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LIST OF ABBREVIATIONS 

 

 

CPM - Captaincy of Ports in Macaé 

SCC - Security Crew Card 

HND - Hydrography and Navigation Directorate 

DPC - Directorate of Ports and Coasts 

GEPLAT - Platform Manager 

INTERCOM - Interior Communications System 

ISAIM - Maritime Accident and Incident Safety Investigation 

AMM - Aero Medical Mission 

PETROBRAS - Petróleo Brasileiro S / A 

SUMAM - Maintenance Supervisor 

IMO - World Maritime Organization 

PNA 2 - “NAMORADO 2” Fixed Platform 

COMAM - Maintenance Coordinator 

WP - Work Permit 

GD 13 – Crane number 13 

SB - Starboard 

PB – Port  

PRA - Preliminary Risk Analysis 

NM - Nautical Miles 

NI - Naval Inspector 

PPC - Planning and Programming Cell 

SISTRAM - Maritime Traffic Information System 

LMI - Legal Medical Institute 

PPE - Personal Protective Equipment 
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I - Introduction 

For the purpose of accomplishing the collection and the analysis of evidences, the 

identification of the causal factors and the elaboration of the recommendations of safety that 

are necessary, in order to avoid that in the future occur similar maritime accidents and/or 

incidents, the Ports Captaincy of Macaé (CPM) carried out the present Safety Investigation 

of Marine Accidents and Incidents (ISAIM) in compliance with that laid down in the Casualty 

Investigation Code of the International Maritime Organization (IMO), adopted by Resolution 

MSC.255(84). 

This Final Report is a technical document that reflects the result obtained by the CPM 

in relation to the circumstances that contributed or may have contributed to unleash the 

occurrence and does not resort to any procedures of proof for verification of civil or criminal 

responsibility. 

        Furthermore, it should be emphasized the importance of protecting the persons 

responsible for the supplying of information related to the occurrence of the accident, for 

the use of information included in this report for ends other than the prevention of future 

similar accidents may lead to erroneous interpretations and conclusions. 

 
II - Synopsis 

Circumstances of the accident: 

       On November 25, 2018, around 2:00 pm, on board the fixed platform “NAMORADO 2”, 

in the Namorado oil field, in the Campos Basin, in the position Latitude 22º27'02 “S and 

Longitude 040º24'42” W , a fatal accident occurred during maintenance on the crane on the 

southwestern face of module 13, resulting in the death of a Mechanical Technician. 

The communication of the occurrence of the accident was received at the Captaincy of 

the Ports of Macaé, by telephone, on November 25, 2018 and, on the following day, two 

Naval Inspectors, acting as Accident Investigators, visited the platform to assess the 

situation and collect evidence in order to conduct this Maritime Safety Investigation. 

  III -   General information 

   a) Characteristics of the vessel: 

Port of Registry: Non Applicable   

Flag: Brazil 

Call Sign: 9PPY  

Ship Type: Fix Oil Platform 
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M/V IMO: Non Applicable   

MMSI: Non Applicable   

Official Number: PNA-2 “Namorado 2” 

Owner: PETRÓLEO BRASILEIRO S/A -PETROBRAS, 

Date of keel beating: Non Applicable   

Delivery: 1984 

Shipyard: Nantong Cosco Khi Ship Engineering Co., Ltd. Gross Tonnage: 22566 

Net tonnage: Non Applicable   

Total length: 80,58 m 

Breadth: 61,66 meters 

P & I Club: Not informed 

b) Documents and Certificates:  

All documents and certificates presented. 
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Photo 2: Aerial view after the accident. 
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IV – Accident local data 

     The NAMORADO 2 maritime unit is a fix platform located at the geographical coordinates 

of Latitude 22º27'02 ”S and Longitude 040º24'42” W, in the Campos Basin, Campos dos 

Goytacazes - RJ. On the day of the accident, the sea current was in the direction of 000 ° x 

0.26 knots, wind in the direction of 222 ° x 28 knots and a swell of 1.6 m. It should be noted 

that the climatic conditions contributed nothing to the accident.  Environmental conditions 

were normal, with no noteworthy observation. 

