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Global experience

The International Association of Oil & Gas Producers has access to a wealth of technical 
knowledge and experience with its members operating around the world in many different 
terrains. We collate and distil this valuable knowledge for the industry to use as guidelines 
for good practice by individual members.

Consistent high quality database and guidelines

Our overall aim is to ensure a consistent approach to training, management and best prac-
tice throughout the world.

The oil and gas exploration and production industry recognises the need to develop consist-
ent databases and records in certain fields. The OGP’s members are encouraged to use the 
guidelines as a starting point for their operations or to supplement their own policies and 
regulations which may apply locally.

Internationally recognised source of industry information

Many of our guidelines have been recognised and used by international authorities and 
safety and environmental bodies. Requests come from governments and non-government 
organisations around the world as well as from non-member companies.

Disclaimer

Whilst every effort has been made to ensure the accuracy of the information contained in this publica-
tion, neither the OGP nor any of its members past present or future warrants its accuracy or will, regard-
less of its or their negligence, assume liability for any foreseeable or unforeseeable use made thereof, which 
liability is hereby excluded. Consequently, such use is at the recipient’s own risk on the basis that any use 
by the recipient constitutes agreement to the terms of this disclaimer. The recipient is obliged to inform 
any subsequent recipient of such terms.

Copyright notice

The contents of these pages are ©The International Association of Oil & Gas Producers 2007. 
All rights are reserved.
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The safety statistics for 2006 were derived from data provided by the following companies:
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ADNOC
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BG
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BP
Cairn Energy
Chevron
CNOOC
ConocoPhillips
Dolphin Energy
DONG
Eni
ExxonMobil
Gaz de France
Hess Corporation
HOCOL
Hydro
Kuwait Oil Company
Maersk
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Nexen Inc
Occidental
Oil Search
OMV
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Petro-Canada
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Shell
Statoil
TNK-BP
Total
Tullow Oil
Wintershall
Yemen LNG
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The principal purposes of this report are to present the 
safety performance of the global E&P industry in 2006, 
and to compare that the performance with to that of previ-
ous years’ performance. The report allows OGP members 
and others to benchmark their safety record performance 
against that of the global E&P industry.

The key indicators presented are: number of fatalities, fatal 
accident rate, lost time injury frequency, total recordable 
incident rate and restricted work day case + lost time injury 
frequency. The report presents global results for these indi-
cators, which are then analysed by region, function and 
company. A code is used for the company results to preserve 
anonymity. The performance of both companies and con-
tractors is reported.

Wherever practicable, results are presented graphically. 
The data underlying the charts are presented in Appendix 
B. The tables are organised according to the section in the 
report where the chart appears.

There are five changes to this year’s report:
A new function category, ‘construction’, replaces the 
category ‘other’. ‘Administration’, which was formerly 
included in the ‘other’ category, is now included in the 
‘unspecified’ category.
Restricted work day case (RWDC) plus lost time injury 
(LTI) frequency, which in previous years had been pub-
lished as Appendix E, are now incorporated into the 
main report.
For the first time, total recordable incident rates 
(TRIR) are shown by company in section 5.
Fatal accident rate (FAR) and lost time injury (LTI) 
frequency results by function are presented, for the 
first time, as 3-year rolling averages in Section 4. This 
serves to smooth out variability in the FAR and LTI 
values and should provide a more reliable indicator of 
performance trends.
Third party fatalities are no longer included in this 
report, though there are plans for this data to be pub-
lished separately.

These changes reflect the growth in the database and the 
Safety Reporting Task Force’s aim to improve the reliability 
of the data and its interpretation.

•

•

•

•

•

Preface
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1 Summary

The report summarises the safety performance of the global E&P industry for 2006.

The primary indicators used to benchmark the safety performance of the industry are; number of fatalities, fatal 
accident and incident rates, lost time injury frequency, total recordable incident rate and restricted work day case 
+ lost time injury frequency.

Third party fatalities are not included in this report.

The database for 2006 embraces 2937 million hours 
worked, a 23% increase on 2005 and the highest in the 
history of safety data reporting.

• 4� companies contributed data. All but 2 reported sta-
tistics for their contractors.
The database includes operations in 84 countries.

•

•

1.1 Database
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�5 company and �00 contractor fatalities were reported 
in 2006. The total of ��5 is 3� (37%) more than reported 
in 2005.
The increase in the number of fatalities is against 
the background of a 23% increase in the number of 
workhours reported.
The overall fatal accident rate (FAR) is 3.9 company/
contractor fatalities per �00 million workhours. This 
represents an increase of ��% on last year’s figure. The 
increase is most evident on Asia/Australasia and North 
America and mainly affects onshore company employ-
ees.
Offshore FAR improved by 2�% compared to the previ-
ous year.
The company and contractor FAR are 2.0 and 4.5 
respectively. Onshore and offshore FAR are 4.6 and �.6 
respectively.
A reduction is seen in the number of deaths resulting 
from vehicle incidents compared to previous years. The 
most common cause of fatalities in 2006 was “struck 
by”.
In the incident where the highest number of fatalities 
occurred, 5 employees were killed when a geomatics 
contractor crew was attacked by armed robbers.

•

•

•

•

•

•

•

0

1

2

3

4

5

6

7

8

Contractor

Overall

Company

20062005200420032002

2.0

6.0

4.8 4.9
5.2

3.5
3.9

1.3

2.0
2.3

2.8

6.1 6.2

4.4 4.5

1.2 Fatalities

Fatal accident rate
per 100 million hours worked

Fatality causes (excluding ‘unknown’)

Vehicle incidents
21.7%

Struck by
22.6%

Other 12.2%

Fall 14.8%

Explosion/
burn 7.8%

Electrical 7.0%
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1.3 Lost time injuries

The overall Lost Time Injury Frequency (LTIF) 
increased from 0.97 in 2005 to 0.99 in 2006. This rep-
resents a 2% increase compared to 2005 and mainly 
affected company employees working onshore in the 
FSU and North America regions.
Both company and contractor performance, at 0.89 
and �.03 lost time injuries per million hours worked, 
respectively, represent an increase compared to the pre-
vious year’s performance.
The difference between company and contractor LTIF 
continues to reduce, with the contractor LTIF being 
just �6% greater than the company value.
There were 2800 reported injuries resulting in at least 
one day off work. This equates to an average of 53 such 
injuries every week of the year, a 26% increase com-
pared to 2005.
Approximately 3�6 person-years are estimated to have 
been lost by reporting companies and their contractors 
as a result of injuries.

•

•

•

•

•

The rate for all recordable incidents (fatalities, lost workday 
cases, restricted workday cases and medical treatment cases) 
was 2.92 incidents per million hours worked. This is a 4% 
improvement compared to 2005 and the lowest value on 
record.
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1.5 Restricted work day case + lost time injury (RWDC + LTI) frequency

The frequency of RWDC and LTI for companies has 
increased by 3% compared to the 2005 result.
The contractor figure is virtually unchanged.

•

•

1.6 Lost work day cases – by cause

The cause was provided for �487 of the 2800 lost work 
day cases reported.
The greatest number of LWDCs reported were those 
where individuals were struck by moving equipment 
and machinery or by flying or falling objects.

•

•
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��5 company and contractor fatalities were reported 
in 2006. This is 3� more than were reported in 2005. 
This is against the background of a 23% increase in the 
number of workhours reported.
The ��5 fatalities occurred in �03 separate incidents.

•

•

In the incident where the highest number of fatalities 
occurred, 5 employees were killed when a geomatics 
contractor crew was attacked by armed robbers.
27 of the company/contractor fatalities occurred in 
Africa, 24 in FSU and 20 in South America.

•

•

2 Overall results

2.1 Fatalities

Company fatalities 15 (13%)
Contractor fatalities 100 (87%)

Onshore fatalities 104 (90%)
Offshore fatalities 11 (10%)

•
•

•
•

Company workhours (25%)
Contractor workhours (75%)

Onshore workhours (76%)
Offshore workhours (24%)

•
•

•
•

In this section the primary indicators used to measure the industry’s safety performance are presented. These are 
the number and nature of fatalities, fatal accident rate (FAR), fatal incident rate (FIR), lost time injury frequency 
(LTIF), total recordable incident rate (TRIR) and lost work day case + lost time injury frequency (LWDC+LTI).

Third party incidents are not included in this report but will be analysed separately.

Company/Contractor Fatalities
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Fatal accident rate - company & contractors
per 100 million hours worked

Fatal accident rate - onshore & offshore
per 100 million hours worked

2.2 Fatal accident rate (FAR)

Overall 3.92 (11% worse)§

Company 2.04 (63% worse)
Contractor 4.54 (4% worse)

Onshore 4.64 (18% worse)
Offshore 1.58 (21% better)

§ The percent. in parentheses relates to the 2005 average.

•

•
•

•
•

The overall fatal accident rate is 3.92 company/contrac-
tor fatalities per �00 million workhours. This represents 
an ��% increase compared to the 2005 value of 3.53.
The offshore FAR of �.58 is 2�% better than the 2005 
value (�.99).
The FAR onshore value of 4.64 shows an �8% increase 
on the 2005 value of 3.94.
The company and contractor FAR values are 2.04 and 
4.54 respectively, both higher than last year (�.25 and 
4.36).
The difference between the FAR onshore and offshore 
displays a large variation over the �0 year period shown. 
Neither is consistently better.
The 2006 offshore FAR result is the lowest on record 
to date.

There has been an overall increase in FAR in 2006 com-
pared to the 2005 values, but the long-term trend continues 
to be downwards.

•

•

•

•

•

•
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Fatal accident rate (FAR)

The number of company/contractor fatalities 
per 100,000,000 (100 million) hours worked.
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Fatal incident rate - company & contractors
per 100 million hours worked

Fatal incident rate - onshore & offshore
per 100 million hours worked

2.3 Fatal incident rate (FIR)

Overall 3.51 (13% worse)§

Company 1.91 (53% worse)
Contractor 4.04 (7% worse)

Onshore 4.10 (20% worse)
Offshore 1.58 (21% better)

§ The percent. in parentheses relates to the 2005 average

•

•
•

•
•
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Fatal incidents are incidents resulting in one or more fatali-
ties. The FIR is a measure of the frequency with which fatal 
incidents occur, in contrast to the FAR which measures the 
frequency of fatalities. Accordingly, for company and con-
tractor fatalities only, FIR will be less than or equal to the 
FAR. Comparison of FAR and FIR gives an indication of 
the magnitude of the incidents in terms of lives lost.

The overall fatal incident rate rose to 3.5�, representing 
a �3% increase compared to 2005 (3.��).
In common with FAR, company FIR is consistently 
lower than contractor FIR. However, in contrast 
to FAR, for the majority of the past �0-year period, 
onshore FIR has been greater than offshore FIR.
The offshore fatal incident rate has dropped by a further 
2�% compared to last year and is the lowest on record.

•

•

•

Fatal incident rate (FIR)

The number of fatal incidents per 100,000,000 
(100 million) hours.
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Fatality causes
% fatalities associated with each reporting category (excluding ‘unknown’)

2.4 Fatality causes

The pie charts show the percentage of fatalities within each 
of the reporting categories for 2006 and for the 5 year period 
200�-2005.

The largest proportion of the fatalities reported in 
2006 was the result of incidents in which individuals 
were struck by moving or falling objects.
Vehicle incidents were the second greatest contributors 
to the fatality statistics, showing a notable reduction 
compared to previous years.

•

•

Vehicle incidents
31%

Struck by
21% Other 10%

Falls 9%

Explosion
/burns 5%

Electrical 6%

Drowning 4%

Caught between 8%

Air transport 6%

2006 2001- 2005

Vehicle incidents
21.7%

Struck by
22.6%

Other 12.2%

Fall 14.8%

Explosion/
burn 7.8%

Electrical 7.0%

Drowning 5.2%

Caught between 5.2%
Air transport 3.5%

 Incidents Fatalities
Air transport 2 4
Caught between 6 6
Drowning 6 6
Electrical 7 8
Explosion/burn 7 9
Fall �7 �7
Other 8 �4
Struck by 26 26
Vehicle incident 24 25
Unknown 0 0
Total	 103	 115

The number of incidents in which individuals died as 
the result of a fall has increased compared to previous 
years.

•
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Number of fatalities by age group for 2004-2006
Company and contractor

2.5 Fatality demography

The ages of victims were specified in 67 instances of fatali-
ties in 2006. The chart shows the age distribution of victims 
when these cases are added to the 44 instances in 2005 and 
42 instances in 2004.

Of the ��2 employee fatalities where the gender was speci-
fied, all were male.
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Lost time injury frequency - onshore & offshore
per million hours worked

Lost time injury frequency - company & contractors
per million hours worked

2.6 Lost time injury frequency (LTIF)

Overall  0.99 (2% worse)§

Company 0.89 (7% worse)
Contractor 1.03 (1% worse)

Onshore  0.95 (3% worse)
Offshore 1.13 (1% worse)

§ The percent. in parentheses relates to the 2005 average

•

•
•

•
•

There were 2800 lost time incidents (excluding fatali-
ties) resulting in at least one day off work. 2�60 inci-
dents were contractor related and 640 were company 
related.
The overall LTIF increased by 2% from 0.97 in 2005 to 
0.99 in 2006.
The difference between company and contractor LTIF 
continues to reduce, with the contractor LTIF being 
just �6% greater than the company value.

The above equates to an average of 53 incidents every week 
of the year. Approximately 3�7 person-years are estimated 
to have been lost by reporting companies and their contrac-
tors.†

•

•

•
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Lost time injury frequency (LTIF)

The number of lost time injuries (fatalities + lost 
workday cases) per 1,000,000 hours worked.

† assuming 220 working days per year
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Severity - company & contractors
average days lost per LWDC

Severity - onshore & offshore
average days lost per LWDC

2.7 Severity of lost workday cases

Overall  24.85 (3% worse)§

Company 20.59 (20% better)
Contractor 26.22 (10% worse)

Onshore  24.66 (1% worse)
Offshore 25.48 (10% worse)

§ The percent. in parentheses relates to the 2005 average

•

•
•

•
•

In 2006 80% of the reported hours qualify for inclusion in 
this analysis.

