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A little girl was crossing a bridge over a river with her father. The father was
afraid that his small daughter could fall in the river, he asked her to hold firmly
his hand. She said: No Dad, you hold firmly my hand. The father immediately
questioned her: what is the difference? She replied: there is a big difference
Dad. If I hold your hand and for some reason | could not any more withstand
keeping it, | would simply leave your hand and fall down in the river. However,
if you hold my hand | am sure whatever happens you will not let me fall down
in the river.

Our relationship at work should be like this. Manager looking after his team,
Supervisors taking care of their subordinates. We all need to be enjoying work
together in a safe manner and avoid any harm to members of the workforce
family.

We have to learn from each incident to ensure the same oversight does not
happen again. If we do not learn then any one of us could be the next
victim. The incident investigations have revealed that the root causes are
deficiencies in work planning, ineffective supervision and leadership, failure
to implement procedures and improper behavior.

| urge all ADCO and contractor staff to discuss incidents within their teams
and work groups; and embed the lessons learnt into work planning so that
our friends & colleagues can go home safe and sound. Remember,

You can make the difference
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Facial Injuries from Falling Heater Burner

Causes
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Incident Description
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To assess the integrity of BCDS heaters, an
inspection was planned and the crew obtained
work permit and associated certificates to °
execute the task. There was no Task Risk
Assessment (TRA) performed and there was no
formal working procedure for the installation of
burners of the heater. The heater was isolated
and eight burners were removed. After
inspection and repairs, the heater was being
assembled for installation.

22-09-11

burner. Vane blades of the burner were used as
lifting lug and due to excessive tension/stress

fell down on to the erected scaffolding.

falling burner and sustained minor facial

Lessons Learned *

Four labourers were using chain block to lift the e Sl 8 LS 5 o ) A& Glaed) of (e SE @

lead to slippage of the burner and the burner 1.

Outcome: Two labourers were struck by the 2.

injuries. 3.

(e
Inadequate ldentification of
Worksite/Job Hazards (Task Risk

Assessment was not performed for the
activity)

Inadequate Technical Design (Burners did
not have lifting lugs)

Inadequate Leadership (Job Originator (JO)
and Area Authority (AA) proceeded without
task risk assessment; there was no work
procedure and untrained staff were involved in
lifting/slinging)
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Conduct Task Risk Assessment (TRA) prior to
execution of non-routine tasks

Lifting and slinging should be performed by
trained/certified workers

Ensure heavy equipment installed at heights
are equipped with proper lifting lugs



Vehicle Stuck in Sand and Caught Fire

Incident Description
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A newly trained ADCO Foreman was on his way
to Bu-105 for casing repair follow-up job. The
driver did not reduce tire pressures when he
came off from black top road and the vehicle
got stuck in soft sand approximately 150 m
away from a wellhead. While trying to get
out/rescue the vehicle from sand the driver
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smoke came inside the cabin from the Engine.
He left the vehicle and vehicle caught fire.

Another welding crew at the site tried to
extinguish the fire with fire extinguishers but
could not put out the fire. The Fire Team was
mobilized and they extinguished the fire.

Outcome: No injury to personnel or other
assets. The vehicle was destroyed.

Lessons Learned

over accelerated the vehicle for extended period _y, j, a3 Yl MEY) ki Y S 1)
of time, causing engine to heat up. Later heavy ) ) T 0
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¢ Inadequate Practice of Skill (Vehicle
tires were not deflated, vehicle was over
accelerated and sand near tires was not
removed)

e Improper performance to avoid
discomfort (Tire pressure not lowered;
common practice among field staff)
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1. Always adjust/deflate tires when entering
off road from black top and vice versa.

2. When vehicle gets stuck in sand, do not e
over accelerate. G

3. If you can not self rescue, do not take ¥ S T e
chance, call for help.



Worker Attacked by an Ostrich dalad JB (e pgagd U2l Jals

Incident Description Causes
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¢ No training provided ( The worker was

not trained to handle/manage wild
As a part of environmental awareness animals)

initiatives, Ostrlches are kept in an
enclosure. There is one shallow water well
located inside the enclosure and one utility - .
labourer was sent in to operate shallow Clenl) Akt (8 4y 5l il gadt o 5 0 Y Cnsy -1
water well valve. Once inside the enclosure, -3 isle Lot i€ 13 V) 4l Sl gl (e o 88 Y -2
he was attacked by one of the ostriches. He /85 o Jals 4l il sall 3 plaa ) Jasi of dlle -3
fell down and sustained injuries on his chest uafl G AS ja
and legs. He was taken to RAMS Clinic and
he was treated and discharged. 1. Do not keep wild animals in
operation area
2. Do not approach wild animals unless For lllustration Only
trained to do so
3. Enter animal enclosure in a
protected cage/vehicle
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Finger Injury to Rig Service Operator Aall clasd dale ailal 4l

Incident Description Causes
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o Lr““” ‘f‘{sﬂ‘ ey alal @i s ;%JJ & stabber’s hand signal was misinterpreted by the
el day ) ol die i Laa sl dall cailadly 3l driller due to different signal codes between
abal Aoy )l @l raaill contractors)
Rig crew was running a smooth operation and « |nadequate leadership (Pre job safety session
performing approximately 20 Joints/Hr. Later, was attended only by Assistant Rig Manager;
DD they encountered a crossed-thread joint and total handover time between two shifts was 12
tong operator asked the stabber to re-stab. minutes and no joint safety meeting with
The stabber held the joint from the top after contractor and Rig floor crew was held; worker
MRCEOISEAOkE releasing single joint elevator putting his was not given any break)

fingers into the casing coupling to make a
stronger grip and control on the joint he gave
a signal with his left hand to tong operator to

¢ Inadequate development of procedure
(There was no clear procedure for stabbing the

back out. The stabber wrongly positioned his joint).

giving a signal with his left hand to tong Al o1& ) byl VIS A (e Alea gl dlasa oy of cany -1
operator to back out (32_jiall Ala )
The driller misinterpreted the signal and J 58all il ol a5 a8 ) i Cpy Jocal 50 L) e gl -2
started to lower the break. The staber’s right el e 5l J8

hand fingers were caught between auto fill
and the sharp top edge of the casing,
resulting in amputation of four fingers.

1. Joint must be held from out side with both
hands, after release of single joint elevator.

2. Agree on the communication signals between
crew members and contractors prior to
commencing operations

Outcome: Amputation of four fingers



Leg Injury on Rig Rotary Table

Incident Description
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Root Causes

DD
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Rig crew was making up drill pipe stands prior to start
drilling hole using Hawk Jaw (drill pipe making up/break
out tool on rig floor) and the tool failed and the rig
operations were shut down for three hours until Hawk
Jaw was repaired and making up of drill pipe stands
resumed. Rig Manager was supervising the operations
and 18 joints were made and then he handed over
operations to Driller and went for lunch break. Drill pipes
started slipping from Hawk Jaw and he instructed crew to
use rotary table (reverse rotation) to torque up the
connection with rig tongs instead of Hawk Jaw. Earlier
on four occasions, the rotary table had started to spin
fast without activation. An electrician had checked the
rotary but did not find any abnormality. After making up
& tightening three joints, a floor man placed his right leg
on the rotary table to remove the makeup tong.
Suddenly the rotary table rotated fast in reverse motion
and his coverall got caught by slips handle, dragging and
twisting his leg around the rotary table until coverall torn
off from his leg. Outcome: Driller set the rotary brake to
stop the rotary motion and the Floorman sustained
multiple fractures on his leg.
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¢ Inadequate Management of Change
(Driller switched operations from Hawk
Jaw to rotary table without assessing
risks or seeking authorization)

e Incorrect Adjustment/ repair/
maintenance (Rotary table’s fault was
not identified/ investigated / repaired)

Lesson Learned

£ ool i degall Aodla dalaty Lils a8 o) e -1
Albbie ye dee B

oS 8l e e a3 sl Sle Juasl 22
Claleall 48y 5k

AS iy Aalal) 4adll ac) @l Gukaiy ag@ of e -3
i ol sball el Sl sty dihagll Lisl)
el e Gl b Gl e

1. Always perform Job Safety Analysis
before proceeding with unplanned task

Obtain authorization from Rig Manager
before changing mode of operations

3. Apply NDC Golden Rules & ADCO Life
Protection Rules (LRP) and STOP any
unsafe action




Fall from Rig Substructure Resulting in Back injury

Incident Description
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During rigging up (connecting the reverse
circulating line), the Driller sent the Floorman to
NE_)C bring some tools from rig store. The Floorman
N hrought tools and started the work. The

S8 Floorman was trying to loosen a clamp on the
bleed off line to use it as reverse circulating line
on the standpipe manifold.

