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Station Keeping Hici

e 21 volumes produced thus far from 1990 to 2010

 Analysis of Dynamic Positioning Station Keeping
Incidents 1994 — 2003

« DOE - Dynamic Positioning Station Keeping Incidents —
An Incident Databank 1980 — 1988 for Dynamically
Positioned Vessels used for Diving Support
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o Setthe format for subsequent years

* Incident tree, comments, main and secondary cause

 DP Incidents While Diving; DP Incidents Without Divers;

DP Related Incidents

« Names of individual vessels, owners and their clients
kept confidential

 Information in publication does not enable
Identification of vessel, owner or client

 Publication made available to all those participating in
provision of data
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Inciderts entenad

In-house preparation
Confidentiality

Incident tree, comments,
main & secondary causes
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DP Incidents — Computer 2008 ©
MAIN CAUSE

o Software bug

o Software bug

o Software bug

e Incorrect current model

 Draught defaulting to zero after confirmation
 Vessel moved ahead of DP model prediction limit

SECONDARY CAUSE
 Updated software requiring adjustment to DP model
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DP Incidents — Computer 2009 <
MAIN CAUSE

o System software

« Softwareissue
o Software function error for lamp test & button test
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DP Incidents — Computer 2010 <
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MAIN CAUSE

 Erroneous set heading parameter in software
 Poor quality control on software

e Software bug

* Virus infecting operator stations

o Software not properly installed

SECONDARY CAUSE
e Software failure within DGNSS unit




DP Inciderits 2061 &2012  ©

As of end of August 2012:

/3 DP incidents have been received for 2011 (however 22
of these incidents are the same incident from the same
vessel thus effectively 52 incidents have been received)

41 DP incidents have been received thus far for 2012



ACCIDENT REPORT

SERIOUS MARINE CASUALTY REPORT NO 13/2011 AUGUST 2011

[——
United Kingdem
Merchant Shipping
[Accident Reparting and
Regulations

“Thescictisciote | SUMMARY

nersons framort a0 | At 1524 (UTC) on 28 February 2011,
Investigation] Regulstions. the platform supply vessel (PSV) SBS
2008 wholl e Whe provention Typhoon was undertaking functional
::en::;h‘mm:::w Ilialg of a newly installed dynamic

{OF) sysiem while alongside
an investigation 1o detarmine. | 1N Aberdeen Harbour. Full ahead pitch

Eabiliey nor, secept 80 far was inadvertently applied to the port and
:: - m;r 10 achuewn pitch

blame” (CPP), causing the ship to move along
NOTE the quay. Contact was made with the

This ruport is not writien standby safely vessel Vos Scout and the
with Migation in mind and, PS5V Ocean Searcher, causing structural
£l e Mercrar Snimeg | and deck equipment damage.

(Accident Reporting and

Investigatian) Regubstons Ahssd nilcl: was snnlad ks the CPPs
i grer ) Ahead pitch was appled Io the CPPs

i any juscial proceedings because an incorrect pitch command
O et o | Sl was Qenermiad by e DF syzlem
o appotion kabily or blama, | s

You must fe-se § sccuraisly

bt gai gk
Tel 023 B0I% 5500
Fax 023 3023 2450

SBS T DOM

Contact in Aberdeen Harbour,
26 February 2011

signal modules, The ermor was not
identified during factory tests or during
the pre-trial checks although the system
documentation specified the corect
Signal VaIues. ACho
o limit damage were hampered by a
defective engine emergency stop and
because a mode selecior swiich on
the DP system was not moved to the
carrect position.

In view of the actions already
taken lo prevent a recurrence, no
recommendations have been made.