The upstream industry reported 59002 days of work 
lost through injuries. This equates to around 3�6 man-
years of activity.
The number of days lost was reported for 85% of the 
lost workday cases.
Overall a 3% increase can be seen in the 2006 result 
compared to 2005.
The difference between company and contractor sever-
ity levels has increased to 2�%.
The difference between onshore and offshore LWDC 
severity is 3%.

•

•

•

•

•
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Severity

Severity is defined as the average number of days 
lost (where reported) for each lost workday case.
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Total recordable incident rate – company & contractors
per million hours worked

Total recordable incident rate - onshore & offshore
per million hours worked

2.8 Total recordable incident rate (TRIR)

Overall  2.92 (4% better)§

Company 1.85 (5% worse)
Contractor 3.24 (7% better)

Onshore  2.68 (5% better)
Offshore 3.66 (5% better)

§ The percent. in parentheses relates to the 2005 average

•

•
•

•
•

TRIR calculations are only made on returns that include 
information on medical treatment cases. In 2006, 90% of 
the reported hours qualified for inclusion in this analysis.

Improvement can be seen in 2006 in contractor, 
onshore and offshore TRIR results, and these are at 
their lowest on record to date.
The overall value is 4% lower than the 2005 value.
The greatest improvement in TRIR was associated 
with contractor activity, where the result was 7% less 
than that reported in 2005.

•

•
•
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Total recordable incident rate (TRIR)

The number of recordable incidents (fatalities + lost 
workday cases + restricted workday cases + medical 
treatment cases) per 1,000,000 hours worked.
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2.9 Restricted work day case + lost time injury (RWDC + LTI) frequency

Overall  1.41 (3% worse)§

Company 0.85 (13% worse)
Contractor 1.59 (no change)

Onshore  1.26 (4% better)
Offshore 1.91 (19% worse)

§ The percent. in parentheses relates to the 2005 average

•

•
•

•
•

Restricted works day cases (RWDC)

RWDCs are injuries and occupational incidents which 
are severe enough to prevent a person from per-
forming normal duties, but not so severe that lighter 
duties cannot be performed.

RWDC+LTI frequency

The number of restricted work day cases plus the 
number of lost time injuries (restricted workday cas-
es + fatalities + lost workday cases) per 1,000,000 
hours worked.
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The figures show the frequency of RWDC and LTI for com-
panies and contractors, and onshore and offshore activities.

The offshore frequency is �9% worse than last year 
(�.6�) and the Company result is �3% worse the equiva-
lent 2005 result (0.75).
The frequency of RWDCs and more serious injuries 
remains higher in the offshore environment.

•

•
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Overall 11.15 days (18% fewer)§

Company 11.78 days (15% fewer)
Contractor 11.07 days (19% fewer)

Onshore 10.33 days (11% fewer)
Offshore 13.01 days (33% fewer)

§ The percent. in parentheses relates to the 2001-’05 average

•

•
•

•
•

Severity of restriced workday cases – company & contractor
average days of restricted work per RWDC

Severity of restriced workday cases – onshore & offshore
average days of restricted work per RWDC
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2.10 Severity of restricted work day cases

A total of 6633 days were lost as a result of restricted 
workday cases, in the sense that normal duties could 
not be performed. This compares with 59002 days lost 
as a result of lost time injuries (on a database 2.5 times 
as large).
The average number of days lost to restricted work per 
case decreased compared to the previous 5-year period, 
most noticeably among contractor staff working off-
shore.
Offshore the number of days lost has fallen by 33% 
compared to the previous 5-year period.

•

•

•

Severity of restricted works day cases

The average number of days of restricted work per 
restricted work day case.

Restricted work day case days are not reported by all 
companies. The database for this analysis is there-
fore reduced to 1224 million work hours, 42% of all 
hours.

Please note that the averaging period used in this 
section alters in response to limitations in the data 
partition in earlier years.
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 Number %
Air transport 5 0.3
Caught between 204 �2.7
Water related 3 0.2
Electrical �9 �.2
Explosion/burn 7� 4.4
Fall 326 20.3
Other 380 23.7
Struck by 388 24.2
Vehicle incident 9� 5.7
Unknown ��5 7.2

Lost Work Day Case (LWDC)

A Lost Work Day Case is an incident resulting in 
at least one day off work. Fatal incidents are not 
included. LWDCs are categorised as “Air transport”, 
“Water related”, “Caught between”, “Electrical”, 
“Explosion/burn”, “Fall”, “Other”, “Struck by” and 
“Vehicle incident”.

2.11 Lost work day case causes

The pie chart shows the percentage of LWDCs within each 
of the reporting categories for 2006.

The greatest number of incidents was reported as 
“struck by” (388). 

•

Vehicle incidents 6%

Struck by
26%

Other
26%

Fall
22%

Explosion/
burn 5%

Electrical 1%

Water related 0.2%
Caught between 14%

Air transport 0.3%

Lost Work Day Cases (excluding ‘unknown’)

In 2006, 34 of the 4� contributing companies reported Lost 
Work Day Case causes for 58 of the 84 reported countries 
(�602 of the 2800 reported).



�6

International Association of Oil & Gas Producers

© 2007 OGP

The vast majority of Lost Work Day Cases related to 
contractor personnel; nearly 4 times as many as to com-
pany personnel.
“Struck by” incidents account for 28% (323) of the con-
tractor cases and 2�% (65) of the company.
�5% of the LWDCs that affected company personnel 
were “vehicle incidents”.
Falls are the second most frequent cause of LWDC 
injuries at 22% for contractors and 23% for company 
personnel.

•

•

•

•

Lost Work Day Cases by cause 
Company and contractor
Category	 Company	 Contractor
Air transport 0 5
Caught between 20 184
Water related 0 3
Electrical 5 14
Explosion/burn 10 61
Fall 73 253
Other 96 284
Struck by 65 323
Vehicle incident 47 44
Unknown 10 105
 326	 1276

Vehicle incidents
15%

Struck by
21%

Other 30%

Fall 23%

Explosion/burn 3%
Electrical 2%

Caught between 6%

Lost Work Day Cases (excluding ‘unknown’)
Company

Vehicle incidents 3.8%

Struck by
28%

Other 24%

Fall 22%

Explosion/
burn 5%

Electrical 1%

Water related
0.3%

Caught between
16%

Air transport 0.4%

Lost Work Day Cases (excluding ‘unknown’)
Contractor
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Lost Work Day Cases by cause 
Onshore and offshore
Category	 Onshore	 Offshore
Air transport 4 1
Caught between 100 104
Water related 2 1 
Electrical 14 5
Explosion/burn 56 15
Fall 240 86
Other 251 129
Struck by 291 97
Vehicle incident 90 1
Unknown 84 31
 1132	 470

Vehicle incidents 9%

Struck by
28%

Other 24%

Fall 23%

Explosion/
burn 5%

Electrical 1%
Water related 0.2%

Caught between 10%
Air transport 0.4%

Lost Work Day Cases (excluding ‘unknown’)
Onshore

Vehicle incidents 0.2%
Struck by

22%

Other 30%

Fall 20%

Explosion/
burn 3%

Electrical 1%

Water
related
0.2%

Caught
between

24%

Air transport 0.2%

Lost Work Day Cases (excluding ‘unknown’)
Offshore

90 vehicle related incidents were reported.
Onshore 28% of the LWDCs were “struck by” incidents 
and 23% were “falls”. “Vehicle incidents” accounted for 
9% of reported cases.
22% of the offshore LWDCs were categorised as “struck 
by” and 20% as “falls”.

•
•

•
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2.12 Accident triangles

In this section the relative numbers of types of occupational 
injury are shown in the form of ‘accident triangles’. The 
ratios have been corrected to account for the absence, in 
some returns, of medical treatment cases.

Overall the ratio of lost time injuries to fatalities is 
25:� and for total recordable incidents to lost time inju-
ries about 3:�. In 2005 these ratios were 27:� and 3:� 
respectively.

•
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3 Results by region

In this section the safety performance of regions and individual countries within the regions are presented.

A list of countries from which companies have reported information is provided in Appendix G, which also shows 
the division of countries into regions. The term Australasia refers to Australia, New Zealand and the islands in 
the SW Pacific.

3.1 Fatalities

Overall 0.99 (2% worse)§

Africa 0.66 (1% better)
Asia/Australasia 0.36 (3% worse)
Europe 1.65 (1% better)
FSU 0.78 (11% worse)
Middle East 0.68 (27% worse)
North America 0.85 (4% worse)
South America 2.08 (5% better)

§ The percent. in parentheses is relative to 2005 average

•
•
•
•
•
•
•
•

The figure presents the LTIF for the seven regions for both 
2006 and 2005. It can be seen that the LTIF has improved, 
compared to the 2005 values, in South America, Europe, 
the Middle East and Africa.

In common with the previous year, Asia/Australasia is seen 
to be the best performing region, and South America the 
worst. However, the largest improvement from 2005 to 
2006 is seen for operations in the Middle East region from 
0.93 in 2005 to 0.68 in 2006, a 27% improvement.

 Fatal Fatalities
 incidents
Africa	 	 19	 27
Asia/Australasia	 8	 10
Europe	 	 9	 9
FSU	 	 24	 24
Middle	East	 	 14	 15
North	America	 10	 10
South	America	 19	 20

The table shows the number of fatal incidents and fatalities 
in each of the 7 regions into which the data are partitioned. 
It can be seen that the highest number of fatalities occurred 
in the FSU region where 24 fatalities were reported. 24 
fatalities were also reported for the region in 2005.

Further analysis of the fatality statistics is presented in 
Section 3.3, where 5-year rolling averages of FAR are pre-
sented for each of the regions.

3.2 Lost time injury frequency (LTIF)

Lost time injury frequency
per million hours worked

0.0
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EuropeSouth
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Five regions, North America, FSU, Middle East, Africa and 
Asia/Australasia are seen to perform better than the world 
average of 0.99.

Further analysis of the lost time incidents is presented in 
Section 3.3, where 5-year rolling averages of LTIF are pre-
sented for each of the regions.
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3.3 FAR and LTIF – 5-year rolling averages

In order to smooth out variability in the annual values of 
the regional FAR and LTIF, 5-year rolling averages are com-
puted which should provide a more reliable indicator of per-
formance trends.

Each figure shows FAR and LTIF 5-year rolling averages 
for one of the seven regions, and includes the ‘all regions’ 
curves.

FAR 5-year rolling average
The best performing region in 2006 is Asia/Australasia, 
with a 5-year rolling average value of FAR of �.8, which is 
less than half of the average for all regions of 4.5.

The worst performing region is Africa, with a FAR of 6.7, 
although steady improvement can be seen over the �0-year 
period for the region. Africa is closely followed by the FSU 
with a fatal accident rate of 6.6.

The largest reduction in FAR during the �0-year period 
shown has occurred in the Asia/Australasia region, where 
the 2006 value (�.8) is just 27% of the �997 value (6.7).

LTIF 5-year rolling average
Steady improvement in the LTIF in all regions is evident, 
with the 2006 values representing the lowest values on 
record. Asia/Australasia reported the best LTIF perform-
ance, achieving a 5-year rolling average LTIF of 0.4.

The worst performing region is South America with an 
LTIF of 2.2. South America has been the worst performing 
region since �997, although steady improvement can be seen 
over the �0-year period for the region, and the 2006 value 
(2.2) is 63% lower than the �997 value (5.8).

The North American region has realised the greatest 
improvement in LTIF over the period shown, with the 2006 
value (�.0) being just 29% of the �997 value (3.4).

Asia/Australasia FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)

Africa FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)

Europe FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)
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Middle East FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)

North America FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)
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FSU FAR and LTIF 5-year rolling average
(FAR per 100 million hours worked, LTIF per million hours worked)
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South America FAR and LTIF 5-year rolling average
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3.4 Severity of lost workday cases

Severity
Average days lost per LWDC

Overall 24.85 (2% better)§

Africa 20.61 (24% worse)
Asia/Australasia 22.26 (22% worse)
Europe 27.50 (1% worse)
FSU 28.75 (4% worse)
Middle East 19.65 (21% worse)
North America 43.13 (22% better)
South America 23.46 (3% better)

§ The percent. in parentheses is relative to 2001-2005 average 
results

•
•
•
•
•
•
•
•
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The figure shows the average number of days lost per LWDC 
for each of the 7 regions. Also shown is the average number 
of days lost for the preceding 5-year period for each region.

The severity of lost workday cases remains the highest in the 
North American region compared with the other regions, 
with 43.� days lost per LWDC in 2006. Compared to an 
average of 55.6 days lost per LWDC for the previous 5-year 
period, however, the North American average shows a 22% 
improvement.

No clear trend is evident in the changes in severity between 
the 2006 values and the preceding 5 years.

The figure shows the TRIR for the 7 regions, compared to 
the average for the preceding 5-year period for each of the 
regions.

Improvement can be seen in all regions for TRIR in 2006 
compared to the previous 5-year regional average value. The 
largest reduction is associated with operations in the Middle 
East where the 2006 value (2.26) is just 63% of the average 
value for the preceding 5-year period for the region.

3.5 Total recordable incident rate (TRIR)

Total recordable incident rate
per million hours worked Overall  2.92 (24% better)§

Africa 2.89 (5% better)
Asia/Australasia 1.57 (26% better)
Europe 5.67 (10% better)
FSU 1.75 (8% better)
Middle East 2.26 (37% better)
North America 5.28 (19% better)
South America 3.47 (33% better)

§ The percent. in parentheses is relative to 2001-2005 average 
results

•
•
•
•
•
•
•
•
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3.7 Individual country performance

The safety performance of individual countries is presented 
in terms of the lost time injury frequency of companies 
jointly with contractors. To preserve the anonymity of 
companies, performance is only published for those coun-
tries for which at least 2 companies have reported statistics. 
Countries with less than 50,000 reported hours worked are 
excluded, since results for such small populations of hours 
would be unrepresentative.