 

V - Human Factors and Crew:  

During the verification of documents, carried out by the Naval Inspectors, the day after 

the accident, it was observed that the unit met the requirements of the STCW code and 

NORMAM 01. All crew members were physically and technically qualified for their functions 

and the SECURITY CREW CARD, issued by the Macaé Police Station on July 20, 2017, 

was attended to. 

It should be noted that the unit had good conditions of habitability, hygiene and 

comfort, with adequate internal temperature, with satisfactory lighting and without recording 

noise that could affect the relaxation period of the crew in their designated resting places. It 

is worth mentioning that the company PETRÓLEO BRASILEIRO S / A - PETROBRAS 

adopts a prohibitive alcohol and drug policy on board of its maritime units and strict control 

of the shipment of medicines by the crew (only with medical prescription). 

Among the main members involved in the accident, the following stand out: 

Mechanical Technician - Employee of the company RIP SERVIÇOS INDUSTRIAIS 

LTDA, with more than 10 years in the OFFSHORE segment, experienced in his function and 

duly qualified. At the time of the accident, he was carrying out the repair of the GD 13 crane 

parking brake system, which culminated in his death. 

Crane operator - Employee of the company CSE MOVIMENTAÇÕES DE CARGA, 

since March 13, 2018. He has been trained as a crane operator since 2004. He has been 

working at Plataforma NAMORADO 2 for at least 06 months and embarked on November 

22nd , 2018 in this Unit. At the time of the accident, he was in the crane's cabin. 

Cargo Handling Assistant - Employee of the company CSE MOVIMENTAÇÕES DE 

CARGA and he was hired by this company on October 5th, 2017, being in his second 

shipment at the NAMORADO 2 maritime unit. He performs the function of Cargo Handling 

Assistant, having approximately 10 years of experience in the role. He boarded this unit on 
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November 22nd, 2018. At the time of the accident, he was on the cargo deck on the seventh 

floor of this Platform. 

Cargo Handling Supervisor - Employee at CSE MOVIMENTAÇÕES DE CARGAS. He 

is the Cargo Handling Supervisor of the company CSE MOVIMENTAÇÕES DE CARGAS 

aboard the NAMORADO 2 Platform and was on his first shipment at that maritime unit. He 

had already worked in other maritime units, when hired by other companies in the segment. 

It was verified that he boarded this unit on November 19th, 2018. He was in module thirteen 

(floor 13) of the Platform, at the height of the crane's pedestal, when the accident occurred. 

 

VI – Chronological Sequence of Events 

At around 1:40 pm, on November 25th, 2018, the crane operator arrived at the module 

13 crane in order to start the cargo handling scheduled for that day. The check-list was 

carried out before the operation and the equipment did not present any abnormality during 

the initial test and, therefore, the maneuver was continued.  

Before the accident, a compressor was moved from module thirteen to the top of the 

probe and then a load lifting net from module thirteen to module eight was fixed without any 

problem. After this initial movement, it was noticed by the crane operator, in the cabin, that 

the GD 13 crane had difficulties in the parking brake system of the turning table. Then, 

during the second movement (specifically in the movement of the load lifting network) there 

was this perception of failure in the parking brake of the crane's turning table.  

The crane operator, upon realizing the failure of the crane's brake system, radioed the 

mechanics technician and reported what happened. According to testimonies, the 

technician showed no resistance to perform the task and neither was reported any 

indisposition. It should be noted that contact was made directly between the crane operator 

and the mechanic technician, with no interference or consent from the Platform Manager 

(GEPLAT), Petrobras Maintenance Coordinator (COMAN), Safety Supervisor and 

Mechanics Supervisor. Therefore, the mechanical technician acted on a free and 

spontaneous initiative, without giving prior knowledge directly to his superiors about the 

maintenance to be performed either via radio or in person. The mechanical technician 

arrived at the crane and asked the crane operator to carry out a test on the parking brake 

and a failure was found in the stationary brake system of the turning table.  

