
HIPO Near-Miss Incident 
HSE Incident Number – RHS # 537980

“Sheave Uncontrolled Descent 

Onto The Rig Floor.”
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Incident Description

 On 3rd March 2010, at about 16:30 hours while RIH with the 7” 
completion, the Halliburton TRSSSV (Safety Valve) control line sheave 
descended, uncontrolled, onto the rig floor. 

 This was due to the sheave’s eyebolt-retaining nut backing off, allowing 
the sheave that weighed 48Lbs (22kg) to descend onto the rig floor. 

 The sheave was suspended from the rig floor hydraulic hoist at a 
height of 12’ (4M) above the rig floor. 

 The investigation reveals that the secondary retaining device (split 
washer) was inadequate to hold the nut from backing off. 
 The split washer was not recovered during the investigation but eye witness 

testimony confirms the presence of the lock washer during rig up.

 The sheave was certified (14/01/2010) and had passed the onshore 
QA/ QC inspection (as required by Shell load out process) on 
31/01/2010. 

 The incident did not result in injury to any of the employees or damage 
to any equipment.



3



4

SHEAVE GOOSE NECK 
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 Immediate Corrective Actions Taken

 Raised awareness to personnel on local locations.

 Inspected similar equipment at other work locations 

and ensured that appropriate locking cutter pin are 

installed.

 Quarantined other Sheave goose necks in the yard.

 Immediate Lesson Learned

 Inspection and certification does not mean that 

equipment is safe and fit for purpose.

 Responsibility remains with the end user to verify that the 

equipment is fit for purpose.
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Root Cause Analysis:
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Corrective Actions: 