Of the 84 countries from which data have been reported, 28 
are excluded by these constraints.

The chart of relative performance for the remaining 56 
countries compares the 2006 performance with that in 
2005 and 2004.

Morocco, Korea, Singapore, Ireland and Syria reported zero 
lost time incidents in 2006. However, they all reported rela-
tively few work hours (7�,000, 375,000, �56,000, 854,000 
and 2,�90,000 respectively).

The vast majority of countries in Africa, Asia/Australasia, 
the FSU and North America perform at least as well as 
the global average (0.99). The majority of countries in the 
European region perform worse than the global average.

For comparison, the 5-year average FAR is shown for each 
of the regions. There appears to be little if any correlation 
between these values and the regional average LTIF values.

Overall 1.41 (7% better)§

Africa 1.05 (7% worse)
Asia/Australasia 0.65 (29% better)
Europe 2.24 (9% better)
FSU 0.91 (6% better)
Middle East 1.27 (19% better)
North America 2.42 (9% better)
South America 2.14 (6% better)

§ The percent. in parentheses is relative to 2001-2005 average

•
•
•
•
•
•
•
•

The figure shows the frequency of RWDC and LTI for the 
different regions, in comparison to the regional average for 
the preceding 5-year period.

Improvement in performance is seen for all regions except 
Africa.

The greatest improvement is associated with operations in 
Asia/Australasia, where the 2006 value (0.65) reduced to 
7�% of the average for that region for the preceding 5-year 
period (0.92).

3.6 Restricted work day case + lost time injury (RWDC + LTI) frequency

Lost time injury frequency
per million hours worked
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Lost time injury frequency - companies with contractors
per million hours worked
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4 Results by function

In this section the safety performance within different functions performed in the E&P industry is presented. 
Functions are defined as ‘exploration’, ‘drilling’, ‘production’, and, for the first time this year, ‘construction’. The 
category ‘other’ is no longer in use. The overall results quoted take account also of data provided by contributing 
companies which were not allocated to one of these four, i.e. the ‘unspecified’ category.

Fatal Accident Rate 3-year rolling average
per 100 million hours worked

0

2

4

6

8 Exploration
Drilling

Production

Other

2006200520042003200220012000

2006 2005

Fatal incidents† Fatalities Fatal incidents Fatalities

Exploration 4 9 Exploration 2 2

Drilling 22 24 Drilling 6 6

Production 34 36 Production 22 22

Construction 16 18 Other 33 41

Unspecified 27 28 Unspecified 11 13

103 115 74 84

† The number of fatal incidents in each category is derived from the job function of each fatality in each incident. Hence inci-
dents where more than one job function is represented will be listed as an incident associated with each job function.

4.1 Fatal accident rate (FAR) – 3-year rolling average

In order to smooth out variability in the annual fatal acci-
dent rate values, 3-year rolling averages are computed which 
should provide a more reliable indicator of performance 
trends. ‘Drilling’ is shown to be the worst performing func-
tion with a 3-year rolling average FAR for 2006 of 4.6. 
‘Production’ was the best performer with a 3-year rolling 
average of 2.8.

Note:	 The	function	‘other’	is	replaced	by	‘construction’	for	the	first	time	this	year,	thus	
2006	3-year	average	figures	for	those	functions	are	not	available.

The distribution of company and contractor fatal incidents 
and fatalities between the functions are shown in the table 
for both 2006 and 2005.  An increase is noted in the number 
of fatalities reported as ‘unspecified’ for 2006 compared to 
2005.
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4.2 Lost time injury frequency (LTIF) – 3-year rolling average

Lost Time Injury Frequency 3-year rolling average
per million hours worked
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The figure shows the LTIF associated with each of the dif-
ferent functions as a 3-year rolling average. Compared to 
the 2005 values, the LTIF 3-year rolling averages for all 
functions are largely unchanged. The drilling category has 
reported the highest LTIF 3-year rolling average through-
out the period shown, however it has realised the greatest 
reduction of all the functions since �999, with a 2006 aver-
age of �.66, just 46% of the �999 average (3.59).

4.3 Severity of lost workday cases

Severity
average lost days per LWDC
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The figure shows the average number of days lost per LWDC. 
The severity of drilling related injuries has decreased, show-
ing a �5% reduction compared to the 200�-2005 average of 
34.55. The exploration average has increased by 66% com-
pared to the 200�-2005 average.
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Overall 2.92 (24% better)§

Exploration 2.66 (26% better)
Drilling 5.17 (20% better)
Production 3.27 (21% better)
Construction 2.63 n/a

§ The percent. in parentheses relates to the 2001–2005 aver-
age

•

•
•
•
•

4.4 Total recordable incident rate (TRIR)

Total recordable incident rate
per million hours worked
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The figure shows the TRIR associated with each of the 
functions. The highest reported TRIR was associated with 
drilling related activities.

Improvement can be seen in all activities compared to 200�-
2005 results. Overall the TRIR has improved by 24% com-
pared to the average of the preceding 5-year period (3.83).
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Overall 1.41 (7% better)§

Exploration 1.24 (15% worse)
Drilling 2.88 (2% worse)
Production 1.57 (3% worse)
Construction 0.84 n/a

§ The percent. in parentheses relates to the 2001–2005 aver-
age

•

•
•
•
•

4.5 Restricted work day case + lost time injury (RWDC + LTI) frequency

RWDC + LTI frequency – functions
per million hours worked
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The figure shows the frequency of RWDC and LTI associ-
ated with the different functions.

There has been an improvement in the overall 
RWDC+LTI frequency relative to the average for the 
previous 5-year period.
The performance in the ‘exploration’ function is �5% 
worse than the 200�-2005 average.

•

•
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4.5.1 Lost time injury frequency
The figures show the LTIF performance of companies and 
contractors for exploration related activities, in different 
regions of the world. The 2006 performance is compared to 
performance in the previous 5-year period.

In 2006 the average LTIF values for companies and con-
tractors engaged in exploration activities are 0.06 and �.�� 
respectively; the global average LTIF is 0.99. The company 
result is down by 80% compared to the 200�-2005 average 
(0.3�) while the contractor result has increased by �3%.

There has been a marked increase in contractor LTIF results 
associated with exploration activities, particularly in the 
FSU, but also in Asia/Australia, Europe and North and 
South America. Both company and contractor LTIF per-
formance in the Middle East have improved compared to 
the previous 5-year period for exploration activities.

NOTE: In many instances where the LTIF 
or TRIR is reported as 0.00, the number of 
workhours reported for the specific function and 
region are relatively low. A detailed breakdown 
of the hours by region and function is presented in 
Appendix B.

4.6 Exploration performance

Lost time injury frequency - exploration
per million hours worked
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Contractor 2006 average 1.11

Company 2006 average 0.06

Exploration

Geophysical, seismographic and geological operations, including their 
administrative and engineering aspects, construction, maintenance, 
materials supply and transportation of personnel and equipment; 
excludes drilling.
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4.6.2 Total recordable incident rate
The figures show the TRIR performance of companies and 
contractors for exploration related activities, in different 
regions of the world. Notable improvements are seen in the 
TRIR performance of contractors in exploration activities 
in South America, while in the Europe and North America 
the TRIR is 65% worse than the average for the previous 5-
year period for the region.

Total recordable incident rate – exploration
per million hours worked
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Restricted work day case + lost time injury frequency – exploration
per million hours worked
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4.6.3 Restricted work day case + lost time injury frequency
The figures show the RWDC+LTI frequency performance 
of companies and contractors for exploration related activi-
ties, in different regions of the world.

An increase is seen in the RWDC+LTI frequency perform-
ance of contractors in all regions except the Middle East; 
this increase is particularly notable in the FSU, North 
America and South America.
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4.7.1 Lost time injury frequency
The figures show the LTIF performance of companies and 
contractors for drilling related activities in different regions 
of the world.

Improvement can be seen for contractors in FSU, the 
Middle East, North America and, most notably, in Europe. 
Company improvement can be seen in all regions except 
Europe.

4.7 Drilling performance

Lost time injury frequency - drilling
per million hours worked
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Drilling

All exploration, appraisal and production drilling and workover as 
well as their administrative, engineering, construction, materials 
supply and transportation aspects. It includes site preparation, rigging 
up and down and restoration of the drilling site upon work completion. 
Drilling includes ALL exploration, appraisal and production drilling.



33

Safety performance indicators – 2006 data

© 2007 OGP

4.7.2 Total recordable incident rate
The figures show the TRIR performance of companies and 
contractors for drilling related activities in different regions 
of the world.

Improvement can be seen in contractor TRIR results in all 
regions when compared with the 200�-2005 average.

Total recordable incident rate – drilling
per million hours worked
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Restricted work day case + lost time injury frequency – drilling
per million hours worked
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4.7.3 Restricted work day case + lost time injury frequency
The figures show the RWDC+LTI frequency performance 
of companies and contractors for drilling related activities, 
in different regions of the world.

The company result for North America is nine times 
the average for the preceding 5-year period and in South 
America it has tripled. Notable improvement can be seen, 
however, in the Middle East where the 2006 RWDC+LTI 
frequency is less than half of the 200�-2005 average.
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4.8.1 Lost time injury frequency
The figures show the LTIF performance of companies and 
contractors for production related activities in different 
regions of the world.

The 2006 LTIF associated with companies working in 
production activities has improved in all regions but the 
Middle East. In Africa the 2006 LTIF is half of the 200�-
2005 average.

The LTIF for contractors working in production activities 
has improved in all regions but Africa. This is particularly 
notable in Europe and South America.

4.8 Production performance

Lost time injury frequency - production
per million hours worked
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Production

Petroleum and natural gas producing operations, including their 
administrative and engineering aspects, minor construction, repairs, 
maintenance and servicing, materials supply, and transportation 
of personnel and equipment. It covers all mainstream production 
operations including wireline. It does not cover production drilling and 
workover.
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4.8.2 Total recordable incident rate
The figures show the TRIR performance of companies and 
contractors for production related activities in different 
regions of the world.

When compared to the average for the previous 5-year 
period, improvement is shown in Asia/Australasia, FSU and 
North and South America for both company and contractor 
operations. A notable improvement in TRIR performance 
was reported for contractors in Europe when compared 
with the average for the previous 5-year period.

Total recordable incident rate – production
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Restricted work day case + lost time injury frequency – production
per million hours worked
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4.8.3 Restricted work day case + lost time injury frequency
The figures show the RWDC + LTI frequency performance 
of companies and contractors for production related activi-
ties in different regions of the world.

When compared to the average for the previous 5-year 
period, improvement can be seen in Asia/Australasia, 
Europe and North and South America for both companies 
and contractors.
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2006 is the first year in which the category ‘construction’ 
has been in use therefore previous years’ data are not avail-
able for comparison purposes. The company and contractor 
results for 2006 construction performance are presented 
below.

4.9 Construction performance

Lost time injury frequency – construction
per million hours worked
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4.9.1 Lost time injury frequency

Construction

Construction is provided to record all major construction, fabrication 
activities and also disassembly, removal and disposal (decommis-
sioning) at the end of the facility life. Factory construction of process 
plant, yard construction of structures, offshore installation, hook-up 
and commissioning, and removal of redundant process facilities are 
all examples which are included under this heading.
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4.9.2 Total recordable incident rate
Total recordable incident rate – construction
per million hours worked
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5 Results by company

This section compares the safety performance of individual companies with each other and with their perform-
ance in previous years.  The comparison is made in terms of the LTIF, which is believed to be the most representa-
tive indicator for inter-company benchmarking.

Where non-operator companies have provided joint venture information, the information is excluded from the 
analysis to derive the company result.

5.1 Overall company results

For reasons of anonymity each of the 4� companies that has 
contributed relevant data and is to be included in this analy-
sis has been allocated a unique code letter (A to OO).

Performance ranking of companies jointly with contractors – lost time injury frequency
per million hours worked
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5.1.1 Lost time injury frequency
The figure shows, in rank order, the LTIF for companies 
together with their contractors. 39 companies (A to MM) 
contributed company and contractor data, although not 
always for every country in which operations were con-
ducted.

The LTIF for the company alone is plotted alongside the 
LTIF for company and contractors jointly. The incidence of 
a fatality in either company or contractor operations is also 
indicated. Details of results are tabulated in Appendix B.

The best result is achieved by company MM, with a 
LTIF of 0.22 for company with contractors.

•

20 companies with their contractors delivered a LTIF 
of less than �.
20 companies’ performance was better than the average 
(0.99) and �9 companies’ performance was worse.
The worst performing company, company A, has a 
LTIF of 3.94, 4 times the 2006 industry average.
22 of the 39 companies presented below suffered one 
or more fatality.
In 6 instances, contractors outperformed the compa-
nies they were employed by.

•

•

•

•

•
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In the figure below, the data are reorganised to show com-
panies ranked according to LTIF performance for company 
personnel alone, omitting contractor input. Those compa-
nies that only submitted data for company activities, NN 
and OO, are now included.

9 companies, CC, DD, JJ, U, S, O, K, L and B, had no 
lost time incidents among company employees (LTIF 
zero).  However, all these companies reported relatively 
few workhours, hence the results are unlikely to be a 
reliable indicator of their longer term performance.
The worst performing company, company A, achieved 
a LTIF of 4.04, 4 times greater than the 2006 company 
average (0.89) and twice that of the next poorest per-
forming company.
29 companies performed better than the 2006 com-
pany only average and �� companies performed worse.

•

•

•

Performance ranking of companies alone – lost time injury frequency
per million hours worked
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In the figure below the LTIF is presented for those com-
panies which, with their contractors, reported more than 
�0 million hours worked. 33 companies met this criteria. 
Companies are shown in rank order of the company-with-
contractor LTIF performance.