During the maintenance of the brake system, around five adjustments were made 
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before the accident occurred and, in the last adjustment, the mechanical technician asked 

the crane operator to perform a greater turn, around thirty to forty degrees turn, in order to 

certify if the adjustment in the brake adjustment spring of the turning table had been 

effective in the braking system. At that moment, the crane operator informed the 

mechanical technician that he would collect the steel cable of the weight ball a little, as it 

was very close to the cargo deck, and could cause some contact in this deck or with loads 

that were nearby. When executing this movement, the accident happened, the victim 

(mechanical technician), was “swallowed” by the winch of the weight ball, since the cat's 

lanyard on the parachute belt used by the victim, was connected to the steel cable of the 

drum (according to testimony of the Fire Department official who removed the victim's 

body). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Photo 3: View of crane 13 
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Photo 4: Brake adjustment spring of the crane's turning table. 

 

 

 

 

 

  

 

 

 

 

 

Photo 5: Rear view of the weight ball winch drum 
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Photo 6: Level where the Mechanical Technician (victim) was supported / seated to 

perform for the maintenance of the brake system. In the background, front view of 

the drum of the weight ball winch. 

 

 

 

 

 

 

 

 

Photo 7: Detailed view of the brake spring of the crane slewing table. 
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Photo 8: Top view of the winch, of the meshed platform where the Mechanical 

Technician (victim) performed the service and steel cable of the drum to which the 

lanyard cat was connected. 

 

 

 

 

 

 

 

 

 

Photo 9: Simulation of the correct position for maintenance by the Mechanical 
Technician. This photo was taken during the reconstitution of the accident carried out 

by the Naval Inspectors of this Captaincy, on January 24, 2019. There was no 
evidence (marks, dents, scratches) on the lateral anchoring points that explain the 

fact that the victim used them to attach the cat to its double lanyard belt, which 
reinforced the version of the statements made by the witnesses who carried out the 

removal of the victim's body. 
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VII - Procedures after the accident 

   The crane operator only became aware of the accident when he was alerted by the radio 

cargo handling assistant, who was visually accompanying the operation on the seventh 

cargo deck. The latter requested the Crane to stop moving the equipment, assuming the 

victim had fallen. With the crane paralyzed, the crane operator went to the engine room and 

found the Mechanical Technician attached to the winch drum.  

Soon after, the cargo handling assistant also arrived at the scene of action and, realizing 

the severity of the accident, called the nursing technician. He informed that he had 

performed all the protocols of doctors, but that the victim was already without vital signs 

and there was nothing more to be done, as it would not be possible to remove the body. 

The loudspeaker announced the occurrence of the accident on crane number 13. The 

crane operator and the cargo handling assistant had to be disembarked by helicopter, on 

the same day, around eighteen o’clock, as they were in shock when witnessing the 

impacting scene. They were seen at UNIMED Hospital, in Macaé City.  

The crane was isolated by the Platform's rescue team to avoid crowding people and 

altering the accident site, so as not to jeopardize the subsequent investigations to be 

established. The death was verified by the doctor who embarked at the Maritime Unit (PNA 

2), at around 5:30 pm, and all communication protocols and procedures were adopted. The 

body was removed the day after the accident by the climbing supervisor IRATA 3 and by a 

fire department official. Then, the body was placed in a cold room, remaining for 

approximately ten to twenty minutes, and later disembarked to the Brazilian Legal Medicine 

Institute. 