Narrative report
Summary

Factual information
Analysis
Conclusions
Actions taken
Recommendations



CHIRP marmive FEEDBACK

Issue No: 30

EDITORIAL

Thers in an sesential preraguisite for CHIRF 10 fiouriah -
we nesd mornere o ssnd rapore of negrmiese and
mafsty weusa. For this o hoppan, & i of courss
necsseary to use g0od ReaMENEhD SNd,or engmesrng
practics 19 recognes that @ Dituetion i hezErdow, to
ntarvans a8 GPOFOPIEtS 1o COMCt 7 and to rapor it 8o
that lsaoons can be learned.
N racent manihe we Nave Desn deal
of raports which woald make intsrsat
nciude iseuse relating to fetgus and faiurs to repert an
sccident. However, sven though we o not discioss
denttes of pacole or vesmsla, publishing even &n
outiine of these reports could riek bresching the
confidentislity of the report. S0 the reporin we ssiect for
DUDCEtioN do MOt Necasearily ropresent the wids
epactrum of inouss with which we deal.
A report By the UK Marine Accident Investigation Branch
N May 2011 describsd the tragic death of o Chist
Enginesr in the Ift sheft of & contsiner vesssl. [The
repcet con De accected o www.maib gov.ukl The
mvoatiZation found thet @il the asfety beeicm that could
neve pravenied the accident ned besn ignored, resst o
circumwented. This was the third fatsl scoident in an 8-
manth pericd on bosrd ahipe of thin Company.
The M2IE inveatidation found that, althcugh the safsty
management eystsm  wen COMPSGNt  with  the
mtarnetionsl siendard, there wers seriows failings in &a
. Faw rigk wars
eafs yetemn of work had not besn estsblishsd and
work  permita  wers not  used  aparoprtely.
Communication betwoen crew and ehore manEZsmont
wea imsMfective, ond undsrying problsms wers not
dentfind. Afthcugh thie company hee en inhouss naar-
miga reporting acheme, no nesr-micoes wers recordsd
an thin perticusr vooes! in the -month poriod befars
thia accident.
Hesr-maes reponing provides @ powerful tool for
dentfying problema and agfety sbuse in Gn
SrEEREStON. MEOr COMPANiss Navs thair cwn schemas
=nd the willingnese of mariners to report near-misess i@
one indicator of @ £cod Culture of aefaty. Newerthaioon,
thare may be CCCREIONE Whan MAriners are reluctent to
@end & report to their company. If 8o, CHIRP provides &
means for reporing & mear-miss Or oefety ieue in
complets confidencs. We wars pissned raconty 1o hoer
of @ mezor company @ which such uss of CHIRP, 8 &
supgiement o ita own nesr-mica reportng scheme, i@
sncoursged end included in its Zafety Managsment
System.

3/2011

Our Spansoms
We are grateful ta the epanecrs of the GHIRF Maritime
Programme. They cre:

The Corporaton of Trinity Houss

Lioyd's Regiater Educational Trst

The Britennia Stasm 3nip NoUrEncs sseociatan Ltd

The Stenderd P& Ciub

CHIRP rsceives rsports on @ rangs of hazardous
incidents thet have occurred within the commercial,
fiahing and |sure sectors of the maritime community.
Hers ars @ number of reparts which will be of wider
interset, together wih the “lessons learmed” sa
deacribed by the reparter. The CHIRP comments have
been reviewsd by the CHIRF Marltime Advisory Board
which has members from o wide range of martime
orgsnisstions. Full detsis of the membemhip can be

COMMERCIAL SECTOR REPORTS

Orricer oF Warex Not Warenine

Report Text At 0520 locs! ime, own ehip wes heading
120 dagrese @t 185 knote, ond was cpprosching a
potentially buey Croesing area in the 3outhem MNorth
Bea. The visibdity wee 7 miles, wind 2E force 5,
modarats oea.

We detectsd vessel JOUOX St 1T miss and commenced
radar plotng, end @l tagded the AIE dentiy on @
sparats rodar. Own vaassl was Bbout 5 poants on tha
siarboard bow of NI

At 7 milse, the navigation lighie of XXX wers nighted.

At S milee, XXUX WSS ON @ near stsady besring with &
CFA of O-lme and crossing ahesd &t 0.3 mis. Own
wesaal piaced into hand stsering.

At 4 milee, we flaghed St XO00 with our Sidie Gt &t 3
miies, we GESin Nashed with tha cidis light and ceoed on
VHF 18, subssqusntly changing to & worng channsl
XX rephsd that cur AIS was mot ssen on his ECDE
dinpiay or detactsd on hin redar, he steted that e would
make ot to port and meke @ round turn.

Own vesssl commenced tuming to sterboard. A% 2 milse,
XNMX wan seen to utart tuming to port, own veeoes
continusd huming to starbeard to SNBSS G Bafe DISEINE
dintance.

‘When X0 woa hecding about 270 degress, ahs colsd
own wesesl - working channel uaed. XXX eicted that
our AIS identty wee tenomitting false information of
000 degress hesding snd O knots. | Ssked sbout &

www.chirp.co.uk
FREEPOST RSKS-KSCA-SSAT, CHIRP, 28 Hercules Way, FErnbaorough GU14 LU (uk anty)
confidentisiichirp.co.uk
Freefone (Uw ony): 0808 100 3237 or +44 (0} 1252 378047