�9 of the 33 companies with their contractors per-
formed better than the global average for companies 
with contractors (0.99).
The best performing company is MM and the worst is 
A.
The range in 2006 was between 0.22 and 3.94 lost time 
injuries per million hours worked.
2� of the 33 companies suffered one or more fatalities.

•

•

•

•

Performance ranking of companies jointly with contractors, joint hours>10 million – lost time injury frequency
per million hours worked
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The table below shows the trends in company-with-con-
tractor performance. The 39 companies reporting joint 
performance are listed together with the LTIF for 2006. 
For each company where data are available the chart shows 
whether performance in the reference year had improved or 
worsened relative to the previous year.

No company achieved improvement year by year 
over the previous 5-year period but company LL has 
improved year by year over the past 4 years.
Companies T, EE and FF have shown consistent 
improvement over the past 3 years.
No company’s performance deteriorated year by year 
over the period 200�-2006.

•

•

•

Company 
code

2006 Company 
& contractor LTIF

LTIF Performance relative to previous year

2006 2005 2004 2003 2002

A 3.94 worse worse worse worse better
B 2.66 better worse better worse better
C 2.50 worse better better better better
D 2.43 better worse better worse worse
E 2.33 better better worse better better
F 2.29 worse better better worse better
G 2.14 worse better better better worse
H 1.64
I 1.54
J 1.27 worse worse better
K 1.26 worse better worse better worse
L 1.16 worse worse better
M 1.13 better worse
N 1.09 worse
O 1.08 better worse worse better better
P 1.07 worse better better better better
Q 1.05 worse better same better
R 1.04 worse
S 1.00
T 0.91 better better better worse better
U 0.84 better
V 0.82 better
W 0.71 better worse worse better better
X 0.71 better worse worse better better
Y 0.65 worse better worse better worse
Z 0.64 better better worse better worse

AA 0.64 worse better worse worse better
BB 0.64
CC 0.54 better
DD 0.54
EE 0.51 better better better worse better
FF 0.46 better better better worse better

GG 0.42 better better worse worse
HH 0.39 better worse better better better
II 0.36 worse better same better better
JJ 0.32 better better worse better better
KK 0.31 worse better better better better
LL 0.23 better better better better worse

MM 0.22 same better better worse better
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Only one company showed continuous improvement since 
2002. The chart below shows the achievements of company 
LL. Also shown is the overall performance of all compa-
nies.

Company LL achieved a 74% reduction in LTIF since 
2002. From an LTIF 82% of the average in 2002, in 
2006 it performed at 23% of the overall average.

•

Exemplary improvements in LTIF
per million hours worked by companies with contractors
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5.1.2 Total recordable incident rate
For the first time in 2006 the TRIR for companies together 
with their contractors is presented below. Data from 38 
companies qualified for inclusion.

The TRIR for company alone is plotted alongside the TRIR 
for company and contractors jointly. The incidence of a 
fatality in either company or contractor operations is also 
indicated. Details of results are tabulated in Appendix B.

The best result is achieved by company HH, with a 
TRIR of 0.6 for company with contractors.
�9 companies’ performance was better than the average 
(2.92) and �9 companies’ performance was worse.
The worst performing company, company V, has a 
TRIR of �2.�2, 4 times the 2006 industry average.
20 of the 38 companies presented below suffered one 
or more fatality.
In 4 instances, contractors outperformed the compa-
nies they were employed by.

•

•

•

•

•
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Results of companies together with their contractors have 
been analysed by function to allow more in-depth bench-
marking between companies. The LTIF indicator has been 
selected, and the ranked results are shown in the following 
charts. Only companies who provided data by function are 
included, and then only those companies who had more 

than �00,000 hours worked. Results against smaller num-
bers of hours would not have any statistical significance. The 
company code letters are the same as used elsewhere in this 
chapter. For those companies that submitted data in both 
2006 and 2005, details of whether the performance in 2006 
was better or worse than in 2005 is shown on the graph.

5.2 Company results by function

Lost time injury frequency – Exploration
per million hours worked by company with contractors
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Appendix D gives details of the significant incidents 
reported for 2006. Significant incidents are intended to be 
incidents that result in a lost time injury or have the poten-
tial to result in a fatality or serious injury.

The categories used for reporting significant incidents are 
identical to those used for reporting fatalities. This has 
caused companies some problems in choosing which cat-
egory to use for particular incidents, and many have tended 
to make extensive use of the ‘Other’ category.

In order to provide a more meaningful analysis, a substan-
tial modification of the significant incident data submitted 
by companies has been undertaken. Additional sub-catego-
ries have been added under the general categories of ‘Other’ 
and ‘Struck by’.

The ‘Other’ sub-categories which have been added are:
‘Cuts’ – identifies incidents in which individuals sus-
tained cuts, typically to a hand, as a result of coming 
into contact with a sharp object.
‘Chemical’ – identifies incidents in which have come 
into contact with chemicals.
‘Health’ – identifies incidents of ill health.
‘Strains’ – identifies incidents in which individuals 
have strained themselves while engage in a work related 
activity.
‘Structural’ – identifies incidents in which a structural 
failure has occurred.

A ‘Struck by’ sub-category ‘eye’ has been added to identify 
those incidents in which a foreign object resulted in eye 
damage.

•

•

•
•

•

6 Significant incidents

6.1 Significant incidents by category

Significant incidents by category
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Summary of 2005 significant incidents
22 of the 4� companies submitted significant incident re-
ports in 2006. The total number of reports is 48.  A large 
number of the reports relate to offshore activity.  Care needs 
to be taken in drawing conclusions from the data as, for ex-
ample, vehicle incidents are likely to be under represented.

The pie-charts compare the significant incidents reported in 
2005, with those reported in the preceding 5-year period.

In future years, further consideration needs to be given to 
how significant incidents are reported and categorised so as 
to improve the industry’s ability to learn from this impor-
tant source of data.
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7 Conclusions

The safety performance of the global E&P industry in 2006 
has been presented. It is based on the analysis of 2937 mil-
lion workhours of data, submitted by 4� companies, from 
operations in 84 countries. This represents the largest data-
base used in the analysis of the industry’s safety perform-
ance.

Against the background of a 23% increase in workhours 
reported, the number of fatalities has risen from 84 in 2005 
to ��5 in 2006. The resulting Fatal Accident Rate (3.9) is 
��% higher than last year’s figure but continues the long 
term downward trend in this important parameter.

Vehicle incidents and individuals being struck by falling or 
moving objects remain the two most significant causes of 
fatalities reported by the E&P industry, representing 44% 
of the total. Seventeen (�5%) fall related fatalities are docu-
mented.

Fifty-one (44%) of the fatalities were associated with opera-
tions in Africa and FSU – the Fatal Accident Rate for the 
two regions being 5.70 and 5.32 respectively, compared to a 
global average of 3.92.

The Total Recordable Incident Rate is the lowest on record 
to date. At 2.92 the overall TRIR is 4% less than in 2005 
and less than half of the �997 result.

The overall Lost Time Injury Frequency remains below 
�.00. This continues a long term downward trend in the 
parameter.

In an effort to understand better the underlying causes 
of Lost Workday Cases, these incidents are broken down 
into key categories. The majority of cases (26%, 489 cases) 
are associated with individuals being struck by falling or 
moving objects, and a further 22% (378) are fall related.

Improvements to the data collection and reporting systems 
have resulted in more detailed information being presented 
concerning the root causes and corrective measures associ-
ated with the reported fatalities and significant incidents. 
This should allow organisations to improve the learnings 
they gain from incidents other organisations have experi-
enced.
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Appendix A 
Database dimensions
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The database for the year 2006 covers 2,936,974,000 hours 
worked in the exploration and production sector of the oil 
and gas industry. The database is 23% larger than it was in 
2005.

76% of the hours reported were associated with onshore 
activities, 24% with offshore activities.
84 countries are represented in the database, 9 more 
than in 2005. Countries are listed in appendix G.
4� companies contributed data. All but 2 contributed 
contractor statistics, though not in every case for each 
country of operation.
Of the 4� companies, 36 had contributed data in 2005. 
Since these 36 accounted for 92 % of the database in 
2006, comparison of the year 2006 results with those 
of 2005 is legitimate and statistically meaningful. 3� of 
the companies submitting 2005 data had also provided 
data in 2004.
�0 of the companies contributed 68% of the hours. 6 
companies between them covered 50% of the hours, 
and the largest contributor accounted for �4%.

•

•

•

•

•

Hours reported (‘000s)

 Onshore Offshore
Company	 595,944	(20%)	 138,481	(5%)
Contractor	 1,646,922	(56%)	 555,627	(19%)
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In 2006 South America contributed a larger share of 
the data than any other region (�7%).

• Europe is the region with the smallest percentage of the 
2006 database (�0%).

•

More use has been made of the ‘unspecified’ category than 
in previous years, probably due to the discontinuation of the 
‘other’ category.

More hours fell into the ‘production’ category than any 
other.

A summary of the key elements of the database is shown in 
the table at the end of this section.

Hours worked - by region
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For calculations of FAR, FIR and LTIF:
All hours in the database were used.

For calculations of TRIR:
Submissions without information on medical treat-
ment cases were filtered out, leaving a database of 2656 
million hours, 90% of the total database.
In 2005, the TRIR database was 2,278 million hours, 
96% of the total database.
In Africa, Asia/Australasia, FSU and North America 
�00% of the database was used. The region where the 
smallest proportion of the database could be used is 
South America (65%).

For calculations of lost workday severity:
Submissions without information on days off work 
were filtered out, leaving a database of 2349 million 
hours, 80% of the total database.
In 2005, this database was �697 million hours, 7�% of 
the total database.
North America and Europe have only 5�% and 60% 
severity information respectively, whereas 95% of the 
Middle East and South America databases was use-
able.

•

•

•

•

•

•

•

For calculations of RWDC + LTI frequency:
Submissions without information on restricted work-
days were filtered out, leaving a database of 2664 mil-
lion hours, 9�% of the total database.
In 2005, this database was 2�40 million hours, 90% of 
the total database.
Just 66% of the South American database contains 
RWDC information. �00% was included of the 
African and North American databases.

For calculations of restricted workday severity:
Submissions without information on days assigned to 
restricted activities were filtered out, leaving a database 
of �224 million hours, 42% of the total database.
In 2005 this database was 938 million hours, 39% of 
the total database.

More detailed information is shown in the table below.

•

•

•

•

•

Percent. of useable data – regions

  Lost workday RWDC+LTI
 TRIR case severity frequency
 analyses analyses analyses
Africa	 100%	 81%	 100%
Asia/Australasia	 100%	 73%	 91%
Europe	 73%	 60%	 99%
FSU	 100%	 86%	 99%
Middle	East	 94%	 95%	 90%
North	America	 100%	 51%	 100%
South	America	 66%	 95%	 66%

Percent. of useable data – functions

  Lost workday RWDC+LTI
 TRIR case severity frequency
 analyses analyses analyses
Exploration	 92%	 89%	 90%
Drilling	 88%	 79%	 87%
Production	 83%	 82%	 89%
Other	 97%	 69%	 89%

Proportion of database used in analysis
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Summary of data

Region Type

Hours 
worked 
(‘000s)

No. 
fatalities

No. 
LWDCs

No. 
RWDCs

No. 
MTCs FAR LTIF TRIR RWDC+LTI 

frequency

Africa Company	Onshore 62,878 1 33 32 222 1.59 0.54 4.58 1.05

Company	Offshore 19,939 0 1 3 12 0.00 0.05 0.80 0.20

Contractor	Onshore 273,342 26 184 69 476 9.51 0.77 2.76 1.02

Contractor	Offshore 117,487 0 67 82 163 0.00 0.57 2.66 1.27

Sub Total 473,646 27 285 186 873 5.70 0.66 2.89 1.05

Asia/
Australasia

Company	Onshore 71,493 0 10 9 42 0.00 0.14 0.85 0.26

Company	Offshore 20,470 0 4 1 8 0.00 0.20 0.64 0.29

Contractor	Onshore 255,178 6 81 74 266 2.35 0.34 1.67 0.62

Contractor	Offshore 125,959 4 63 45 128 3.18 0.53 1.91 1.06

Sub Total 473,100 10 158 129 444 2.11 0.36 1.57 0.65

Europe Company	Onshore 87,849 3 83 10 32 3.41 0.98 1.93 1.09

Company	Offshore 26,918 0 38 5 64 0.00 1.41 4.02 1.56

Contractor	Onshore 74,224 5 100 40 176 6.74 1.41 6.40 1.96

Contractor	Offshore 93,865 1 238 109 360 1.07 2.55 7.56 3.74

Sub Total 282,856 9 459 164 632 3.18 1.65 5.67 2.24

FSU Company	Onshore 108,916 4 90 1 21 3.67 0.86 1.05 0.86

Company	Offshore 2,448 0 0 0 1 0.00 0.00 0.41 0.00

Contractor	Onshore 321,219 20 208 40 316 6.23 0.71 1.82 0.84

Contractor	Offshore 18,453 0 31 16 44 0.00 1.68 4.93 2.55

Sub Total 451,036 24 329 57 382 5.32 0.78 1.75 0.91

Middle	
East

Company	Onshore 94,971 3 75 13 33 3.16 0.82 0.98 0.99

Company	Offshore 6,870 0 3 2 13 0.00 0.44 2.64 0.73

Contractor	Onshore 299,613 11 173 197 355 3.67 0.61 2.46 1.35

Contractor	Offshore 46,203 1 39 24 63 2.16 0.87 2.75 1.36

Sub Total 447,657 15 290 236 464 3.35 0.68 2.26 1.27

North	
America

Company	Onshore 86,176 0 40 25 118 0.00 0.46 2.14 0.76

Company	Offshore 23,559 0 12 21 48 0.00 0.51 3.44 1.40

Contractor	Onshore 138,939 8 162 341 575 5.76 1.22 7.82 3.69

Contractor	Offshore 53,958 2 32 87 123 3.71 0.63 4.52 2.24

Sub Total 302,632 10 246 474 864 3.30 0.85 5.28 2.42

South	
America

Company	Onshore 83,661 4 148 8 19 4.78 1.82 1.05 0.52

Company	Offshore 38,277 0 103 16 17 0.00 2.69 1.74 1.11

Contractor	Onshore 284,407 13 638 140 235 4.57 2.29 3.46 2.19

Contractor	Offshore 99,702 3 144 180 170 3.01 1.47 5.21 3.13

Sub Total 506,047 20 1,033 344 441 3.95 2.08 3.47 2.14

Total Company	Onshore 595,944 15 479 98 487 2.52 0.83 1.75 0.83

Company	Offshore 138,481 0 161 48 163 0.00 1.16 2.23 0.96

Contractor	Onshore 1,646,922 89 1,546 901 2,399 5.40 0.99 2.97 1.41

Contractor	Offshore 555,627 11 614 543 1,051 1.98 1.12 4.00 2.15

Grand Total 2,936,974 115 2,800 1,590 4,100 3.92 0.99 2.92 1.41
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Summary of data