2loklkl He went on top of sub structure runner beams
without wearing full body harness. Still he was
not able to reach the clamp and climbed up on
the stand pipe with one foot on the kill line and
the other foot on 45 degrees sub structure
beam. When he tried to unscrew bolts, the
spanner slipped and he lost his balance. He fel
down hitting a sub structure across member with
his back and then landed between the sub main
runner beams.

@ e Gl b aa g V) 1A aeall) LUS a0

g Aagall i o5 ) daal] Bbddl b el e
s 2 Y L Jeadl hlaa syl o ol LS (il all

Lesson Learned
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1. Do not commence any work without
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Root Causes
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Inadequate Technical Design (No reverse
circulating line in the original design of the
stand pipe manifold)

Inadequate work planning (The task was
not discussed with Floorman; Job Safety

Analysis was not carried; Man lift was not on ]
site) N
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authorization from the supervisor and
permit to work for non routine jobs.

Always follow NDC 10 Golden Rules and
ADCO Life protection Rules (LPR)




Slippage of Jigsaw Causing Leg Injury to Carpenter Sl Bl dla) (b iy Jlddall (3Y 53

Incident Description Root Causes
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iy k) auili aay aSieall e il £ A &5 A% e Inadequate training efforts (Carpenter
i Jany Al was using the tool as his routine task but he
did not receive training on the safe
operation of the tool)

While a carpenter was cutting plywood for ¢ Inadequate or lack of safety meetings

) concrete shuttering preparation works, the Jig (Daily Tool Box Talks (TBT) did not address
Saw slipped off on the wooden platform and the safe operations of tools)

IRy s kil Pounced back, hitting on his lower right leg

causing & faceration wound: |
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Outcome: He received First Aid at site clinic ) e Sl i e

and then referred to a hospital. After treatment (YY) alaiul laaad Laldll Jle Y) 288 Giluls e -2

he was discharged from the hospital and

assigned to light duties. 1. Train staff in safe use of power tools based

on manufacturer’'s recommendations

2. Deliver Tool Box Talks (TBT) specific to task
and tools to be used

10



Leg Trapped in Portable Cement Mixer Cula) BYA 8 Jale (Gl Ll
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Incident Description Root Causes
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53] Celall zia | Al dgleal glial Cya; and there was no prior inspection of the mixer)

gswliadiuaye o Inadequate ergonomic consideration (In
absence of working platform, the worker had to
step on the edge of the opening of cement mixer to

A labourer was manually loading sy TR 356

cement in a portable cement
mixer. During the loading he e Lack of Procedure (There was no working

placed his right foot on the procedure for opening the cement bags)

slippery edge of the mixer and

lost his footing, causing his right
leg to go inside of the cement Leia a5 Abaall o) 3l asm g (g 2B 5 ) gall 5 5ea ) A0S Aides | 1 e e
mixer. The employee sustained sl ﬁx_‘
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was transferred to Medina Zayed
Hospital for further treatment. 1. Inspect all rotating equipment for their guards &
fitness prior to their use

17.07.2011
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Outcome: He sustained deep cut
wounds on his leg and required 2. Use a work platform for unloading cement in to the
constructive surgery. The worker mixer

was off the job for one week. 3. Conduct task specific tool box talks to highlight

hazards of operating rotating equipment




Worker Run Over by Water Tanker

Area Incident Description
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Civil work to re-instate a
berm was ongoing on a
hot day and there were
no shades/ umbrellas on
site. The crew members
were resting in the shade
of heavy vehicles and
some were inside the air
conditioned cabins of
these vehicles. One
labourer went to rest in

the shade at the front of i, 1 .5 0 ) Sl s b dald day s il 5 Al daall b paadidl ol CalSs -3

a water tanker with its
engine running idle and
after some time the
tanker driver moved
forward, he run over the
worker causing fatal
injuries.
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Lesson Learned :
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Root Causes
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Improper Performance to Save (Shade umbrellas were not erected to
save time and efforts — i.e. installing and removing of shades)

Inadequate Leadership (Issuing Authority (I1A) issued the permit without
ensuring availability of shaded areas; Job Performer (JP) continued the work
without erecting shades; JP did not stop vehicles with engine running idle on
site which lead the use of idle vehicles as shelter)

Inadequate Audit/ Inspection/ Monitoring (There were no effective site
inspections conducted to ensure safe work activities on the day of the incident
by all levels of management)

Inadequate Implementation of Procedure (Issuing Authority (1A) did not
visit the site, JP did not conduct Tool Box Talk (TBT), JP was not member of
Task Risk Assessment Team)

Loa )l Jaall (Blalia 3 AL (Sl 2sa g e SU -1
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sSal Ay Aalal) slad) Alea o) 53y o) 3N -4
Ensure availability of shades at outdoor work areas.
Adjust performance targets for summer months especially when coinciding
with Ramadan.
Assign project HSE professional based on risks, as identified in TRA (e.g. must
be present when potential unmitigated risk is high)
Comply with ADCO Life Protection Rules
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o o

Flagman Struck by Wheeldozer B Jale b il jlda) il 43) o

Incident Description Root Causes

E&P

17-08-
2011

Gl el (358 adae daely aghy Jaall Qs (IS gl Dhlaad alall apill aladivl) Jaad) gdga [ Jard) shilda yaat b jgad e
dagall Hhlaal alall anill addin) 8 g () shaall Ainal) s2asall Hlalaall Al 5 ol dxal je 50 Hasiall/ B skl Ba Jlaca dolesl
S Axal e (50 abaall/ Bkl Ga Glaa Adeal  On @8 sall (5 slue st 48t (A Hladl) e W) 8 aia g al e @sa