VIII - Consequences of the accident  

a) Personal injury: the Mechanical Technician died on November 25th, 2018, and the 

cause of death was found to be the following: sticking and crushing of the chest, abdomen 

and upper limbs (according to the autopsy report). 

b) Environmental damage: There was no record of pollution to the environment related 

to the accident. 

c) Material damage: The steel cable of the drum of the weight ball winch was cut to 

remove the victim, and the crane had to be banned to carry out the investigations. 
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IX – Expert examinations 

     On the day following the accident, teams of experts from the Brazilian Navy, the Rio de 

Janeiro State Military Fire Brigade and the Civil Police were transferred to the Platform to 

collect information, to assess the accident site and to remove the body of the victim. The 

area in which the Mechanical Technician suffered the accident was examined and a 

photographic. A montage of the situation was made. 

In addition, on January 24th, 2019, the three experts from the Captaincy carried out a 

reconstruction of the accident and a flag state control inspection was opened in order to 

examine, in greater detail, the possible scenarios and conditions present at the time of the 

fatality. 

 Tests were carried out on crane number 13 in order to verify its operation, using the 

controls in the cabin, and starting from the position in which it was interdicted. In this 

inspection of the equipment, ten deficiencies were observed, including the inoperability of 

the parking brake of the turning table (primary failure, whose repair attempt culminated in the 

death of the Mechanical Technician). 

 

X - Analysis and Causal Factors 

      In the analysis of the data collected on November 26th, 2018 and in the reconstruction of 

January 24, 2019, it can be seen that: 

a) The mechanical technician was on the module 13 cargo crane with personal 

protective equipment (PPE), with a parachutist seat belt and with a portable radio for 

communication. However, he disobeyed the safety standards of the company and the 

Ministry of Labor (NR 35), performing the service without a Work Permit (WP) specific to the 

task he would perform (work at heights) and without informing his superiors on the 

hierarchical scale, as well as, his course certificate for work at heights was not presented. 

Therefore, it is concluded that he acted on its own initiative, with no coercion / order to do 

so. According to the testimony provided by the Nursing Technician of the platform, there was 

no record of assistance to personal in the ward that indicated that he was using medication 

that affected his attention, focus, perception or judgment. In addition, according to other 

testimonies collected, no unusual behavior was observed about the mechanical technician 

on the day of the fatality that showed physical or mental incapacity to carry out the work. 

Therefore, all the action took place through informal radio communication between the main 
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parties involved (mechanical technician and crane operator). 

b) During the trip on board, when the mechanical technician's body had not yet been 

removed from the fatality site, it was observed that the PPE lanyard used by the victim was 

wrapped in the drum of the weight ball's winch and that the anchoring points of the seat belt 

lanyard connectors were intact, no signs of damage that could indicate that the mechanic 

technician was correctly secured. If the victim had attached at least one of the lanyard 

connectors to the lateral anchoring points (Photo 9), these possible points would show some 

sign of damage, since the mechanical technician was swallowed by the winch drum, and the 

effort suffered by the lanyard, when stretched, it would be enough to mark the anchoring 

point to which the cat was connected, or to break the lanyard strap. As there was no 

evidence of damage to the lanyard and cats, and taking into account the testimony of the 

professionals who removed the victim's body, it is concluded that the mechanical technician 

used the steel cable of the weight ball as a anchoring point, contrary to all safety procedures 

from the moment the problem was reported, in the crane's turntable brake system. 

c) The crane operator did not comply with safety rules, as he did not isolate the crane 

during maintenance, as well as, maintained the combustion engine running throughout the 

repair / adjustment attempt process. He made a turn on the crane and moved the steel cable 

of the weight ball even though he was aware that the mechanical technician was exposed to 

numerous risks in the place where he was (Photo 9). In this case, there is a lack of 

perception of risk, in general, in addition to extremely deficient communication.  

