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Lessons Learned Report

Fatal Injury – Transocean Leader Drilling Rig


Type of Incident:  
Crush injury. Fatality.
Business Unit:  
Northern Business Unit
Country:  
United Kingdom 

Location of Incident: Transocean Leader working in Schiehallion Field

Date of Incident:  
2nd March 2002
Brief Account of Incident: 

A crewmember of the semi-submersible drilling unit, Transocean Leader was fatally injured on Saturday 2nd March at approx 11:00am.

The accident occurred during a routine lifting operation while offloading from the supply vessel Maersk Assister. The task was to lift a 43-foot basket on top of another (but dissimilar) basket in the riser storage area. Several attempts failed to land basket in right position. At some point on the final attempt, the deceased moved into the riser bay area. The basket slipped and the deceased was struck, suffering fatal injuries.
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Picture shows (left) a basket on deck on top of which the 43-foot basket was to be landed. The deceased was found slumped over the basket on the right, close to the end.


What went well:

· Emergency response and support to co-workers

· Investigation team mobilised and on site in 6 hrs

· Cooperation with contractor through investigation

· Support and learning from across BP

What went wrong:

· Missed several opportunities to Stop the Job
· Deceased moved into a “caught between” situation

· Duties required of the Banksman

· to stay clear of lifts

· not get involved in handling

· retain overview of the lift operation at all times

· Imbalanced load hanging unevenly, plus several failed attempts to land load, should have been identified as a Management of Change issue.

· Common practice of:

· stacking baskets

· stacking incompatible baskets

· using a range of wooden supports

· supports with no safe working load rating

These increase the difficulty of landing lifts, and can contribute to unstable conditions. 

Lessons Learned:

· Rigorous risk assessment – did crew understand risks of a routine task?

· Change must be recognised, managed and risks re-assessed

· Ensure roles and responsibilities are defined, and reinforced and adhered to

· Ensure adequate standards are in place for all equipment for lifting operations including support beams (dunnage), seafastenings etc.

Messages:
· Routine tasks can kill

· Unsafe acts must always be stopped
· NEVER get in harm’s way

· Be intolerant of any unsafe behaviours or non compliance with procedures, however small

· Deck management and lifting standards and practices must undergo risk assessment

· Management of Change processes should be used when routine tasks become non-routine
[image: image2.jpg]


Reconstructed view of tool baskets stacking showing the effect of the load being imbalanced within the basket.
Outcome:


The Banksman was fatally injured








Second basket being stacked here








Approx position of deceased
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