Mie ) Cpme 1 ey Aginall Baaadl jlalaall Ay G AY) Jeall 3halia g Cagd gl ddkaia
il and je 3ok e AL Jeall w8 ge 5a Jand) s o8 Alail) B8 58 ) o o ) A8 N/ALLRAY AUS a0 @
Jaall Fle Laiy Liaddic dshaie A A48 gia 4d) jal) (32350 Jac ddhaie a5 a2 aa A jall e AUl Hlalaall A KSadll
e 8 LEY) dale S ey, (Al Jala e Cua il 4 gra (e (il Jleall @il GIS) Jaadly il (b jad @
il Gl juus alS slae gy B e 4 s A 5 g8 5 ,LaY) Jele Aald Ay s aliall 1 5 LAY ) slania | 518
L@}JL@MUM\M\&%‘)&\ (tx.p;
Cogolall @b (3Ll 44y 5l 3 Grmdss o INnadequate ldentification of Worksite/Job Hazards
o LS La i ol 5 0 4eda e 5 LY Jela (Generic Task Risk Assessment (TRA) was used for each
e Ain g o seda Jiud A Jalall a1 Y Ramp job, without revision or review for specific hazards
S 3 LAY Jale (a yad Al el unique to each location. The hazard caused by a change in
) L3l g e gl grade between parking area and work zone was not
. . considered.)
A crew was engaged in preparing a8 , |nadequate Inspection/Monitoring (Supervisors did not
ramp over a buried pipeline. A effectively monitor work in progress and control of hazards &=
generic Task Risk Assessment (TRA) posed by traffic and lack of laydown/work area)
was used for ROW/Ramp job, without ,  |adequate Job Placement (The Crew had communication .
revision or review for specific hazards  jsgyes as JP and crew members could only communicate in 4
unique to the location (i.e. work sign language specially the newly arrived flagman) ==

location being adjacent to busy road,

wheel dozer was stationed at lower Lesson Learned

grade and crew had language 3OLEY) dale (e a5 (50 Jaall gise (A Bana 5l A8 e Al ad W e (i

barrier). Whilst a flagman was Alee Cuaaty ot of dlle Adle Hhlae ld Aaiil Hhlaall el apdll axiis ¥ -2 _
guiding a water tanker reversing into ae @ ge G Aalall Hhlaal el jlhaladl) adi B —
the busy track, a wheel loader came Ay (Al O jlge ) abladll e 5 jaiall agal a8l ol il asas of e 5B -3 :

from behind, with raised bucket ) ) )
which limited his view and the bucket 1- Do not move vehicles or equipment at work location unless

of the loader struck the flagman in directed by flagman

the back, knocking him to the 2. Do not use generic risk assessment for high risk activities.

ground. The front offside wheel of the  ypdate generic TRA to include site specific hazards
loader ran over his lower back,

crushing the flagman into the sand. 3. Ensure all crew members are able to communicate with each

others (language skills) effectively
Outcome: Flagman sustained hip

and pelvis fracture.
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Fall of Construction Worker from Height Ol (e sl Jule ko gl

2w

Incident Description Root Causes

pc) JblAall pali g Jaaddl) jead e
A1) ol Lae Jall Cillee a5 i 5
e e Al @lelai) s cWlin Jam et Jlee A5 ia oS (V) ABal) g Jlaall
o) Jeb Al Jaas ddai o Dl Glaxe G935 Jlaadl G5 el 481 jally aadlly 3801 clles gl o
oAl dsaall Gihdi dsm g ae (L jall Jleal) J8 Gl i @ guind axe)
Iy S ) Jleall a3 (palll alilall (gas) Ciliay o sl dles S . .
e Sl Jleal) aaf Jsla Laiy s2amall & Al JMA (g g s Al L3 Jleal 1. Inadequate p\;‘\‘/””llng Gl IER
S i 1.5 iy 8 ity d-ala‘ e el ) D e i) assessment (Workers’ transport
i Al ) Jsasll b OIS ¥ Al all )Y G5 Lo g s
anh ) Ladal) i) e Jalal) 58 Ladie ke o Jgeaall 4l )
Al Al Apca YY) e cada gin ) sl baa
(RN 3 gl e BN 5 jal) 8 juS s adlla (e iAal) 2. Inadequate audit/
i ] inspection/ monitoring
A crew of 3 workers was involved in formworks and (Workers transportation

shuttering activities on roof of the building. Workers arrangements were not
were wearing a safety harness connected to a lifeline monitored)
above the roof and there were 2 access/egress points.

——\t end of the day one of two staff buses arrived to

URORORRVA R - o sport workers back to their camp and workers went
through the egress points and one worker tried to jump

from the roof through an openings onto a 1.5m high 333l g Bal/daladl) alasinl 355 0 o
tripod placed above the concrete floor. He intended to YIS (B daad) S e S

get ahead of his colleagues to get into the bus before = ¢« Teja Jwadl J& Gl f lic) o
them and occupy a seat. Upon jumping onto the Saall JSH Jalaisl)
wooden stool, the worker’s foot slipped resulting in the
worker falling in an arching position onto the concrete
ground level.

arrangements were not
synchronized resulting in workers
rushing to the first bus)

Always use designated
access/egress to and from work
areas.

Outcome: He was diagnosed with a fracture in his L3

2. Consider workers transportation
vertebra.

arrangements as part of overall
work planning.
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Vehicle Rollover 48 ju Hgau

Incident Description

LSl 3l Juad ddane (e 4yl 8 DUl iae (IS
38 Clana (gaa] A (idall (g Al (adld dlaiay
AL Ay el ) o Jualy o 258l 41 5e Al
o8 sl G b sha ol 4Bl Glall e Gl dags
e G delu) 8 WS 75 Ao juy saldll oL (3 k)
Goohll (@ 8 el dalill ¢yl i ¢l § e
Gl Jola 5okl @il il ool Lae (aedl () 1)
AS ) @) g 3ala 5 eyl () Balall Alse 31
O aliadl sl sl g A5 oo §OUY) i ol rAaill
LSl cialy (oY) alga oy LIS 48l yay (3Ll
Yl ey

(CDS) to Main Qil Line (MOL) to perform to
coating inspection. He stopped at a filling
station to fill his vehicle and then proceeded
to the site. This him to be late to join crew
already on the site. On the way, while
driving at a speed of approximately 75
km/Hr, through a downhill gatch road (with

of vehicle entered on soft gatch shoulder of
the road causing him to loose control. He

the vehicle rolled over. Outcome: No
personnel injuries were reported as both
driver & passenger were wearing seatbelts.
Vehicle sustained damage.

A Coating Inspector with a passenger was on
his way from Asab Central Degassing Station

soft fill material and potholes) the right tires

tried to steer (sharp steering) to the left and

Root Causes

Shlia ey &?@w 33k o) Jandl jhalie/Jant) aBge paal B b @
(Rosoe DY (gl adde aa ¥ 5 agae 5 Hiadey 7 yaie Bk e saldl)

DA GR350 e 53 Gl sl G ) Jaal) It b o
(A sk cpall A5 30 Blall i gl Jara S maal o3 (e g 2 Rl gl
Jlady 5 jie 4) ya allas @llia nges)ft.,ébfsuuaﬁu‘_ggm?gw Jpd e

ae) gaal) e By yhall arenais (Ada dndass ) ga g5 jlan) Dlpall il
(S PRIPA
e Inadequate ldentification of Worksite/Job Hazards

(Risk of driving on a curvy and downhill portion of a narrow =
Gatch Road without any road signs were not considered)

e Inadequate Work Planning (The driver started journey
with half fuel tank and on the way decided to stop at petrol
station to fill petrol and then he was under time pressure to
meet waiting crew) -

e Inadequate Audit/ Inspection/ Monitoring (There was
no structured/effective monitoring in place to assess :
maintenance (pot holes and soft surface material) and
design (width and design) of gatch road)

-I.., Lty

Lesson Learned

3 ypeall) da) i) @l yi e V) 8 3AY) aedla i lagladsll e
dgaall ye i ylall e salall sie <l jUaYl aia (awdl e
dgaall ye ikl e 3ala b ) gay 3alAl Alae 350 ae @

1. Plan your journeys and allow time for short breaks

o' o

Deflate tire pressure when driving off road

Do not apply sharp steering especially on Gatch Roads.