In view of this situation, it is observed, in general, that the maintenance (deficient) of the 

cranes and the loading operation has been carried out in a negligent manner. Failed 

communication between those involved also contributed to what happened, as the noise 

from the crane's engine directly interferes with hearing and understanding, and, to this, it is 

added the fact that the crane operator was inside the cabin, wearing ear protectors, and 

used a radio to speak to the mechanical technician. It is noteworthy the breach of all safety 

protocols in maintenance processes, the absolute lack of perception of risks, in general, the 

poor safety culture and the neglect present in the maintenance of the crane, since it was 

never noticed, nor made an assessment of the anchoring points available for the service that 

was being performed on the turn brake adjustment spring, contrary to the provisions of NR 

35 on working at height. All of these factors contributed to the accident. 
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XI - Preliminary Lessons Learned and Conclusions 

The present investigation on the circumstances of the accident basically showed that 

what happened on board the platform was due to the lack of respect for the need to take 

precautions and to stop the task when necessary. In addition to this factor, the fact that the 

culture of safety and security management was not strong was evidenced. 

It can be concluded that there was a sequence of errors in the work execution chain, a 

systematic breach of safety rules and procedures, permissiveness, negligence and extreme 

lack of risk perception. 

In short, the crane failed in its parking rotation system, which represents a high risk, as 

the boom can move without any control, due to the wind, and can cause serious material 

and personal damage. The crane operator made an informal announcement via radio, and 

the mechanical technician volunteered, almost immediately, to remedy the problem. There 

was no formal communication to the superiors about the equipment failure, so that the repair 

process would be carried out by the appropriate and regulatory means. The correct 

procedure, and formalized by the flow chart of the company PETRÓLEO BRASILEIRO S / A 

- PETROBRAS, would be: The crane operator, when realizing the problem in the brake 

system, should first inform the cargo handling supervisor and note such damage at the 

check daily list. The crane operation should be stopped completely. The cargo handling 

supervisor, in turn, should notify the RIP company's maintenance supervisor. This would 

pass on the problem to COMAM and SUMAM (Petrobras representatives on board), for 

opening maintenance and scheduling notes for the Work Permit (WP), after evaluating the 

PPC (Planning and Programming Cell), on land . If resources are available, this note is 

inserted into a portfolio of services, in order to subsequently generate a Work Permit on 

board. Therefore, there was a general breach of regulated procedures and protocols. 

Also, take into account the fact that the maintenance platform, on which the mechanical 

technician was seated at the time of the accident, was very close to the floor of the crane's 

lower circular balcony (about 2 and a half meters), as shown in Photo 3. According to NR 35 

(working at height), the lanyard must be connected to a point, in order to restrict the distance 

of the free fall, and in order to ensure that, in the event of a fall, the worker does not collide 

with the lower structure (in this case, the circular balcony floor). As it is an almost 

insignificant height, it is believed that the mechanical technician used the steel cable of the 

weight ball drum as an anchor point, since the lateral point (crossbar next to the winch) 

would not be suitable to catch a fall, and prevent it from reaching the bottom floor. Taking 
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into account the fact that the steel cable was the closest and highest point (above its head) 

to connect the cat, it is assumed that the mechanic technician acted like this, believing that 

the adjustment would be a common procedure, a simple and quick adjustment, and not 

realizing the risk factors around (equipment with rotating parts, for example). 

 

XII- Safety Recommendations 

The accident occurred due to a sequence of errors, negligence and non-compliance with 

maintenance and safety procedures as a whole. 

 

Thus, it is recommended: 

 

1) The implementation of improvements in training and awareness about the prevention of 

accidents at work, aiming to create a strong safety culture focused on the onboard 

activities. 

 

2) The elaboration of a detailed crane maintenance program, depending on its age, 

continuous use and high degree of wear. 

 

3) That equipment and systems operators know their attributions and limitations in the 

hierarchical chain of the platform, thus avoiding acting impulsively and without prior notice 

to superiors. 

 

4) That The Safety Management System must be revised to predict and assess all risks in 

the actions carried out on the cranes, especially with regard to their maintenance. 

 

  5) That there would be a well-defined checklist to check the load equipment maintenance 

routines.                                            

 
 
 
 

      

 