Region Type

Hours 
worked 
(‘000s)

No. 
fatalities

No. 
LWDCs

No. 
RWDCs

No. 
MTCs FAR LTIF TRIR RWDC+LTI 

frequency

Africa Company	Onshore 62,878 1 33 32 222 1.59 0.54 4.58 1.05

Company	Offshore 19,939 0 1 3 12 0.00 0.05 0.80 0.20

Contractor	Onshore 273,342 26 184 69 476 9.51 0.77 2.76 1.02

Contractor	Offshore 117,487 0 67 82 163 0.00 0.57 2.66 1.27

Sub Total 473,646 27 285 186 873 5.70 0.66 2.89 1.05

Asia/
Australasia

Company	Onshore 71,493 0 10 9 42 0.00 0.14 0.85 0.26

Company	Offshore 20,470 0 4 1 8 0.00 0.20 0.64 0.29

Contractor	Onshore 255,178 6 81 74 266 2.35 0.34 1.67 0.62

Contractor	Offshore 125,959 4 63 45 128 3.18 0.53 1.91 1.06

Sub Total 473,100 10 158 129 444 2.11 0.36 1.57 0.65

Europe Company	Onshore 87,849 3 83 10 32 3.41 0.98 1.93 1.09

Company	Offshore 26,918 0 38 5 64 0.00 1.41 4.02 1.56

Contractor	Onshore 74,224 5 100 40 176 6.74 1.41 6.40 1.96

Contractor	Offshore 93,865 1 238 109 360 1.07 2.55 7.56 3.74

Sub Total 282,856 9 459 164 632 3.18 1.65 5.67 2.24

FSU Company	Onshore 108,916 4 90 1 21 3.67 0.86 1.05 0.86

Company	Offshore 2,448 0 0 0 1 0.00 0.00 0.41 0.00

Contractor	Onshore 321,219 20 208 40 316 6.23 0.71 1.82 0.84

Contractor	Offshore 18,453 0 31 16 44 0.00 1.68 4.93 2.55

Sub Total 451,036 24 329 57 382 5.32 0.78 1.75 0.91

Middle	
East

Company	Onshore 94,971 3 75 13 33 3.16 0.82 0.98 0.99

Company	Offshore 6,870 0 3 2 13 0.00 0.44 2.64 0.73

Contractor	Onshore 299,613 11 173 197 355 3.67 0.61 2.46 1.35

Contractor	Offshore 46,203 1 39 24 63 2.16 0.87 2.75 1.36

Sub Total 447,657 15 290 236 464 3.35 0.68 2.26 1.27

North	
America

Company	Onshore 86,176 0 40 25 118 0.00 0.46 2.14 0.76

Company	Offshore 23,559 0 12 21 48 0.00 0.51 3.44 1.40

Contractor	Onshore 138,939 8 162 341 575 5.76 1.22 7.82 3.69

Contractor	Offshore 53,958 2 32 87 123 3.71 0.63 4.52 2.24

Sub Total 302,632 10 246 474 864 3.30 0.85 5.28 2.42

South	
America

Company	Onshore 83,661 4 148 8 19 4.78 1.82 1.05 0.52

Company	Offshore 38,277 0 103 16 17 0.00 2.69 1.74 1.11

Contractor	Onshore 284,407 13 638 140 235 4.57 2.29 3.46 2.19

Contractor	Offshore 99,702 3 144 180 170 3.01 1.47 5.21 3.13

Sub Total 506,047 20 1,033 344 441 3.95 2.08 3.47 2.14

Total Company	Onshore 595,944 15 479 98 487 2.52 0.83 1.75 0.83

Company	Offshore 138,481 0 161 48 163 0.00 1.16 2.23 0.96

Contractor	Onshore 1,646,922 89 1,546 901 2,399 5.40 0.99 2.97 1.41

Contractor	Offshore 555,627 11 614 543 1,051 1.98 1.12 4.00 2.15

Grand Total 2,936,974 115 2,800 1,590 4,100 3.92 0.99 2.92 1.41

Appendix B 
Data tables

1 Management summary

2006 Fatalities by cause

Category Number %

Air	transport 4 3.5

Caught	between 6 5.2

Drowning 6 5.2

Electrical 8 7.0

Explosion/burn 9 7.8

Fall 17 14.8

Other 14 12.2

Struck	by 26 22.6

Vehicle	incidents 25 21.7

Unknown 0 N/A

Lost time injury frequency – 
company & contractor 5-year trend

Year Company Contractor

2002 0.90 1.17

2003 0.79 1.32

2004 0.87 1.17

2005 0.83 1.02

2006 0.89 1.03

Lost Work Day Cases by cause

Category 2006

Air	transport 5

Caught	between 262

Water	related 3

Electrical 20

Explosion/burn 76

Fall 378

Other 446

Struck	by 489

Vehicle	incidents 91

Unknown 127

Fatal accident rate – 
company & contractor 5-year trend

Year Company Contractor Overall

2002 2.04 6.00 4.81

2003 2.26 6.06 4.94

2004 2.82 6.18 5.24

2005 1.25 4.36 3.53

2006 2.04 4.54 3.92

Total Recordable Incident Rate – 
company & contractor 5-year trend

Year Company Contractor

2002 2.17 4.11

2003 1.79 4.72

2004 3.71 4.00

2005 1.76 3.50

2006 1.85 3.24

Restricted Workday Case + Lost Time Injury Frequency – 
company & contractor 5-year trend

Year Company Contractor

2002 1.01 1.90

2003 0.73 1.64

2004 0.82 1.55

2005 0.75 1.59

2006 0.85 1.59
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2 Overall results
Fatal accident rate – onshore & offshore

Year Overall Onshore Offshore

1997 8.4 8.1 9.2

1998 12.6 14.5 6.6

1999 7.0 6.2 9.5

2000 7.3 8.0 4.7

2001 5.1 5.3 4.5

2002 4.81 4.86 4.65

2003 4.94 5.18 4.16

2004 5.24 5.00 6.02

2005 3.53 3.94 1.99

2006 3.92 4.64 1.58

Hours 2006 (‘000s) 2,936,974 2,242,866 694,108

Fatal accident rate – company & contractor

Year Overall Company Contractor

1997 8.4 3.3 10.9

1998 12.6 4.7 16.6

1999 7.0 4.8 8.1

2000 7.3 4.7 8.7

2001 5.1 2.4 6.4

2002 4.81 2.04 6.00

2003 4.94 2.26 6.06

2004 5.24 2.82 6.18

2005 3.53 1.25 4.36

2006 3.92 2.04 4.54

Hours 2006 (‘000s) 2,936,974 734,425 2,202,549

Fatal incident rate – onshore & offshore

Year Overall Onshore Offshore

1997 6.54 6.80 5.62

1998 7.43 7.81 6.22

1999 5.93 5.55 7.09

2000 6.73 7.25 4.94

2001 5.62 5.92 4.49

2002 4.81 5.47 2.63

2003 5.16 5.47 4.16

2004 4.63 4.95 3.58

2005 3.36 3.62 2.38

2006 3.51 4.10 1.58

Fatal incident rate – company & contractor

Year Overall Company Contractor

1997 6.54 2.57 8.50

1998 7.43 2.85 7.78

1999 5.93 2.53 5.98

2000 6.73 5.77 7.25

2001 5.62 3.95 6.40

2002 4.81 2.20 5.93

2003 5.16 3.01 6.06

2004 4.63 3.29 5.15

2005 3.36 1.72 3.96

2006 3.51 1.91 4.04

Fatalities by cause

Category 2006 2001-2005

Air	transport 4 32

Caught	between 6 40

Drowning 6 22

Electrical 8 31

Explosion/burn 9 25

Fall 17 47

Other 14 51

Struck	by 26 101

Vehicle	incidents 25 148

Unknown 0 21

Fatalities by age group 2004-2006

Age group Number 2004-2006

<	21 5

21	–	25 27

26	–	30 24

31	–	35 25

36	–	40 16

41	–	45 22

46	–	50 19

51	–	55 10

>	55 6
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Lost time injury frequency

Year Company Contractor Overall Onshore Offshore

1997 1.97 3.02 2.67 2.2 4.5

1998 1.85 2.72 2.42 2.2 3.0

1999 1.63 2.09 1.94 1.7 2.7

2000 1.50 2.09 1.88 1.8 2.3

2001 1.34 1.71 1.59 1.51 1.88

2002 0.90 1.17 1.09 0.95 1.54

2003 0.79 1.32 1.16 1.13 1.27

2004 0.87 1.17 1.09 1.04 1.26

2005 0.83 1.02 0.97 0.92 1.12

2006 0.89 1.03 0.99 0.95 1.13

Lost workday case severity

Year Company Contractor Overall Onshore Offshore

1997 19.1 23.5 22.2 23.6 19.3

1998 17.7 21.4 20.3 20.0 20.9

1999 27.5 28.9 28.5 26.4 32.9

2000 37.31 23.35 27.89 27.98 27.54

2001 36.16 20.84 24.65 23.94 27.43

2002 41.63 26.40 30.92 30.19 33.25

2003 41.40 18.60 24.16 21.33 36.71

2004 21.01 24.85 23.79 23.42 25.10

2005 25.59 23.74 24.18 24.46 23.11

2006 20.59 26.22 24.85 24.66 25.48

Hours 2006 (‘000s) 584,584 1,764,102 2,348,686 1,845,028 503,658

Total recordable incident rate

Year Company Contractor Overall Onshore Offshore

1997 4.4 8.0 6.7 5.3 11.9

1998 3.52 7.20 5.97 4.90 9.83

1999 3.51 7.18 5.98 5.08 8.66

2000 3.87 6.49 5.70 4.69 8.83

2001 3.51 5.38 4.86 4.34 6.85

2002 2.17 4.11 3.63 3.03 5.77

2003 1.79 4.72 4.00 3.74 4.87

2004 3.71 4.00 3.94 3.17 6.36

2005 1.76 3.50 3.05 2.82 3.87

2006 1.85 3.24 2.92 2.68 3.66

Hours 2006 (‘000s) 603,889 2,053,827 2,657,716 1,993,827 663,889
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Restricted work day case + lost time injury frequency

Year Company Contractor Overall Onshore Offshore

1997 1.47 2.92 2.46 2.10 3.84

1998 1.91 3.47 2.92 2.53 4.19

1999 2.07 2.89 2.63 2.20 3.97

2000 1.54 2.73 2.37 1.87 3.77

2001 2.03 2.00 2.01 1.80 2.76

2002 1.01 1.90 1.68 1.43 2.57

2003 0.73 1.64 1.39 1.23 1.92

2004 0.82 1.55 1.37 1.23 1.85

2005 0.75 1.59 1.37 1.31 1.61

2006 0.85 1.59 1.41 1.26 1.91

Hours 2006 (‘000s) 652,262 2,011,501 2,663,763 2,038,847 624,916

Restricted work day case severity

2006 2001-2005 Hours 2006 (‘000s)

Company 11.78 13.79 257,224

Contractor 11.07 13.66 966,355

Overall 11.15 13.68 1,223,579

Onshore 10.33 11.66 947,663

Offshore 13.01 19.38 275,916

Lost Work Day Cases by cause – company & contractor

Category Company Contractor

Air	transport 0 5

Caught	between 20 184

Water	related 0 3

Electrical 5 14

Explosion/burn 10 61

Fall 73 253

Other 96 284

Struck	by 65 323

Vehicle	incidents 47 44

Unknown 10 105

Lost Work Day Cases by cause – onshire & offshore

Category Onshore Offshore

Air	transport 4 1

Caught	between 100 104

Water	related 2 1

Electrical 14 5

Explosion/burn 56 15

Fall 240 86

Other 251 129

Struck	by 291 97

Vehicle	incidents 90 1

Unknown 84 31
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3 Results by region
Lost time injury frequency

Region 2006 2005 Hours 2006 (‘000s)

Africa 0.66 0.67 473,646

Asia/Australasia 0.36 0.35 273,100

Europe 1.65 1.66 282,856

FSU 0.78 0.70 451,036

Middle	East 0.68 0.93 447,657

North	America 0.85 0.82 302,632

South	America 2.08 2.20 506,047

All	regions 0.99 0.97 2,936,974

Fatal accident rate

Year
Africa

Asia/ 
Australasia Europe FSU Middle East

North 
America

South 
America All regions

1997 10.9 6.7 4.3 10.2 6.9 13.4 8.5

1998 9.6 7.0 4.0 10.2 6.7 16.1 9.1

1999 10.0 7.4 3.9 9.4 5.9 16.2 9.0

2000 10.4 6.2 4.1 9.0 5.9 14.9 8.6

2001 10.0 4.6 5.3 5.0 8.7 4.4 13.6 8.1

2002 9.0 3.9 5.2 6.8 7.9 4.2 12.0 7.4

2003 9.4 3.7 3.6 5.5 6.5 4.5 6.5 5.8

2004 8.6 2.9 3.6 6.7 6.4 5.1 4.7 5.5

2005 7.0 2.1 3.7 6.7 4.9 4.4 3.9 4.7

2006 6.7 1.8 3.7 6.6 4.4 4.0 4.0 4.5

Lost time injury frequency

Year
Africa

Asia/ 
Australasia Europe FSU Middle East

North 
America

South 
America All regions

1997 1.9 1.2 4.2 1.5 3.4 5.8 3.2

1998 2.0 1.2 3.8 1.4 2.9 4.9 2.9

1999 1.9 1.1 3.6 1.3 2.5 4.4 2.6

2000 1.8 1.0 3.3 1.5 2.2 3.9 2.3

2001 1.7 1.3 2.6 1.3 1.5 2.0 3.5 2.1

2002 1.5 1.2 2.3 1.0 1.5 1.8 2.9 1.8

2003 1.2 0.7 2.4 0.9 1.6 1.6 2.6 1.5

2004 1.0 0.6 2.2 0.9 1.5 1.4 2.5 1.4

2005 0.9 0.5 2.0 0.8 1.3 1.2 2.3 1.2

2006 0.7 0.4 1.8 0.8 1.0 1.0 2.2 1.1

Fatal accident rate & lost time injury frequency – 5-year rolling averages
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Lost workday case severity