15



Loss of Containment

Incident Description

alasin) i ol dSL\S\&_Lmu).\.\a_\ﬂuBJdM}ﬂ\ Gl Jade dlac sacld il
t._\y.ug:&:uhw\umil\-@JY\Q\M\d\k@h@\ﬁ@ﬂ%ﬂ\@\ﬂ\
Lol by aladial ) a5 ey Adadi el Chlanall g Cilebanall pe Ailpuall JSLE
Cian 5 buaa ashal A aladiuly Jaal) Jla ol 43850 (38 ey duaidic Aikaie b
dﬂw\oMmcu\M\uﬂA&omM\#\ﬁ\b&J;\L}Ag_l‘).uu
plaa mid y Slall Hladl) neal) JeYl JueSin) o5 Galall 138 &)ﬂ}w&}.\u\
ATﬂAn&_a\dgj(g._nfudﬁjexwﬁhﬂm‘%u@uaﬁjgﬁu\;ﬂw\
Caal g Any pall da il e ) 70 daia die Japes Gl 3 a9 Jaa gl sl
b patll ool A (3 a3 (3aY g 8 Adiaddl Jadi ae)  mliaill Blee
ks Gl el A8 5 jaal) Jals Jadill (o el (sl Las 438 5a) (5 35S jall 2 jhall daias
alaall 815 a5 o il ilabana 3MEY 5 iall A Jsaall &5 dauadl)
ola e lalan (S i 25 JelS UKy Gl ol 2 Apilall ba s b 35 el
i ssal) () dadi Jaa e 113 w1l alacall (e Candl 5 iy puail

Jaala il

Due to corrosion, meter bank inlet header required
replacement and this necessitated draining of gravity line.
Since permanent facilities for inter Gravity line transfer were
not in use for the last 4-5 years due to maintenance issues
with valves and associated equipment, it was planned to utilize
an old low point area pit with temporary facilities. The crew
was using new hoses. One hose of this new batch had leaked
on the suction side while carrying out this specific activity one
week before this incident. The preparatory works (gas test,
opening the suction side valve, and checking pump side for
leak) were completed and the pumping started. A small leak at
70 psi was observed and rectified. Later, the pump was re-
started and discharge hose of the temporary single stage
centrifugal pump ruptured resulting in an oil spill inside the pit. ~

Foreman switched off the pump and then entry to the pit was 1.
made to close the discharge and suction valves. However valve
on suction side Gravity Line 2 could not be closed completely.
Then blinds on discharge and suction sides of the pump
installed.

3.

Outcome: 113 Bbls was released in the pit which was
recovered.

Lesson Learned :

3oha s Al Cillee 8 Baaine e Claza sy Ol ool aladiud axe g
Jall Glel ja) s Hhlaall ﬁﬁwad&éi;ﬁmem 2
G owll 5oy el cillSal s halaall syl Al el al

() (lsina (y)a8d)
Root Causes

el ok sat] A4 a1l (S5 o) AlB ) Al  guc
(Jenll 8 3aLs
Dbl s oy o) Jand) plaliafJand) adga yaad B ) guadl
O Agllad ade QA pha J8 (e BAdine e anhal HA aladial)
(8 el A 381 ) e el Jasa e (Jall 3 5alal)
i arkl A alaiin) LA 381 jall Llpa aac) BALAN ) guad
(Aladl oyl o shasd aladin) Badies

Inadequate Preventive Maintenance

(Permanent facilities for inter Gravity line
transfer were not operational)

Inadequate ldentification of Worksite/ job
Hazards (Risks of using hoses which were not
certified by 3" Party not identified; assessment *
of operational readiness not effective; Change
from permanent facilities to temporary facility
not managed)

Inadequate Leadership (Permanent facilities
not maintained; uncertified defective hoses
were used; generic draining procedure was
used)

Cilleal) ddal

Do not use uncertified tools & equipment for
critical operations

Do not execute task without task risk
assessment and work procedure

Conduct Hazard and Operability Study (HAZOP)
to manage change in operations activities
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Fire in Rumaitha Central Processing ) A 4y S sall Apllaal) ddasa B (3 2
Plant

Incident Description Root Causes

S el cllatlin 4 & )l 4 S 5al) dallaal) dlase (8 2a 8 ‘
Mods dmall elsedl psal a0 Aa e Basie leie saaly  oandl ddee 248 G o (doaad) JadD ))J)) Dlall 3G G jgab e
Al Aase 5jeal ol giikelon Qi ah cllaelall (oaall sl )5 Ala Sl jaY L ) Cudill ale)
e alladl A Jad Wiy celsedl oo Leilalialy 43 54l (Allady Sl Eyaat e ddsilaall 35 1) Gl A (B pal e
ol Jdussll aias B Al &8s oY) haall s e Inadequate implementation of Maintenance
2 iy dhaelaall 3yt dag je (B ol Ggaal dagig | Jaldals (Motor Starters) Proper implementation of s ; -
ie gana dgac (3 yiaY (53l Laa 2ganll JAS ) dial g (33 )a Jail) inspection and retightening (as per the maintenance
Sl daadll g)da 3e) oy il 415 Al Sl il of starter panel procedures) was not done.
slyeSlh Bl e ol Larall (mlisi) cauy (ESD-1) 1 sisdll o
sy o) 5 enl Aaiuly Lo il Aaaal) Jsay Aeld) () e e Inadequate SuperVIs_lon.

P . . B . : Update of logs and maintenance records were not
plaaiuy Ly el yeSl Ll Jhe 5 Gooall adse paady (and frectivel intained
Ralail ali Al 30 al) ol (50 KU 0] U (3 slilae effectively maintained.

A3l agee 5 2,8l £5l e L35 o Jnadequate assessment of needs and risks (No
sensing acoustic tools or thermograph cameras used
to detect the loose contact in early stage; Feeding a
compressors from same emergency bus-bar)

Rumaitha CPP has 4 instrument air compressors.
Each compressor is equipped with cooling fan to
circulate the surrounding air and cool the
compressors. Two compressors are operated to

feed CPP instrument air requirement, the third

works as a JOCKY to sustain the safe pressure, 3eal Jlaly JlaeY) Glaky Wk deadtieddl bl duasd g o
the fourth is kept in Manual standby mode. il (gohalls Seall aa ) @l pulS Jie) daall d8)

Due to a loose contact in Instrument Air (e Gultl B

Compressor # 2 cooler fan feeder, fire started Glagl dlpa clelaY Gy cuiill sile)y gasill cillen Wl 2
and extended to the entire column causing ‘ ' a5l s

burning of 415 volts switchgear column, and plant o) sell il Lim Jie dulanl 3 a5l 4 5 gl A3l iaal 3
shut down on Emergency Shut Down Level 1

(ESD-1) due to low instrument air header 1. Modernize the current trouble shooting techniques
pressure. An Electrical Foreman and a Safety and integrate advance condition monitoring tools o
Foreman entered the sub-station using BA Sets, [Such as acoustic noise and thermograph cameras Thermal image of  locee terminal contart.
inspected and identified fire location and then used to detect the loose electrical contacts].

power lines were isolated. They used CO2 fire
extinguisher to extinguish the fire. Outcome:
Damage of instrument Air compressors Cooling
fans’ feeders [withdrawers] and the feeding 3. Reliable feeding of critical equipment such as
column [riser]. instrument air compressors is important.

et

=0T

Carry inspection and re-tightening as per the
maintenance of starter panel procedures
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Injuries to Workers Hit by Pressurized Cylinder Lgalasa L) day A giuan 4 ghasl agiy s Jlas dilial

Incident Description Root Causes

Ll shaul gy Hhlae 35 al)  Jaadl jhalda [laad) pdga paad B jgalll e
Sllee (5 a8 a8 dpnpall (48l Aallaal) san s 3] L8 3 sl Rny) i Wi jall llaall 5 Sl & e iae sl e i yhaiae

