

Members may wish to refer to: 

• Lost time injury (LTI): Finger injury whilst working in engine room [the trainee wiper’s hand slipped from the 
rope causing sudden drop of the pipe] 

• Dropped Object – door detached from TMS during dive 

Applicable 
Life Saving 
Rule(s)  

Line of Fire 

https://www.imca-int.com/safety-events/lost-time-injury-lti-finger-injury-whilst-working-in-engine-room/
https://www.imca-int.com/safety-events/dropped-object-door-detached-from-tms-during-dive/
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3 Sudden and uncontrollable move of A&R head 

What happened? 

At the end of offshore pipeline installation operations, a vessel was preparing 
for pipeline abandonment. The pipe end clamp was in the Hand-off Module 
(HOM) and had been bevelled and prepared; and the team were in the process 
of installing and aligning the Abandonment & Recovery (A&R) head for welding. Prior to installing the A&R head, 
the required volume of water had been removed from the flooded pipe clamped in the HOM.  

The A&R head was then lifted into position using the workstation crane. With the A&R head lifted into position, an 
external pipe clamp was used to help with line-up and to secure the head in the required welding position. As the 
final adjustments were being made, the A&R head assembly was moved upwards and then ejected in an 
uncontrolled manner from the pipe end. It swung uncontrollably for a short period but did not drop as it was still 
supported by the workstation crane. This was brought under control quickly by one of the deck team. 

Crew members were nearby (see images) but no-one was injured. 

What went wrong 

• There were no vent holes in the A&R head, as was specified by the client;  

• The ‘suck and blow’ effect from the residual water in the pipe had not been recognised as a risk, as this 
incident/event had never occurred at this magnitude before; 

• There were more people present (and hence at risk) than strictly necessary. 

Lessons learned 

• A renewed focus on controls, barriers, and risk management where Line of Fire risks have been identified; 

• Can the task be done safely with fewer people present? 

• Challenge norms and specifications and assess if they introduce changes with additional risks; 

• Consider and plan for “suck and blow” effects for similar operations. 

Members may wish to refer to 

• High potential stored energy incident: inner buoyancy module clamp failure during removal 

• High potential near miss: working on pressurised pipeline 

• Fatality: Stored pressure release 
 

Applicable 
Life Saving 
Rule(s)   

Energy 
Isolation Line of Fire 

  
Showing work area before event Showing A&R head ejected due to pressure 

0

https://www.imca-int.com/safety-events/high-potential-stored-energy-incident-inner-buoyancy-module-clamp-failure-during-removal/
https://www.imca-int.com/safety-events/high-potential-near-miss-working-on-pressurised-pipeline/
https://www.imca-int.com/safety-events/fatality-stored-pressure-release/
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