Year
Africa

Asia/ 
Australasia Europe FSU Middle East

North 
America

South 
America All regions

2001 18.4 18.0 25.41 32.43 15.0 49.2 22.9 24.7

2002 18.8 18.5 27.01 33.61 15.2 68.6 26.7 30.9

2003 18.3 16.0 25.20 14.56 16.3 63.0 17.9 24.2

2004 14.4 22.6 32.24 22.15 18.8 41.5 25.0 23.8

2005 12.41 14.29 27.78 32.98 17.54 35.31 27.01 24.18

Ave ‘01-’05 16.56 18.21 27.22 27.76 16.30 55.64 24.15 25.39

2006 20.61 22.26 27.50 28.75 19.65 43.13 23.46 24.85

Hours 2006 (‘000s) 385,886 346,922 169,541 389,233 423,264 153,297 480,543 2,348,686

Total recordable incident rate

Year
Africa

Asia/ 
Australasia Europe FSU Middle East

North 
America

South 
America All regions

2001 3.19 2.67 7.76 2.07 3.30 9.10 5.91 4.86

2002 2.20 2.15 6.97 1.69 3.00 6.97 5.11 3.63

2003 2.32 1.89 6.78 2.04 6.09 5.39 5.53 4.01

2004 5.08 2.15 5.64 2.39 2.31 5.82 4.87 3.94

2005 2.49 1.74 4.81 1.71 2.99 5.03 4.68 3.05

Ave ‘01-’05 3.04 2.11 6.32 1.90 3.59 6.53 5.20 3.83

2006 2.89 1.57 5.67 1.75 2.26 5.28 3.47 2.92

Hours 2006 (‘000s) 473,627 472,976 207,253 450,213 419,057 302,061 332,529 2,657,716

Restricted work day case + lost time injury frequency by region

Year
Africa

Asia/ 
Australasia Europe FSU Middle East

North 
America

South 
America All regions

2001 0.95 1.17 2.95 0.89 1.92 3.77 4.65 2.01

2002 1.06 0.98 2.70 0.93 1.87 2.85 2.50 1.68

2003 0.94 0.92 2.55 0.91 1.44 2.08 1.63 1.39

2004 0.94 0.88 2.25 1.12 1.42 2.26 1.63 1.37

2005 0.99 0.70 2.15 0.94 1.48 2.42 2.35 1.37

Ave ‘01-’05 0.98 0.92 2.46 0.97 1.57 2.65 2.28 1.51

2006 1.05 0.65 2.24 0.91 1.27 2.42 2.14 1.41

Hours 2006 (‘000s) 472,598 428,305 279,713 447,933 401,202 301,483 332,529 2,663,763
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Lost time injury frequency by country

Region Country LTIF Hours

Africa Algeria 1.99 40,302

Tunisia 1.62 4,312

Libya 1.55 39,316

Gabon 1.07 13,986

Africa	average 0.66 473,646

Egypt 0.57 36,623

Equatorial	Guinea 0.38 15,668

Nigeria 0.37 217,004

Angola 0.36 66,776

Congo 0.36 13,776

Cameroun 0.25 7,903

Morocco 0.00 71

Asia-Australasia New	Zealand 1.76 2,834

Papua	New	Guinea 1.03 9,666

Australia 0.85 9,372

India 0.61 14,665

Pakistan 0.55 25,618

China 0.45 71,668

Malaysia 0.39 51,294

Bangladesh 0.37 18,699

Thailand 0.37 32,723

Asia-Australasia	average 0.36 473,100

Vietnam 0.29 6,979

Myanmar 0.20 5,117

Indonesia 0.18 194,133

Korea 0.00 375

Singapore 0.00 156

Europe Denmark 2.72 9,917

Italy 2.19 5,476

Norway 2.18 69,113

Europe	average 1.65 282,856

UK 1.53 80,338

Netherlands 1.20 20,851

Romania 1.12 73,963

Germany 0.90 8,861

Ireland 0.00 854

Region Country LTIF Hours

FSU Turkmenistan 1.22 1,641

Russia 0.91 221,915

FSU	average 0.78 451,036

Kazakhstan 0.71 195,662

Azerbaijan 0.19 31,323

Middle East Saudi	Arabia 1.62 34,595

Yemen 0.94 27,799

Oman 0.94 91,237

Middle	East	average 0.68 447,657

Iran 0.66 15,212

Kuwait 0.56 53,519

Qatar 0.54 124,448

UAE 0.30 98,651

Syria 0.00 2,190

North America Mexico 1.53 1,958

USA 0.87 226,008

North	America	average 0.85 302,632

Canada 0.75 74,499

South America Venezuela 3.66 192,417

Argentina 2.44 79,461

South	America	average 2.08 506,047

Peru 1.41 1,417

Ecuador 0.97 9,232

Bolivia 0.82 4,897

Colombia 0.65 26,020

Brazil 0.64 181,466

Trinidad	&	tobago 0.45 11,131

Only	countries	are	listed	for	which	at	least	2	companies	have	reported	statistics.	All	countries	are	included	in	regional	averages.
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4 Results by function
Fatal accident rate – 3-year rolling average

Year Exploration Drilling Production Other

2000 3.75 4.78 6.19 5.61

2001 3.72 5.84 5.37 4.72

2002 4.91 6.03 3.85 4.36

2003 6.22 5.91 3.31 4.21

2004 4.77 5.56 3.63 4.70

2005 3.84 5.33 3.30 4.31

2006 3.66 4.55 2.80 N/A

Fatal accident rate

Year Exploration Drilling Production Construction Other

1998 5.80 4.88 5.11 5.67

1999 2.31 2.03 8.10 5.81

2000 3.15 7.44 5.36 5.35

2001 5.69 8.05 2.64 3.00

2002 5.90 2.60 3.54 4.74

2003 7.06 7.09 3.75 4.89

2004 1.36 6.98 3.59 4.46

2005 3.10 1.93 2.57 3.57

2006 6.53 4.73 2.24 2.63 N/A

Lost time injury frequency – 3-year rolling average

Year Exploration Drilling Production Other

1999 1.69 3.59 2.41 1.67

2000 1.40 3.13 2.14 1.40

2001 0.91 2.48 1.78 1.54

2002 0.75 2.11 1.40 1.36

2003 0.82 1.92 1.23 0.99

2004 0.73 1.71 1.19 0.72

2005 0.97 1.65 1.19 0.73

2006 0.89 1.66 1.21 N/A

Lost time injury frequency

Year Exploration Drilling Production Construction Other All functions

1997 1.86 3.67 2.43 2.54 2.67

1998 2.34 4.29 2.45 1.17 2.42

1999 0.88 2.81 2.34 1.29 1.94

2000 0.97 2.29 1.62 1.75 1.88

2001 0.88 2.35 1.37 1.57 1.59

2002 0.40 1.69 1.22 0.75 1.09

2003 1.19 1.73 1.11 0.64 1.16

2004 0.61 1.71 1.23 0.77 1.09

2005 1.12 1.53 1.22 0.76 0.97

2006 0.91 1.73 1.16 0.50 N/A 0.99

Hours 2006 (‘000s) 82,682 303,984 963,812 410,540 N/A 2,936,974
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Lost workday case severity

Year Exploration Drilling Production Construction Other All functions

2001 17.1 36.3 21.2 20.4 24.7

2002 6.9 44.3 28.9 20.2 30.9

2003 22.2 36.3 23.2 18.5 24.2

2004 16.7 27.2 21.1 22.5 23.8

2005 8.4 26.5 26.7 21.8 24.2

Ave ‘01-’05 14.3 34.6 24.4 21.0 25.4

2006 23.7 29.5 22.7 25.8 N/A 24.9

Hours 2006 (‘000s) 73,211 241,164 787,357 281,857 N/A 2,348,686

Total recordable incident rate

Year Exploration Drilling Production Construction Other All functions

2001 5.76 9.14 4.83 3.76 4.86

2002 1.42 6.82 3.66 2.61 3.63

2003 3.50 5.31 3.81 2.02 4.01

2004 3.55 6.05 4.94 2.50 3.94

2005 2.91 5.80 3.64 2.24 3.05

Ave ‘01-’05 3.58 6.43 4.14 2.51 3.83

2006 2.67 5.17 3.26 2.63 N/A 2.93

Hours 2006 (‘000s) 75,781 268,242 802,206 396,992 N/A 2,650,961

RWDC + LTI frequency by function

Year Exploration Drilling Production Construction Other All functions

2001 1.11 4.28 1.96 1.95 2.01

2002 0.73 3.29 1.65 1.24 1.68

2003 1.19 2.33 1.40 0.92 1.39

2004 0.78 2.50 1.29 0.95 1.37

2005 1.66 2.68 1.55 0.93 1.37

Ave ‘01-’05 1.08 2.83 1.53 1.07 1.51

2006 1.23 2.91 1.58 0.85 N/A 1.42

Hours 2006 (‘000s) 73,834 260,841 850,502 362,229 N/A 2,637,231
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Exploration – RWDC+LTI frequency for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.00 0.35 1.23 1.05 1,696 27,545

Asia/Australasia 0.00 0.42 1.19 1.12 1,446 10,105

Europe 0.00 0.18 2.68 2.23 2,022 2,237

FSU 0.00 0.00 3.05 1.86 569 1,311

Middle	East 0.00 0.75 0.54 0.85 3,239 11,187

North	America 0.00 0.21 3.82 2.51 2,849 1,834

South	America 0.00 0.00 3.62 2.10 1,722 6,353

All	regions 0.00 0.00 1.52 1.00 13,543 60,572

Drilling – LTIF for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.26 0.75 1.64 1.36 3,832 42,662

Asia/Australasia 0.00 0.58 1.08 0.89 4,313 35,281

Europe 1.15 0.99 2.07 3.13 3,472 25,574

FSU 0.57 0.77 1.17 1.58 1,768 14,587

Middle	East 0.73 1.28 1.24 1.29 6,815 51,732

North	America 0.00 1.64 1.19 1.51 3,893 31,106

South	America 0.94 1.71 3.29 3.11 9,599 69,350

All	regions 0.59 1.40 1.88 1.85 33,692 270,292

Exploration – TRIR for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.00 0.96 2.58 3.03 1,696 27,545

Asia/Australasia 0.00 0.78 2.84 2.69 2,676 11,633

Europe 0.49 0.18 6.98 4.25 2,051 716

FSU 1.76 0.00 4.58 5.48 569 1,311

Middle	East 0.98 0.79 2.03 1.82 3,053 11,832

North	America 0.70 1.70 7.09 4.30 2,849 1,834

South	America 0.00 0.73 6.77 12.04 1,722 6,353

All	regions 0.48 1.07 3.19 4.24 14,616 61,224

Exploration – LTIF for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.00 0.29 0.87 1.32 1,696 27,545

Asia/Australasia 0.00 0.25 0.77 0.40 2,676 11,633

Europe 0.00 0.15 2.23 1.40 2,051 2,242

FSU 0.00 0.00 3.05 0.33 569 1,311

Middle	East 0.24 0.68 0.34 0.64 4,147 11,832

North	America 0.00 0.20 1.09 0.69 2,849 1,834

South	America 0.00 0.17 2.47 1.58 1,766 10,531

All	regions 0.06 0.31 1.11 0.98 15,754 66,928
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Drilling – TRIR for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.52 3.57 4.50 5.43 3,832 42,662

Asia/Australasia 0.23 1.70 3.03 3.94 4,313 35,281

Europe 1.73 1.56 7.81 9.46 2,896 22,412

FSU 1.13 1.97 3.08 5.70 1,768 14,587

Middle	East 1.42 1.92 5.22 5.76 4,214 51,679

North	America 5.14 1.07 8.42 9.24 3,893 31,106

South	America 2.54 2.28 6.52 8.07 6,311 43,888

All	regions 1.91 2.11 5.53 6.82 27,227 241,615

Drilling – RWDC+LTI frequency for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.28 0.45 2.32 1.90 3,582 42,662

Asia/Australasia 0.00 0.98 2.01 1.73 3,786 29,356

Europe 1.21 1.40 3.80 3.87 3,308 25,009

FSU 0.63 0.44 2.02 2.36 1,596 13,847

Middle	East 0.94 2.35 2.91 3.48 6,412 50,095

North	America 2.83 0.30 3.83 4.05 3,893 31,106

South	America 2.06 0.66 4.11 3.75 6,311 43,888

All	regions 1.25 1.00 3.08 3.00 28,888 235,963

Production – LTIF for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 0.59 1.26 0.85 0.84 30,273 106,440

Asia/Australasia 0.31 0.40 0.37 0.47 29,195 91,206

Europe 1.11 1.31 2.19 2.95 66,612 75,331

FSU 1.01 1.18 0.99 1.08 40,449 63,919

Middle	East 1.29 0.96 0.70 0.80 47,228 69,938

North	America 0.68 0.75 0.72 1.04 33,865 34,925

South	America 1.79 2.14 1.68 2.67 70,368 204,063

All	regions 1.11 1.08 1.19 1.30 317,990 645,822

Production – TRIR for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 8.89 9.26 2.51 2.23 30,273 106,432