;\)@JU Qg ¥ BaN g9 u)hu.uu Jlaadl uLS ub\}k.w)d U.aﬁjg_uk.u (d_uj\ ja.ﬂ::' 3 die J‘-}:\QY\
deall @3l | 5 buu‘fubku\ (gﬁ%cdwu»w%te;) Lis 2y ol shal Gelul e deall Jalads &) Jead) Jaghads 3 eall) o
Dbaa) clleal) 8l ja (o alla 385 ad i IS Laa Jghal T (Jenll g sa e Tanmy (5 AY) i glany)

Pl oSaill 4858 s daaa b 3350 50 S il s Gl shasd Al il ) e 3 bl dala @llia il g Jeall <y JUs Loxic ) BALEN jpuad o
Gl Y Se A jma e Sy al STy Jlaad) aal Jl b BN (1s Jgid Jlaad) aal als 5 @y e Yap opila) Je il oy
) dalall condaal (521 @5 5l A1 e plai ) je (e Bamlusall by 5 T LS Ja (1S b A V) e ) gl g g sl sl il shand
Al glana¥) caila) A5l glaia¥) ¢5J ] yall A glaa £ 5 ) gla¥) (84 . (ub\}h\ s e\_\iim\
cillail lgabaa LSl e il s ) slaall & g oy (1 e . i
] () e ll e b 4,351/300) s siaall &l syl Inadequate Identification of Worksite/ job
il Al aad 5 A 35 63V il Ul ol paall sy Jaladl 5 ()l Hazar_ds_ (Hazards _of placmg_pressu!’lzed cyll_nder inside
SR M‘ il V) e i of U dgasal) CR_Bundmg floor; risks f'issoma_ted with hanc!llng of
gy Jaladl Ala) ilS 5 (ua¥) Gl Jand 8 ) dagly clilaly cylinders were not considered in work planning)
Adgay Sl ey aled) 4 o INnadequate Work Planning (Work was planned with
two cylinders and extra cylinders were kept away from

N[==p Curing a Shutdown of the Al Dabb’iya CPP cleaning

and inspection of the vessels was ongoing. The work site)
crew was working with an air supply unit (BA e Inadequate Leadership (When the work prolonged

el Ikl | rolley) with two SCBA cylinders. The work took and more cylinders were needed, the work was not

R [ONnger than expected and an operations foreman topped instead a labourer was assigned to handle air
was requested to bring additional SCBA cylinders cylinders; cylinders were kept on a floor in a busy area;
which were kept on the ground in CR Building. cylinder cradle was not used)
The operations foreman dispatched a labourer but Lesson Learned
he could not locate cylinders and sought h_elp from il sk ) i Alala Ak 55 3 1|
DCS foreman and DC}S foreman accompanied Fhe ) Gl Sl s e Sl il ghand e skl (i) Jeaall cy p5 55y 21 L
labourer to the location. While the Foreman tried to Juall o3y 0 i sall 3 sl i (pe 501 3]

lift the cylinder it slipped from his hand and the
valve rotated in open position. The valve broke
and the pressurized cylinder (300 Bar /4,351 psi) 1. Use cylinder cradle/stand to transport cylinders
blasted off and hit the foreman, the labourer, one
wall, steel door, the floor and a wooden cupboard
before resting on the ground. Outcome: The
foreman sustained major injuries (fracture on the 3. Ensure availability of resources on site prior to
left lower jaw) and the labourer sustained minor commencing work

injures on his right hand thumb and forehead.

Ll el i o Jleel o iy 4

Train crew involved in handling gas cylinders on safe
working practices

4. Stop any/all unsafe acts
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Gas Leak and Formation of Ice Covering Lower Master Valve

Incident Description

5 2009 e & SA-139 Ui s Iy
;JJJMJ\JY\&E&D‘U\.\MJLA&\&‘GF
GUE] 35 e o (D) ulaal Jals Jin 3
sSal 8 Jlead) 81 5e aaf LY LY A8
oy hn g0 JE, jle @ s,y
AL T el W i)l olecall
‘sﬂdj.c}“ J\J‘)\ .Lna.;a} dw\ww\
Do)l dead &l il ualdd g ) shall el
(a.\ u\ L;‘ &_I)uun @ J\:J‘ )A.\.ul‘} d).f—\ﬂ
Ala gl Jlasiad 5yl ol
sall ke Uil sl

Sahil SA-139 was commissioned
in 2009 and there has been no
maintenance conducted on these
wells since this commissioning.
Sahil Central Degassing Station
(CDS) was subjected to a planned
shut down and all wells were
closed. An ADCO Foreman noticed
gas leak and formation of ice
covering the Lower Master Valve
Nipple. He immediately cleared
the area from the labors and
pressed the Emergency Shut
Down (ESD) push buttons to
secure the well. ESD did not
function and gas leak continued
until well was secured and
malfunctioning nipple was
replaced.

Outcome: Release of gas to the
atmosphere.

ew‘:\lm\guhi‘-éﬂdm\gj@ i
Nipple (i )

Root Causes

Sl by il Gaall U1 A6 ¢ pad aac) LlBel) Lluall galiy smad
(O 8 Ll ¢ dia 008 5]) iyl
O b aSatll aUail cple sl il (e AISH 8 jrall e )ou il Aalad) Baal ase
(ool 55 e 5 llnl) 8 Sam 5 81,81 4815 5la)
Sl s 5 5855 Cllee 5 ALl &4 a1)A81 jall g gaadll g 381 cliles ) guad
Lﬁ‘ O Leliedd ey dia ooyt Jaad calls L1 GO @lligh 4008 ol Dluall ¢ ja) (e
(R
Inadequate Preventive Maintenance Programme (Three
Water Alternating Gas (WAG) wells were not subjected to
preventive maintenance since commissioning since last two
years)

Need for Training not ldentified. (Operators’ awareness
of the Gas Injection Control and Supervisory Control and Data
Acquisition (SCADA) system was less than adequate and
there was no training provided)

Inadequate Audit/ Inspection/ Monitoring (No audit or

inspections wereconducted to ensure preventive maintenance
was performed. Three wells were operated for two years, without | )
any maintenance) .

Lesson Learned

sanSle alai A Lebmdi s JUY) (g3 aaand 08 ) Alpall badad 3 ga g (g S

Ontinall GalAiY) apead s Jead) 358 (5 81 Gl sl 5 ) 5aVU al g pllai ks 2 For lllustration Only

53ken s ELEY) A, Sl Gia b oSail) dldas e Gllead) 8 oalelal) s 3
bl

1. Ensure preventive maintenance plans exist for all wellheads and

activated in MAXIMO
2. Develop clear roles and responsibilities of Taskforce Team and

as well as all stakeholders
3. Train Operations staff in Gas Injection Control and Supervisory

Control and Data Acquisition (SCADA) system
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Wireline Crew Vehicle Rollover

Incident Description

Guas gl e ik (8 iall JuS 48 e s
8 3¢l gla yiul dega ALl (SY-34) ol Jin (2 sam dgaie
Gaohll Ay aall JuS e A el 3al8 g (IS | (el
Bald (Laall daS Jrdia) 4B e e by (el i
il yail ) sl Lae @l e a i) (e b 558 aey 4S5l
- °

L3y Gkl e 4 )l

Oy WS LagaV) (o3l 4l je s il caay ol zAguil)
gl ) jual A8 ally sl y (LY ol

SE

A wire line crew was on its way from their
base in Asab to Shah (SY-34) to conduct a
wire line job (retrieving gauges). The vehicle
was driven by wire line supervisor and on the
way he felt sleepy and requested his
passenger (wire line operator) to drive the
vehicle. Later, the operator fell asleep while
driving and the vehicle veered off the track
and rolled over.