Narrative
Comments
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January MARS 201205 - Neglecting the magnetic I ( c b u I l- b U I
compass
. . .
A @ licensed comg: fiuster, | peeatly required by the local PSCO lo adis i of a large cape:
camer afer encence of unusually large deviations had been observed cunng Me inspaction, a3 told by the Master matthe
compass Nad Deen agusied i the |ast porl (in the Far East) As | proceeded with the agustment. | was assisled by e ship's Second
Ot whi ittt ot last agustmos ot To ooy armizemient, fie (odo) e tha thie Soip R neer e
beth
Afler making some suparncal alteralicns 10 the comme<tors, the adjuster Issued an Ideal Geviabion cercate 10 the Master inticabing .
near nil dedahions on all heagngs 1 had na 43t an Me AUMBLT NG pOSTONING of SOMECIAr MAgRats, Soft wan plates o Flinders Har
roms |was fotally appalled By the unpratessionalism of the prevous adjister and al8o concamad abaut s Lack of inowlange on I
1 5 e o fjusting without even swinging th p
.
Although many of loday's seafarers treat the magnetic compass as a rell a bygone &ra, | maintain it is still the only navigasonal
directional gevice not dependent on external elecincal power of INpuls. It 1S certainly a shame that thes aed to navgation |5 INcreasingly
besing neghecid and every shipmaster shou ware of hishis ro: ibilily under inlesmational reguliSans la ensure ]
briege equipment is property calibrated, maintained and used by the bridge team. There could be senous legal implications If, afer a
nadgational incident. § was found ?al e magnetic compass's slatus was relevant Questions of negligence could anse with regard
o the last compass adjusters work, the crew's fallure to challenge it and thew passive acceptance of the situabion C t - /
t t . t -
Done @ Intemet | Protected Made: On % -
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Marlne Safety Forum — Safety Flash 12-21
i‘,a 3{: t?p '20?“: y Vessel /| DP Near Miss Incident

During routine cargo operations at a DP 3 Drill Ship a Platform supﬁy Vessal (PSV) ancounterad a
situation thal resulted in lemporary loss of functionality of aft thrusters. The vessel was in a
mnmummmmmwwmmummnmmm
clear of the installation; contributory factors aggravated the situation and extended the duration of
the incident.

The PSV arived al the Ioubon a DP3 Drill Shln. The drill ship had 2 cranes positioned on Ihe

= wind G30°, Force 3, {8 - 12 mph)
= Swell direction with the wind from 030° running to 210°, Height 1 -2 matres

= Visibility good

The PSV assessed the situation as weather side working and rnfemad o the suitable risk

a to prepare o the Master was informed
that due to the installation being a new location 1o the vessel carriad out the pre-eniry checks, drift
tests and moving alongside in parson with the Chief Officer and one of the Second Officers also on
the bridge. The vessel was set up In automalic heading control, joystick mode with a selected
cantral pivol point, which allows both forward and aft thrusiers to engage. The power confliguration
was the normal low power selling thal is selected alongside, which gives a maximum available
power of 50%.

After v he decided to leave tha bridge and lat the
Oﬁ'monWMoumpmmerwalch period. The bridge team were then asked o begin cargo
work at the aft crane and they carmied out cargo operations successfully from the afl area of the
P3V deck. It was noled that although the work had been assessed as weather side working the
wvessel had o maintain an average thrust of 35% lowards the installation and 20% astem, this was

o until tha deck crew inf the vessel that they were due a shift change,
when tha PSV pulled off to a safe distance. The shift change coincided with the PSV walch change
and all relevant information was passed to the Master and the relieving Second Officer. The
instaliation then called the PSV back in and requested a position at the forward crane. On
completing a further drift test, the Master then moved in and seltled below the forward crane and
commenced cargo operations. The vessel was held alongside for a perod of nearly 4 hours and it
was noled that the thrust required was simiar to the aft crane, (35% lowards and 20% astem
averaga).

of the at the forward crane the vessel was requested to move to
mnmmlommnmg mb‘mﬁnmlbundorlhthoruummmaulﬂm
with the llable deck space, the Master agreed and moved astern 1o
LneHlurmnaammmtubuhrmdmmmhmmm“mmlm
disconnected begun to move forward to the forward crane to discharge the tubular. On moving off
the aft crana operator requestad to know whaere the PSV was going as he had another tubular 1o
backload. The Second Officer informed the crane that they had been told it was a single tubular

Tha rmatin okt 1 Sy T s kst =2 S0 14 bt god 2 ety o P s, of anhancin sty o o pcace. Fo o
avonianin s
S1-

Narrative
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reportin:

& IMCA e Difference between DP
e iyl Incident, DP undesired

for

event and DP downtime not

Revision: May 2008 (Address update December 2009)

Reportable Station Keeping Incident | r
This report should be completed and sent to IMCA on the following occasions:

# DP incident - loss of automatic control, loss of position or any incident
which has resulted in or should have resulted in a red alert

+ DP undesired event — loss of position or other event which is unexpected [ ) r n I I I r e O r t S
/uncontrolled and has resulted in or should have resulted in a yellow alert

+ DP downtime — position keeping problem or loss of redundancy which would
not warrant either a red or yellow alert, however loss of confidence has

.
resulted in a stand down from operational status for investigation,
ave been categorised as
DOCUMENT DETAILS AND ISSUE RECORD i n C i d e n tS
Vessel: Date:

Place: Reported By:

 Placeis geographic location

This section is confidential

e | ) and position is rank/role on
Incident Type: (c.g. DP incident, I l b O ar d

undesired event, downtime)

Please return completed form to:
Jane Bugler, Technical Director
IMCA, 52 Grosvenor Gardens, London SW1W 0AU, United Kingdom
E-mail: incidentreports@imca-int.com  Tel: +44 (0) 20 7824 5520  Fax: +44 (0) 20 7824 5521



IMCA repc

IMCA DP Vessels - Station Keeping Inci Form

1.) Description of work being carried out:

2.) Environment
Wind Speed: Wind Direction; Wave Height: Visibility:

Sl = « Difference between
—— Available and Stand-By

Thrusters Op-Li Thrusters on Stand- | Generators On- Generators on .
T A e Populate with numbers not
(selected to DP) (available for (available for

L]
immediate start) (selected to DF) immediate start) t I C k S

Position References: (populate fields with numbers)

Status: | HPR | Artemis | | Tauw | heps | DARPS | Other
Beam Wire

st e Other needs to be stated

On-Line
Preferred

Sensors: (populate fields with numbers)

Status GYRO VRS WIND Other
Available
Stand-By
On-Line
Preferred




IMCA DP Vessels - Station Keeping Incident Form

1.} Incident Nu

Distance travelled to peak of Excursion (m):

Time to recover from Blackout i.e. DP back on-line (sees):

Time to recover to Green Watch Circle (seconds):

Hours on DP since last DP incident, undesired event or downtime
(hrs)

8.) Corrective Action Taken Tick as Appropriate

P
Modii'!_s‘;l'.n'n_d-iﬁ-g'Inslmclions

Report to Shore Management

Repair

Modify Maintenance P

Report to Supplier

Additional Alarm Installed

Qﬁamr { Technician Tminig}g

Warning Label fitted

Other (specify)

Has the incident been closed out with a satisfactory
ion?

(9 Tucident detaily

Initiating event:

Main cause:

Secondary cause:

10.) Human Factors

involved/discussions taking place at the time of the incident?

Were too many tasks being performed, or were there too many people

Were the factors leading to the incident adequately covered by the circumstances
within the training and familiarisation sessions with the DP Operators?

Would another DP Operator react with a different set of actions?

Revision Date: May 2008

Page 4 of 5

e Initiating event, Main
cause and Secondary
cause not clearly defined



Other data available

e Time since last DP incident

e Maximum excursion

e Time to recover from blackout

« Time to recover green watch circle
e Corrective actions

e Human factors
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More infarmation

Occasionally attached to reports:
e Screen grabs

e \essel position drawing
 Witness statements
 Independent/charter’s report

e Superintendents’ and others’ comments



No longer detail DP class nor vessel type as these were
considered misleading

Operator replaced by Human Error

All proprietary names have been replaced by generic
terms

More to follow, suggestions welcome



Root cause

Lessons learnt

Actions taken to contain and control incident/Corrective
actions

Actions taken to prevent recurrence of
Incident/Preventative actions

Three monthly digest of important/significant/interesting
Incidents
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Incident #0972~

.- =
=p .

Manual/DP mode switch mistaken for light switch

Looking deeper:-

« Switches separated by just under half a metre

 Label identifying switch mistaken for switch position

« DP and manual labels at switch position small and
difficult to read at night

Remedial action:-

 All DPOs on this crew made aware of switch
o Distinction between two switched highlighted
« Prominent labelling fitted



Incident #0902

Main cause was stated as human error but no details
of incident were given other than lack of stimulation
and concentration were a factor...

...bored?



 Transferring track data from
survey computers to DP
system using a USB device

e USB used contained a virus

e Virus found all the
manufacturer’s operating
system



Standby vessel came into contact with platform

Spurious & annoying alarm sounding on bridge

Master in attempting to stop this probably inadvertently
applied stern pitch

Moving control between the consoles on bridge may
also have contributed



« Standby vessel came into contact with platform

« Watchman noted danger & raised alarm

« OOW was using computer on the bridge

e Root cause of the incident - OOW failed to maintain
a safe navigational watch



Revision of IMCA M 103 Gmdellnes for DeS|gn and
Operations of Dynamically Positioned Vessels

Revision of IMCA M 117 Training and Experience of Key
DP Personnel

Guidance on RadaScan position reference system

Clarification of IMO MSC Circ. 645 Guidelines for Vessels
with Dynamic Positioning Systems (prepared by the
Marine Safety Forum)

Dynamic Positioning Station Keeping Incidents 2011
Guidance of Operational Activity Planning



Penultimate Word

The DP station keeping incident reporting
scheme is only as good as you make it!
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lan C. Giddings
Technical Adviser — Marine
IMCA

lan.Giddings@imca-int.com
www.imca-int.com