Asia/Australasia 1.51 1.86 2.07 2.39 29,195 91,206

Europe 4.07 3.66 7.01 10.68 27,246 51,768

FSU 1.15 1.44 1.36 1.58 40,122 63,423

Middle	East 1.69 1.89 3.09 2.24 22,444 69,938

North	America 3.37 3.85 6.33 8.22 33,865 34,925

South	America 1.31 4.05 3.80 5.94 44,166 157,897

All	regions 2.99 3.77 3.37 4.30 227,311 575,612
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Construction – TRIR for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2006 2006 (‘000s) 2006 (‘000s)

Africa 1.70 6.63 2,939 49,140

Asia/Australasia 0.00 2.01 4,693 42,213

Europe 4.00 9.98 2,249 20,433

FSU 1.34 1.18 1,493 82,485

Middle	East 0.64 1.45 12,519 148,137

North	America 1.12 5.56 3,556 9,359

South	America 1.06 2.12 1,884 17,010

All	regions 1.02 2.75 29,333 368,777

Construction – RWDC+LTI frequency for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2006 2006 (‘000s) 2006 (‘000s)

Africa 1.02 1.16 2,939 49,159

Asia/Australasia 0.00 0.62 2,156 38,943

Europe 0.90 1.82 2,223 21,938

FSU 0.00 0.59 1,321 81,745

Middle	East 0.29 0.76 10,240 124,417

North	America 0.56 2.03 3,556 9,359

South	America 0.53 0.94 1,884 17,010

All	regions 0.45 0.87 24,319 342,571

Construction – LTIF for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2006 2006 (‘000s) 2006 (‘000s)

Africa 0.68 0.59 2,939 49,159

Asia/Australasia 0.00 0.38 4,693 42,213

Europe 0.44 1.09 2,249 21,992

FSU 0.00 0.52 1,493 82,485

Middle	East 0.24 0.38 12,556 148,137

North	America 0.28 0.53 3,556 9,359

South	America 1.23 0.79 3,239 26,470

All	regions 0.36 0.51 30,725 37,9815

Production – RWDC+LTI frequency for company & contractor by region

Company Contractor Company manhours Contractor manhours

Region 2006 2001–2005 2006 2001–2005 2006 (‘000s) 2006 (‘000s)

Africa 1.62 1.24 1.16 0.96 29,689 106,440

Asia/Australasia 0.49 0.88 0.79 0.99 26,723 69,268

Europe 1.17 1.46 2.82 3.68 65,694 74,359

FSU 0.97 1.10 1.06 0.67 40,036 63,053

Middle	East 1.68 1.26 1.48 1.20 42,942 68,031

North	America 1.45 1.60 2.72 3.13 33,865 34,925

South	America 0.66 1.00 2.32 2.80 44,166 157,897

All	regions 1.16 1.00 1.78 1.00 283,115 573,973
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Most improved companies - company with contractor LTIF

   Company &
  Year contractor
Company	with	best	 2002	 0.89
improvement	record	since	2002	 2003	 0.42
Company	LL	 	 2004	 0.32
	 	 2005	 0.25
	 	 2006	 0.23
No	other	company	showed	
continuous	improvement	since	
2002

Average	for	all	companies	 2002	 1.09
	 	 2003	 1.16
	 	 2004	 1.09
	 	 2005	 0.97
	 	 2006	 0.99

5 Results by company

Lost time injury frequency

Company 
code

Company & 
Contractors

Company 
only

A 3.94 4.04

B 2.66 0.00

C 2.50 1.98

D 2.43 1.28

E 2.33 0.96

F 2.29 1.20

G 2.14 0.64

H 1.64 1.17

I 1.54 0.35

J 1.27 1.23

K 1.26 0.00

L 1.16 0.00

M 1.13 1.08

N 1.09 1.08

O 1.08 0.00

P 1.07 0.58

Q 1.05 0.33

R 1.04 0.81

S 1.00 0.00

Overall 0.99 0.89

T 0.91 0.82

U 0.84 0.00

V 0.82 1.36

W 0.71 0.54

X 0.71 0.43

Y 0.65 0.09

Z 0.64 0.83

AA 0.64 0.57

BB 0.64 0.36

CC 0.54 0.00

DD 0.54 0.00

EE 0.51 0.66

FF 0.46 0.20

GG 0.42 0.23

HH 0.39 0.42

II 0.36 0.13

JJ 0.32 0.00

KK 0.31 0.25

LL 0.23 0.25

MM 0.22 0.14

NN 1.77

OO 1.37

Total recordable incident rate

Company 
code

Company & 
Contractors

Company 
only

V	 12.12 12.23

C	 9.76 6.62

D	 9.02 1.79

H	 7.58 5.28

E	 6.71 1.49

J	 6.27 2.45

G	 5.84 2.35

F	 5.67 2.50

L	 5.63 0.00

S	 5.21 3.96

I	 4.93 0.88

W	 4.77 4.35

Q	 4.46 1.45

M	 3.68 5.37

BB 3.39 1.64

O	 3.34 1.73

T	 3.32 6.16

Z	 3.19 2.48

DD 3.14 1.52

Overall 2.92 1.85

P	 2.80 1.10

B	 2.66 0.00

K	 2.52 0.00

AA 2.49 1.83

KK 2.47 1.10

X	 2.42 1.12

MM 2.39 1.24

EE 2.38 1.11

R	 2.18 0.81

II 1.95 0.98

JJ 1.89 0.44

FF 1.72 0.82

U	 1.68 0.32

CC 1.65 1.28

GG 1.53 0.58

Y	 1.51 0.78

N	 1.20 1.09

LL 1.04 1.09

HH 0.93 0.60

OO 3.95
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Exploration

Company 
code

Company & 
Contractor

O 3.43

A 3.34

I 2.67

Y 2.22

FF 1.34

M 1.32

L 1.03

E 0.94

Overall 0.91

BB 0.88

T 0.78

X 0.78

Z 0.64

P 0.41

V 0.41

EE 0.00

GG 0.00

H 0.00

HH 0.00

LL 0.00

MM 0.00

R 0.00

W 0.00

Drilling

Company 
code

Company & 
Contractor 

B 8.33

A 5.04

I 4.39

U 4.15

C 3.83

Z 3.82

E 3.21

K 2.38

M 2.33

L 2.20

J 1.98

Overall 1.73

T 1.66

BB 1.52

P 1.51

X 1.50

EE 1.37

R 1.34

S 1.28

JJ 1.12

V 0.83

FF 0.80

H 0.80

GG 0.78

O 0.72

W 0.66

D 0.65

KK 0.62

Y 0.50

LL 0.28

MM 0.14

CC 0.00

HH 0.00

Production

Company 
code

Company & 
Contractor

C 3.97

A 3.90

E 3.03

D 3.01

V 2.75

H 2.58

J 2.25

O 1.48

HH 1.39

Z 1.31

P 1.27

N 1.18

Overall 1.16

T 1.00

EE 0.98

M 0.97

S 0.86

W 0.67

X 0.63

L 0.56

BB 0.50

I 0.50

KK 0.48

Y 0.39

GG 0.37

LL 0.36

MM 0.27

JJ 0.25

R 0.16

FF 0.08

B 0.00

K 0.00

Construction

Company 
code

Company & 
Contractor

R 6.99

W 2.90

A 1.39

Y 1.13

S 1.10

P 1.05

C 0.98

FF 0.85

U 0.85

E 0.78

GG 0.69

CC 0.56

DD 0.54

Overall 0.50

HH 0.35

MM 0.22

Z 0.20

J 0.12

KK 0.10

LL 0.10

EE 0.06

I 0.00

JJ 0.00

K 0.00

L 0.00

M 0.00

O 0.00

V 0.00

X 0.00

Lost time injury frequency by function



69

Safety performance indicators – 2006 data

© 2007 OGP

6 Significant incidents
Significant incidents by category

2006 2001-2005

Air	transport 1 12

Caught	between 5 72

Water	related 0 5

Electrical 3 23

Explosion/burn 14 106

Fall 6 66

Struck	by 17 210

Vehicle	incident 6 38

Other 1 134

Other-Health 0 N/A

Other-Structural 0 N/A

Other-Cuts 0 N/A

Other-Chemical 1 N/A

Other-Strains 0 N/A

Struck	by-Eye 0 N/A

Unknown 0 4

Appendix A Database dimensions

Total exposure hours

Hours	Worked	(millions)

Year Overall Company Contractor

1985 656 410 245

1986 544 306 238

1987 602 356 247

1988 616 364 253

1989 656 331 325

1990 721 332 389

1991 941 441 499

1992 944 431 513

1993 919 410 509

1994 872 397 475

1995 841 356 485

1996 912 360 551

1997 1161 389 772

1998 1131 386 746

1999 1197 395 802

2000 1634 572 1062

2001 1977 633 1344

2002 2121 636 1484

2003 2247 664 1583

2004 2290 639 1652

2005 2381 639 1741

2006 2937 734 2203

Exposure hours by region (‘000s)

2006 2005

Africa 473646 472879

Asia/Australasia 473100 348806

Europe 282856 191127

FSU 451036 443782

Middle	East 447657 383968

North	America 302632 224603

South	America 506047 315505

All	regions 2936974 2380670

Exposure hours by function (‘000s)

2006 2005

Exploration 82682 50908

Drilling 303984 245901

Production 963812 676652

Construction 410540

Other 905622

Unspecified 1175956 501587

All	functions 2936974 2380670
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Africa

Onshore

Algeria, Drilling, Sep 15 2006 Number of deaths: 3 Type of Incident: Explosion/burn
Age:	unknown	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Age:	unknown	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Age:	unknown	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

While drilling an appraisal gas well at 2,600 metres a sudden total loss of drill mud occurred. Attempts to control the well took 
place during a period of eleven days without success and the drill pipe got stuck. An unsuccessful attempt to cut the pipe was 
carried out. On September 15th, while trying out reverse mud circulation, a blockage was detected on the kill line. The drilling 
rig crew tried to clear the line by opening the checkvalve when an explosion took place, followed by a fire. This escalated to 
a full gas blowout. As a consequence there where three fatalities and five LWDCs, well blowout. Drilling rig loss.

What went wrong:
Lack of drilling contractor personnel expertise
Procedures not followed
Inadequate drilling contracting process
Inadequate Well Program

Corrective actions and recommendations:
Assure competence for drilling contractor personnel.
Implement an “Authorization to drill” document, to ensure all requirements, inspections, training and contingency plans are 
in place before spud-in.
Review and improve drilling Rig and Services Contracting Process.
Review and improve change control process.
Review and improve Well Program and Design process.

Algeria, Exploration, Sep 12 2006 Number of deaths: 2 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Transportation	Operator
Age:	unknown	 Employer:	Contractor	 Occupation:	Other
Narrative:

A crew ambulance was travelling in a convoy formation of 47 vehicles along a blacktop road. The ambulance was involved in 
a collision with a 3rd Party vehicle, consisting of a “prime mover” pulling a loaded, articulated, low-bed trailer, transporting 
another trailer. The trailer was wider than the prime mover and also wider than its side of the road. The ambulance carried two 
male employees, a driver and a nurse. The driver suffered fatal injuries, and died upon impact. The nurse was critically injured 
and subsequently passed away. The occupant of the third party vehicle was uninjured.

What went wrong:
The width of the trailer of the 3rd Party truck exceeded the width of his side of the road. The driver of the ambulance, convoy 
position 3, failed to take any significant avoiding action to prevent a collision. The ambulance had two front seats, fitted with 
3-point seat belts. The inspection of the seat belts and interviews indicated that seat belts were not being used.

Corrective actions and recommendations:
Prepare for mobilisation of new contract from one dedicated location only after crew has completed contract with previous 
party. Increase control of all journeys to and from facilities/areas of operation with the objective of reducing exposure. Stricter 
implementation of controls set out in Journey Management Plan. HSE mindset of local contractors needs more attention and 
extensive coaching. Early completion of Land Transport HSE Case to include all company-related land transport in Algeria 
(geophysics, drilling, testing etc.).

Ethiopia, Exploration, Dec 26 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	20	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

At about 0550 hrs on 26 Dec 2006, the incident occurred at the fly camp when the deceased and two other crew were about 
to board a truck. The deceased was trapped between two trucks (that were parked back to back) when the front truck rolled 
back.

What went wrong:
The driver did not conduct pre-inspection prior to driving the truck.
Vehicle movement and workers’ embarkation were not closely supervised.
Tail to tail parking for transferring work is a normal practice.
The gap between 2 trucks (tail to tail) was found to be less than 1 metre.

Corrective actions and recommendations:
Supervisor to conduct a daily toolbox meeting.
Supervisor shall closely monitor all work under his supervision. 
To establish working procedure for embarking/disembarking of vehicles and follow-up on compliance.
Driver training should include “what to do” i.e. check around the truck before moving, making sure no obstruction at back 
side before moving the truck, etc. 

•
•
•
•

•
•

•
•
•

•
•
•
•

•
•
•
•

Appendix C 
Fatal incident reports by region
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Libya, Drilling, Jun 25 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

The rig was being moved to a new location and was being pulled by a heavy truck across open, undulating desert. The vehicle 
(pick-up) involved in the accident was bringing lunch to the truck driver. The pick-up attempted to overtake the rig. The pick-up 
became stuck in the soft sand and the dolley wheels of the towed load passed over the vehicle, crushing the cabin.

What went wrong:
No specific risk assessment for Land transportation activities in the desert
No control procedures for transportation of heavy lifts in the desert
No comprehensive Safety Management System in place
Lack of appropriate safety training for Land Transportation activities
Excessive confidence of the pick-up driver (who was actually the tool pusher, and had been observed carrying out the 
same activity on previous rig moves).