Shah

03.08.2011

Outcome: The driver & passenger escaped

the vehicle sustained minor damage.

halae yaat oy o) Jaal) jhliafdand a8 ga past B ) guall)

pie 5 Aal) Al g uilaall g gl QY Gakad P ol e
aadll) Bl B laY Kol a8 5ol gl colillaiall Gk

Lesson Learned

Aa) yin) 2ad s S pall 5ald Ji As) ) (e alS s a1 1

unhurt (as they were wearing seat belts) and 2.

Root Causes

(psalls sl A8 Caansy )

(P 4B sy

Inadequate Identification of
Worksite/job Hazards (Risks of fatigue
due to lack of sleep and fasting were not
identified)

Inadequate Implementation of
Procedure/Standard/Policy (PSP)
Requirements of ADCO journey
management system (fatigue due to lack of
sleep) were not implemented)

u,n\a_\lh J}:uﬂ\ e 3)5\..45
Claladl s g3l 8 (praiall il aladial 2
Take adequate rest before driving and if feel |
sleep take break/s. -

Use resident drivers to transfer visiting
staff/crew
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Wireline Truck Rollover

i JuS Lald

Incident Description

ole Jalall B L5 S-403 b & yni sl al e sl any,
Gkl S s Susme ) 3agally daidl Jih JuS)) daals
Aoy ddale uw Aaualy e Ly)lls A pall Llly G
duoll B A el cile y Goolall e el @l Y] G A
PP B PV N R CH RO P WV T
O gila e i
Al ) el dialally sl daall

SE

After completion of wire line Dummy Run Job
at Sb-403, the crew rigged down and were
returning back to their base camp. The access
track was narrow and there was low visibility
due to a sand storm. The right side wheels
came off the track and the vehicle got stuck.
The driver stopped the vehicle and the vehicle
started to tilt until it rolled over to its right
side.

Asab

28.06.2011

Outcome: Minor damage to wire line truck.

2 Q d) Jaad) Jhliefdend) aBge yaad B guall

Gl gy o)) Al gally geadlly (dail clles jgad o

Lesson Learned

il e dala daiayy gl alias) o sl aae 1

B sl )l GBI pand gsddl Sl cmy 2

Root Causes

(BmS Aalll Guia (33 )y aladin) Hhlda
(43;;\..&3 @)H\ Aae S

Inadequate ldentification of Worksite/Job
Hazards (Hazards of using a narrow track for
wider wire line truck were not assessed)

Inadequate Audit/ Inspection/ Monitoring
(Supervisors did not assess the fitness of the
access track for his equipment)

Bagaall ye
ALEN Y5 LSl el s

Do not drive during low visibility, especially off
road

Access tracks should be inspected by
supervisors prior to mobilization of heavy
vehicle and equipment.
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Vehicle Rollover 48y Hoa

Incident Description Root Causes

(Quandl Jail 0 jae pe (3l Ca)IS3) BaLA Jpad e
Jleall alaaY ol L) conme (e iyl 3 2SSl culg 008 Qo o Gl oy ) sl 851 a0 o
oo Al ol 5o (3 Al and) Jlael 3 (slans ) ‘ (el Bl S e 2
CalAl Y1 Bl Mie B el capnl e gl A=l S ki dia) b ) dalsl) osad e
O LS AT Gl 35 G5l Glibe aadiey oS5 48l (Jstall (M Allxd 3 gy Gy kol (e 2Dty

B :‘-»'ij‘ ey 8 OS5 ol “-‘SJ“” e Inadequate Leadership (an untrained
& U8y eld d’* «%‘ ddb“;‘ & psl ‘*f“J ﬁb‘ oda ilS driver was knowingly assigned to transfer
L) Lo 48 dl @jtinl )iy 4l Ci jails o ] )

S il il Jasd 30 i Salall cu pemg No Training Provided (The driver was not
e By cCiban) 5 )l Ag\)'":&.'\g.u o) 4l provided ADSD training)

GaY o B il e Inadequate Communication (ADCO road
Aaids llaly Gl Cuual 3 A€ el )yl clial Al safety requirement were not effectively

SE

(wlexs) communicated with contractor)
Shah A vehicle was traveling from Asab to Shah, to
collect workers, engaged in a refurbishment _
work at Shah Clinic. The driver did not & ool sl e Flaany ol ol ) CalSS aae 1 :‘f :
PZ NS0k %N receive ADSD (ADCO Safe Driving Document) Sl Jlael 8 LS ya 30l diaY) alall Kof At B
training, was using blue key of another driver SAY Gl e oY) dalite 48 Jlie ae 2
and the vehicle was not fitted with rollover eyl 3 gamy 2l 5 el Al en Laila de pud) Jiaad 3
protection bars. It was his first trip to Shah PRI
and he was driving at high speed (120
km/Hr) and he lost control and the vehicle 1. Do not assign drivers without ADSD to
veered off and rolled over. The vehicle came drive on ADCO business

to rest on its wheels and hit the oil line Gatch 2

Do not share your blue ke ith other
bund. The driver sustained injuries and he S your biu ywi

. L drivers
was transported to Madinat Zayed hospital in
an ambulance and was later discharged from 3. Always adjust speed limit according to
the hospital road conditions and follow posted speed
limits.

Outcome: The vehicle was damaged and the
driver sustained minor injuries (bruises)
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Vehicle Tire Disengagement A8 e ) Juadi)

Incident Description Root Causes

Ly )l Zlite Jladinl &3) Aaidlall p& < ga¥) Jladiad ol A1) B sall) o
. - . A ol Rt o (DA lday eyl a8 axdiidl
gl sl Gl gas) (B @l Y] Ggaia IS h f @ . . . - a

T - .. D Al Gl gl Bgata (jasd 48| yall g aadl) Q) al
(e B ey sral) ol Ly plike o g sia ;;;1 k_")auksjiu R e ?3‘ ;):ﬂj e : "f: el
OSaiy aly Yl aal Jlaiu¥ Flid) @lad) asie EF @ S8 el ¢ ~3-‘~Lmﬁ e
S el g S Lainy s JS8 Y ) plSs) (e (Geselflonss)
QLY Jlatul e e @il e Al a3l o Inadequate Removal or Replacement of Unsuitable

GaSE My Tam zoadis el el LY Jaidll Tools (The wheel spanner used to change the tire was
b Ledlay) 5 4K 5l e 5 jhaad) (e B3l replaced with another spanner)

Jel ol pliy ) (gale] ﬁ%ﬂ 2 :AA""'.":M e Inadequate audit/inspection/ monitoring (New
Jasd) clatis (21 JSU vehicle tool kit was not inspected, and formal system of

The tool kit of new site vehicle, contained periodic (daily/weekly) inspection of vehicles at site exist)

a spanner which had non standard (3 cm

shorter) spanner. The spanner was used

by driver to replace a flat tire when

tightening nuts and they were not

e e - - ex kil 2dequately tightened. While another crew

was driving the vehicle, two days after

the last tire replacement, the front left Loyl lide @l 8 Loy 3aaad) LS pall Gy @l go¥) (§ 50t pand 1

wheel disengaged and rolled away. The dabiiia and Cilglesy ALl

driver managed to control and stop the Y Jlagid die Aul@ll e by )l milie aladiul axe 2

vehicle safely on its axle and disc o )
assembly. 1. Check tool kits including wheel spanners of new

vehicles and conduct periodic checks.

Outcome: Damage to the left fender,
breakage and erosion of the wheel bolts Do not use shorter and sub standard spanners when

and studs and erosion of the bolt-holes in replacing tires.
the rim.

Y
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HSE Performance
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Onshore Spill
Property Damage 7o
%
Gas Release
7%
Fire Injury/lliness
7% 72%
DD
Opghore Spill
%5% X
Transportation 5%°% Injury/lliness
21% 37%
Property Damage
32%
NEB
Property Damage
10% Gas Release

5%

Fire
10%

55%

Transportation
20%

Injury/lliness

Incident Sub Types 2011-Q3 (YTD)

(Work & Non-Work Related)

ADCO

Gas Release
. 2%
Fire °
Onshore Spill  go, )
10% Injury/lliness
Property Damage
12%
Transportation
25%
E&P
Fire
Property Damage 9% Injury/lliness
16% 38%
Transportation
37%
TPO
Fire
Onshore Spill 7%
21%
Injury/lliness
51%
Transportation
21%

BUH

FireTransportationPr
operty Damage Property Damage
4%

7%
Gas Release Injury/lliness
7% 33%
Fire
7%
Transportation
Onshore Spill 21%
21%
SE
GdsrRelease
Proper:ys 5amage 398% Transportation
o 29%
Injury/llines:
o
23% Onshore Spill
27%
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Distribution of Incident Sub Types 2011-Q3 (YTD)

Fire
o3P0 SE
% 6%
6% °
NEB
12% gun AUH
12% 18%
Injuries
pp TPO E&P
sE 8% 8% 27%
10%,
BUH
10%gAR NEB AUH

0,
11% 12% 14%

Transportation

NEB TPO
DD 7% 6%
7%

47%
BUH

1%

SE
22%

E&P

Gas Release

SE
20% BUH
40%
NEB
0,
20% BAB
20%
Property Damage
NEBABBUH
7% 4% 4% E&P
41%
SE
22%
DD
22%
Oil Spills
BAB DD

TPO 5% 5%
14%

SE
49%

27%
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Incident Imnmediate & Root Cause Categories 2011-Q3 (YTD)

Root Causes
Immediate Causes

Tools, Use of Tools
Equipment & Or Equipment Innattention / Communication Mental State
Work Place Vehicles 5% Lack of 6% 4% Work Planning

Environment / 6% Awareness 23%
Layout 23%
8% Skill Level
7%
Protective Work Rules /
Systems Policies /
8% Followi Standards / Management /
ollowing Supervision /
Work Use of Procedures Proc;iures Employee
orl Protective 23% Leadership
Exposures To Methods 21%
1% 9
° 16% Behavior
Tools & 12%
Repetitive Immediate Causes Repetitive Immediate Causes
Inattention to footing and surroundings Inadequate work planning
Improper decision making or lack of judgments Inadequate identification of worksite/job hazards
Routine activity without though Inadequate adjustment/repair/maintenance
Violation by individual Inadequate audit/inspection/monitoring
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Improper loading
6%

Improper lifting
7%

Improper position
or posture for the

task
13%

Incident Inmediate Cause Analysis 2011 —Q3 (YTD)

Following Procedure

Violation by
group Violation by
6% individual
23%

Work or motion at
improper speed
17%

Violation by
supervisor
16%

Inattention

Distracted y,jjyre to warn

other concerns

Routine 5%

activity without
though

16%

Inattention to
footing and
surroundings
18%

4% Improper

decision
making or lack
of judgement
53%

Violation by individual

One individual intentionally chose to violate an established
safety practice.

Violation (by supervisor):

A supervisor or other management person either personally
violated an established safety practice or directed people
under their supervision to do so.

Improper decision making or
lack of judgment

This cause is the opposite of violations, which are intentional
acts. Unintended human error can consist of perception
errors, memory errors, decision errors or action errors. A
person’s job performance was affected by their inability to
make an appropriate judgment when confronted by an
ambiguous situation.

Work or motion at improper
speed

The person involved was not working at the proper speed,
not taking time to do things safely, e.g., driving too fast,
running or adding chemicals too fast or too slow, etc.

Inattention to surroundings:

The person was not alert to their surroundings and just
tripped or ran into something that was clearly visible and
obvious.

E&P,20

DD, 12
SE,9

BAB NEB
BUH go, 4% cap
5
15% 36%

BUH, 8 17%

22%
BAB, 3 NEB, 2

Routine activity without

The person involved was performing a routine activity, such

thought: as walking, sitting down, stepping, etc., without conscious
thought, and was exposed to a hazard as a result.
NEB TPO
E&P, 19 BAB 26 o,
20 - ’

DD, 6

31%

BAB, 4
-NEB, 1 TPO, 1
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Inadequate
preventive Inadequate job
maintenance placement
1% 6% Inadequate audit/
inspection/
monitoring
51%

Inadequate w ork

Incident Root Cause Analysis 2011 —-Q3 (YTD)

Work Planning

planning

32%

Inadequate Work
Planning

The work being done was not planned or was not risk
assessed prior to starting that work.

Inadequate audit
/inspection/ monitoring

Supervisors did not monitor, inspected or audited the
work as planned.

Management Supervision/ Employee
Leadership

Inadequate
preventative
maintenance program

The tools or equipment involved in the incident were
not covered by a preventative maintenance program,
and became unserviceable.

E&P, 18

BUH, 4 NEB, 4

TPO, 1

BAB TPO
6% 2%

NEB
9%

BAB, 3

19%

Inadequate
leadership
16% Inadequate
identification of
worksite/job
hazards
76%
Inadequate The incident was caused by the failure to perform or properly
identification of respond to a loss exposure study, such as Job Safety
worksite/job hazards Analysis.

Inadequate Leadership The leaders in an area did not set the right direction or tone for
safety or allowed roles and responsibilities for safety activities
to be unclear or undefined.

16 E&P, 14

TPo  NEB
E&P

BUH,5 DD,5
TPO,3 NEB,3

BAB
13% 20%

29



Tools & Equipment

Inadequate
human factors/ Inadequate
ergonomics assessment of
considerations needs and risks
10% 37%

Inadequate
Inadequate adjustment/repair
availability /maintenance
10% 23%

Inadequate
identification or
critical safe
behaviors
8%
Inadequate
reinforcement of
critical safe
behaviors
12%

Inadequate

Behavior
15%

Behaviour

Employee
perceived haste
23%

Improper Improper
performance is supervisory
rewarded example
15% 19%

The tools and equipment provided were thought to be right,
but proved to be the wrong tools or equipment, because the
risk associated with their use was incorrectly assessed.

Inadequate assessment of
needs and risks

Employee perceived haste

The incident was caused by the employee’s perception that
speed in completing the work was required causing laps in
safety considerations.

Improper supervisory
example

Supervisors not giving the proper example to the people
working in their organizations.

Proper tools and equipment were available, but had not been
Inadequate adjustment correctly maintained or repaired

/repair/maintenance

TPO NEB
sE.7 ggp 5% 5% SE
s 14% 33%
o4
cars

0, 1 NEB, 1 BA

19% BUH
24%

Inadequate reinforcement of
critical behaviors

A supervisor seeing someone not following the safety
procedures and guidelines and not correcting immediately
is an example of inadequate reinforcement of proper
behavior.

E&P,7 SE, 7
BUH, 6

o AN W B OO N ®

pp,2 TPO1
E&P,7
BAB, 3

BAB, 3
BUH, 6
DD, 2 SE, 7

TPO, 1
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Asset Based Cases2011 —-Q3 (YTD)

Work Place SE
Environmppdtective Systems
Lag;;)ut Use of Tools or Innattention / Lack
° Equipment of Awareness

Work Exposures 4% 32%
To
9%

Tools, Equipment
& Vehicles .
1% Use of Protective Following
Methods Procedures
13% 17%
NEB
e
10% Procedures

Innattention / Lack 20%
of Awareness

10%

Use of Protective

Protective Systems Methods
20% Work Exposures 20%
To
20%

SE

Engineering / Design
4%

Management /
Supervision /
Employee Leadership
19%

Work Rules / Policies Skill Level
/ Standards / 4%
Procedures

6%

Work Planning
17%

Tools & Equipment Behavior
14% 14%

NEB

Tools & Equipment
1%

Skill Level Work Planning
11% ./ 45%
Management /
Supervision /
Employee
Leadership

33%
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E&P

Use of Tools or

Equipment
5% Following
Protective Syst Procedures
Work Exposures 26%
To
10%

Use of Protective
Innattention / Lack

Methods Work Place
12% Environment / of Awazeness
Layout 25%
13%
BAB
Protective Systems Use of Protective

Work Place 9%
Environment /

Methods
23%

Layout
9%
Innattention / Lack
Following Use of Tools or of Awa:,eness
Procedures Equipment 18%
14% 18%

E&P

Tools & Equipment

Communication 5% Work2P7I°2nnlng
9%
Skill Level
9%
Work Rules / Management /
Policies / Standards Supervision /

/ Procedures Employee

9% ) Leadership
Behavior 22%

1%

BAB

Communication

4%

Trainingy Knowledge

Skill Level Transfer

Engineering / Design 4%
12%

Management /
Supervision /
Employee Leadership
24%

Tools & Equipment

Work Rules / Policies / 16%

Standards /
Procedures Work Planning
12% Behavior 12%

12%
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Use of Tools or BUH

Work Place Equipment
Environment / % Following
Layout Tools, Equipment Procedures
7% & Vehicles 28%

Work Exposures 3%
To
7%

Innattention / Lack

Protective Systems
0,
10% Use of Protective of Awal;eness
Methods 24%
14%
DD
Tools, Equipment
Following

& Vehicles

3% Procedures

Protective Systems
32%

6%

Work Exposures
To
17%

Use of Protective

Innattention / Lack
of Awareness M(;t:;ds
17% °
TPO
Innattention / Lack Use of Protective
of Awareness Methods
1% 23%
Protective Systems
22%
ools, Equipment
Work Exposures & Vehicles
To 22%
22%

BUH

ieeri Mental State Behavior
Englg:;ne‘erlng / % 20%
esign

6%

Skill Level

Work Planning
13% 17%
Management /

Supervision /

Tools & Equipment Employee
16% Leadership
16%

DD

Training /
EngineefiAg\yledge Transfer
Design 3%
3%

Mental State
3%

Work Planning
32%

Behavior
7%

Communication

14%
Work Rules /
Management / Policies / Standards
Supervision / 1/ Procedures
Employee 21%
Leadership
17%
TPO
Tools & Managemen
Equipment t/
14% isi
Skill Level Supervision
14% / Employee
Leadership
Behavior 44%
o Work
14% .
Planning
14%
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Causes of Top Two Incident Sub Types, 2011 —-Q3 (YTD)

) Tran\%Portation
Skill Level ork Rules /

. . 5% Policies /
Improper Improper Physical Condition Standards /
i decision 5% Behavior
loading . Procedures o
Lack of 4% making or 5% 25%
knowledge of lack of Mental Stres
hazards judgement 59% SMentsal/State
present Inadequ 23% °
6% w<|3rkp|atce ork o Violation b anagement /
ayou motion at lolation by ) Supervision /
Congestig%’ improper IndIVISual Work 12{;’;1nn|ng Employeg
or restricted speed 14% °  Tools & Equipment Leadership
motion 12% 15% 20%
7%
Injuries
Tools & Equipment Communication
Impll'o.per Oq P 0 Management /
decision o 3% 3% Supervision /
Congestion or making or lack Engineering / Err)n ovee
restricted of judgement Desolgn Lea("l)erihi
motion 17% 5% Behavior 32% P
6% 5% °
Inattention to Improper Training /
footing and ozct)jll'gofgrotrhe Knowledge
surroundings P task Transfer Work Rules /
6% 13% 8% Policies /
Standards / Work Planning
Personal Proced 979
Protective . . Mechanica oceoures b
Equipment not Violation by ~ Routine activity Hazards 1%
used supervisor without though 10%
8% 8% 10%
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Quiz

Name:

Designation

Staff No.

ADCO Asset or Company No
Contact Number

Incident Title

True

False

1. | Facial Injuries from Falling Heater Burner
Task risk assessment was performed for the activity
Burners had lifting lugs

2. | Vehicle Stuck in Sand and Caught Fire
Vehicle tires were not deflated
Vehicle caught fire due to engine over heating

3. | Worker Attacked by an Ostrich
Ostriches are not dangerous
Worker was trained to handle wild animals

4. | Finger Injury to Rig Service Operator
The stabber’s hand signal was misinterpreted by the driller
There was a clear procedure for stabbing the joint

o oo | Odo o

o oo | Odo o

5. | Leg Injury on Rig Rotary Table
The driller switched operations from Hawk Jaw to rotary table
The rotary table rotated fast in reverse motion

L]

L]

6. | Fall from Rig Substructure Resulting in Back injury
The task was discussed with floorman
The floorman tried to unscrew bolts and his spanner slipped

0]

0]
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Slippage of Jigsaw Causing Leg Injury to Carpenter
Carpenter was trained on safe operation of Jigsaw
Daily Tool Box Talks (TBT) did not address the safe operations of tools

L]

L]

Leg Trapped in Portable Cement Mixer
The mixer with defective guards was mobilized and there was no prior inspection of the mixer
There was a working procedure for opening the cement bags

0]

0]

Worker Run Over by Water Tanker
Shade umbrellas were installed on site
The crew members were resting in shade of heavy vehicles

L]

L]

10.

Flagman Struck by Wheel dozer
The hazard caused by a change in grade between parking area and work zone
The flagman was guiding a water tanker, and a wheel loader came from behind and hit him

L]

L]

11.

Fall of Construction Worker from Height
At end of the day one of two staff buses arrived to transport workers back to their camp
Workers’ transport arrangements were not synchronized resulting in workers rushing to the first bus

0]

0]

12.

Vehicle Rollover
The driver started journey with half fuel tank
Driver was driving at a speed of approximately 75 km/Hr, through a downhill gatch road

L]

L]

13.

Loss of Containment
Permanent facilities for inter Gravity line transfer were operational
Drain hoses were certified

0]

0]

14.

Fire in Rumaitha Central Processing Plant
There sensing acoustic tools or thermograph cameras used to detect the loose contact in early stage
Fire started due to a loose contact in cooler fan feeder

0]

0]
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15.

Injuries to Workers Hit by Pressurized Cylinder with Broken Valve
Risks associated with handling of cylinders were considered in work planning
Trained crew was involved in handling gas cylinders

L]

L]

16. | Gas Leak and Formation of Ice Covering Lower Master Valve Nipple
Three Water Alternating Gas (WAG) wells were not subjected to preventive maintenance since |:| |:|
commissioning [] []
Ice was formed on the Lower Master Valve Nipple
17. | Wire line Crew Vehicle Rollover
Risks of fatigue due to lack of sleep and fasting were not identified |:| |:|
A wire line crew was on its way from their base in Asab to Shah [] []
18. | Wire line Truck Rollover
Hazards of using a narrow track for wider wire line truck were not assessed [] []
Supervisors did not assess the fithess of the access track for his equipment |:| |:|
19. | Vehicle Rollover
An untrained driver was knowingly assigned to transfer workers |:| |:|
Driver was using blue key of another driver [] []
20. | Vehicle Tire Disengagement

The wheel spanner used to change the tire was replaced with another spanner
New vehicle tool kit was inspected

L]

L]

Please hand in the quiz to your Asset HSE Focal Points for assessment
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When an employee is hurt, his family feels the pain too

]
wto

ABU DHABI COMPANY FOR ONSHORE OIL OPERATIONS
(ADCO)

38