Corrective actions and recommendations:
Carry out risk assessment for their operations and develop/implement safety procedures
Prepare a specific procedure and training for rig moving activities 
Provide communication equipment between the load drivers and tool pushers (local radios)

Libya, Production, May 1 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A pickup had been travelling along a gravel road. The vehicle came off road and overturned 3 times before landing on its top, 
resulting in the fatality of the passenger.

What went wrong:
Non-compliance with traffic regulations.
Inattention.

Corrective actions and recommendations:
Sensitisation of drivers to comply with traffic regulations and to pay more and constant attention in driving

Nigeria, Construction, Sep 5 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	24	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

Two fitters were working in a new building under construction. They worked together in the Air Handling Unit (AHU) room. The 
victim (fitter) was at the top of a metal stepladder (1.8 metres high) with a colleague working opposite him (about 30cm away). 
He was sitting on the ladder when he suddenly began to shake. His co-worker panicked, ran out of the room and raised the 
alarm. The victim was later found lying unconscious, with his head and body outside the room on the corridor floor. Despite the 
emergency resuscitation attempted, the victim was declared dead one hour after the accident.

What went wrong:
No differential circuit breaker to protect against direct exposure to the live voltage. All temporary distributions passed 
through only 1 breaker with no differential protection. The temporary/site distribution box, which has differential 
protection, was removed.
Probably, one of the ladder legs came in contact with the naked-end cable lying on the floor. No protection system cut off 
the power supply because no real short-circuit occurred; there was just electrical potential at the metal ladder. 
Metal ladder without isolation. The victim worked on an A-shape movable metal stepladder with no insulation.

Corrective actions and recommendations:
Verification of the temporary electrical installations to be implemented (action: all affiliates). Any modification in an 
accepted situation must be considered as a downgraded situation (e.g. in this accident, the accepted temporary 
distribution box, which has differential protection, was removed). Temporary electrical installations shall be risk assessed. 
Based on this assessment, the appropriate work planning is to be defined by or/and with contractor. Both risk assessment 
and work planning must be communicated to all personnel involved.
Appoint a dedicated RSES for each offices/warehouses/other buildings construction site or extension project. The RSES is 
to be a member of the project team and may be a RSES Delegate who reports to the designated RSES for Company 
Offices. All installations including those not involving hydrocarbon (e.g. offices, warehouses and buildings) must be 
controlled under the affiliate’s HSE Management System.

•
•
•
•
•

•
•
•

•
•

•

•

•

•

•

•
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Nigeria, Exploration, Aug 3 2006 Number of deaths: 5 Type of Incident: Other
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A Geomatics contractor crew was attacked by armed robbers. The robbers opened gunfire on the crew’s vehicle, which they 
apparently mistook for a similar one conveying Local Government workers’ pay. Of the 9 persons in the crew vehicle, 5 died 
instantly, 3 others (including the police escort) suffered gunshot injuries. 1 person escaped unhurt.

What went wrong:
Non-compliance with the approved number, type and mode of transport of armed security personnel for the project.

Corrective actions and recommendations:
All modifications to signed-off project security plans must be appropriately authorised and documented, otherwise all 
further operations shall be discontinued.
The CSR, contractor Party Chief and the project supervisor must escalate all breaches to the security plan to contract 
holder and/or stop further operations.
The police escort must have a separate vehicle.
The police should be engaged and assisted with the establishment of patrols along road.

Nigeria, Production, Jul 12 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	58	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

The deceased, a fuel tanker driver, was travelling on a Mitsubushi Lancer car driven by another person, when the car ran into 
the rear of a stationary Mobile Police truck that had stopped on the road to replace a flat front left side tyre.

What went wrong:
The driver did not notice the presence of the Mobile Police truck in time to appropriate safe manoeuvre. The deceased did not 
fasten his seat belt.

Corrective actions and recommendations:
Recommendation to fasten safety belt and to avoid distractions while driving

Nigeria, Unspecified, Jan 15 2006 Number of deaths: 2 Type of Incident: Other
Age:	27	 Employer:	Contractor	 Occupation:	Other
Age:	unknown	 Employer:	Contractor	 Occupation:	Other
Narrative:

Approximately 60 armed insurgents in six speedboats attacked the flow station. The Government-deployed military task force 
safeguarding the facilities was overrun without returning serious resistance and the insurgents took control of the location, 
damaged the production facilities with dynamite and burnt down the 2 houseboats accommodating staff and military. As a 
result, two contractor staff lost their lives. Remaining personnel escaped to safety by water or land, with a number of these staff 
receiving various degrees of injuries. 

What went wrong:
Following a prior attack, certain facilities were closed-in, however the full staff complements were maintained in four locations. 
Various sources of information were explored by Security Department to identify and report the prevailing risk exposures. 
However, no information on a pending attack on one of the facilities was received. The full military complement of 31 protecting 
one location was overtaken without any serious resistance. The military back up from another was ineffective. A steward was 
burnt to death in the civilian houseboat. A camp boss who worked for the military and resided in the military houseboat was 
found dead in the river three days after the incident. Inadequate intelligence information on the security situation in the area. 
Inadequate Security coverage. Insurgents used more superior weapons.

Corrective actions and recommendations:
Sustain the engagements with the Federal Government, State and Local Government and Opinion leaders of Niger Delta 
Communities through Project. Communities as business partners and Global MOUs to address the main drivers of the conflict 
dynamics in the region. Fastrack the resourcing and kick off of the proposed Security Information Network Centre to enable 
timely collection, analysis and dissemination of intelligence within company and other bodies involved. Pursue the shift from 
co-location at facilities of security agencies into out of facilities quick response centres for Government Security Agencies in line 
with the Oil and Gas Security Plan.

•

•

•

•
•
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Nigeria, Unspecified, Jan 29 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Other
Narrative:

A security escort vehicle was travelling to the airport on with a driver and three other security personnel. The driver lost control 
of the vehicle, which hit the central reservation barrier, fell on its side and skidded. The vehicle came to rest on the nearside 
lane of the same carriageway. One of the passengers, a police constable, received serious injuries, from which he subsequently 
died. The driver received minor injuries and the other two passengers received varying degrees of non-life threatening injuries. 
The escort vehicle was extensively damaged.

What went wrong:
The company bus driver was driving at excessive speed. The bus IVMS records maximum speed at 128km/h at some time 
during the journey.
The driver of the escort vehicle that was following the bus lost control and collided with the median barrier. 
The passenger who died was not wearing a seat belt.
Lack of communication capability between the escort vehicle and the bus was contributory.
As there were no passengers collected during this journey, the journey was not required.

Corrective actions and recommendations:
Speed kills; the company speed restrictions must be adhered to.
The driver wore a seat belt and received minor injuries; reinforce the use of seat belts. The use of the seat belts by all 
passengers may have prevented the fatality.
The bus did not pick up any passengers either to or from the airport – integrated logistic and security management will 
minimize risks and exposure.
A pre-journey briefing between escort team and bus driver may have prevented the accident.
Installation of communication capability between escort team, bus driver and company police control room may have 
prevented the accident and improved recovery efforts.

Nigeria, Unspecified, Mar 2 2006 Number of deaths: 1 Type of Incident: Water related
Age:	34	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

A Contractor rigger was part of a crew carrying out unauthorized loading of empty gas bottles at a slot jetty. He rigged the 
bottles for lifting and donned a manually inflatable life vest. As he was going onto the barge via an unsecured ladder between 
the jetty quayside and the barge, the ladder slipped off and fell into the water with the victim. The victim disappeared between 
the barge and jetty. He may have hit his head against an object and may have entered the water unconscious. Immediate 
attempts to rescue him failed. The victim’s body was finally recovered at about 1945hrs.

What went wrong:
The ladder used to access the barge was unsecured and inappropriate for the prevailing tidal conditions.
Absence of Access control to check ingress of unauthorized persons and activities at the jetty.
The victim was not swim-certified.
Wrong Personal Floatation Device (PFD) worn by victim.

Corrective actions and recommendations:
Review methods of access and ingress to vessels for all tidal conditions and install appropriate safe access systems and 
associated safety equipment along the jetty area.
Review & install effective access control systems as well as deployment of adequate competent resources (e.g. jetty marshals) 
& facilities (e.g. office) at the slot area to manage all marine works in the jetty area in line with slot operations procedure.
Review the swimming exemption policy on residents/community workers. Train and swim-test all personnel not swim-
certified on the site within 6 months.

Nigeria, Unspecified, Jun 12 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	1	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

A cable termination/inspection contractor was carrying out instrument cable tagging about 10m above the ground, when he 
was struck and fatally injured by a cable roller assembly propelled into him at high speed. The cable roller assembly was 
picked up by a pulling rope whipping back along the cable tray after parting under high tension at the connection to the 
electrical cable. He was knocked off the work platform and was found suspended by his harness. He was brought down by his 
colleagues and MEDEVACed to clinic where he died on arrival at about 1630hr.

What went wrong:
Inadequate tension reducing measures including use of one winch and inadequate tension monitoring.
Makeshift repair of pulling assembly using uncertified materials and techniques.
Contractor site manager resumed work without PTW & disregard to stop work directive on defective winch/earlier accident.
Access to the cable pulling site was not adequately barricaded with warning signs and cable tagging crew including the 
victim were instructed to work adjacent to the cable pulling rope under tension.

Corrective actions and recommendations:
Need to properly re-classify all activities involving cables and ropes under tension as high-risk activities in all contract 
documentations. 
Need to review the competence criteria for all activities involving tensioned ropes and other winched/lifting operations 
and issue guidelines for monitoring and supervision of such.
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Nigeria, Unspecified, Jun 19 2006 Number of deaths: 1 Type of Incident: Water related
Age:	32	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A welder’s mate was discovered drowned in a pond near the worksite. The project terrain is land with 2 river crossings. The 
contractor was informed at mobilization that swimming certification would be required for personnel involved with construction 
work at the river crossings. On the day of the incident, the victim and his colleague set out at lunch time (without authorisation) 
to swim-train in the pond about 420m from the worksite. The colleague attempted to dissuade the victim from entering the pool, 
but the victim insisted that he could swim. He dived into the pond and drowned.

What went wrong:
Deliberate violation of no swimming rule.
Requirement for swimming certification perceived by workforce as critical requirement for remaining in employment.

Corrective actions and recommendations:
There is need to communicate to all contractor personnel reason for swimming test & implication on employment to allay fears.

Nigeria, Unspecified, Aug 1 2006 Number of deaths: 1 Type of Incident: Water related
Age:	32	 Employer:	Contractor	 Occupation:	Admin,	Management,	Support	Staff
Narrative:

A subcontractor catering camp boss working on a houseboat is reported to have lost his balance and fallen into the river. The 
victim had stood astride a generator barge and a crew boat in an attempt to grab and remove a bag (belonging to insubordinate 
steward) from the boat. He lost his balance, fell into the river and disappeared under the water. Attempts to locate and rescue 
him were unsuccessful. The body was recovered on 3rd August.

What went wrong:
Insubordinate steward’s non-compliance to Journey plan.
Victim stood astride barge and boat not appreciating marine hazards.
Personal Floatation Device not worn by victim at the time of incident
Victim not swim certified, but in possession of forged survival level swimming pass.
Boat was not properly moored to the barge.
Life buoys not timely deployed.

Corrective actions and recommendations:
All water borne facilities to carry out Risk based scenario drills as part of mobilization for both long and short duration 
jobs. Coach supervisors and staff on conflict resolution and management.
Resource and enforce the use of PFD in marine environment.
Enforce compliance with Security Risk Exposure Matrix.
Emphasize to all staff and contractors the dangers of drowning associated with operating in swamp environment.

Nigeria, Unspecified, Aug 20 2006 Number of deaths: 1 Type of Incident: Other
Age:	unknown	 Employer:	Company		 Occupation:	Other
Narrative:

An employee died together with some community leaders and representatives State Government engaged in his release from 
captivity. His death occurred during a security incident between the Joint Task Force (JTF) and militants in which a member of 
the JTF, some community leaders and representatives of State Government as well as a number of militants were also killed.

Nigeria, Unspecified, Oct 4 2006 Number of deaths: 1 Type of Incident: Water related
Age:	28	 Employer:	Contractor	 Occupation:	Other
Narrative:

Catering contractor staff apparently jumped into the river from the deck of the water supply barge attached to the military 
houseboat on which he worked and lived. On the day of the incident, the deceased was observed to be healthy and to behave 
in a normal manner throughout the morning. Whilst on a short break after lunch, he exchanged pleasantries with a soldier on 
sentry duty before boarding the operations boat moored against the houseboat. He then hung his coverall on the operations 
boat and re-boarded the houseboat wearing just his shorts. Walking out of the sight of the soldier, he was then spotted jumping 
off a water barge also moored against the houseboat. Despite an immediate reaction, the deceased could not be spotted in 
the water.

What went wrong:
No swimming policy is well understood and communicated and not previously flaunted at this location; the water is so filthy that 
it is highly unlikely that anyone would want to swim there; no evidence of foul play or reasons for this act being a suicide attempt 
could be established. Although the deceased had a valid swimming certificate (expiring 23/12/06), his immediate disappearance 
on entering the water suggests that his swimming skills were very poor. The deceased entered two vessels from the houseboat 
without wearing a life jacket – a clear violation of operating procedures.

Corrective actions and recommendations:
Company has limited capability to enforce HSE compliance on contractor staff working on military houseboats during normal 
operations, and no capability when the field is de-manned. During their 14 day off-duty period, such contractor staff should, 
on a periodic basis, receive HSE briefings. Further consideration should be given to stopping the practice of co-locating 
contractor personnel on military houseboats. Whilst it is not believed to be the case that the deceased was attempting to 
improve his swimming, it has become clear that opportunities for contractor staff to practise swimming do not currently exist 
either in the field or at base location.
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Nigeria, Unspecified, Oct 19 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

An escort vehicle in the airport shuttle convoy was involved in a fatal road traffic accident while returning from the airport. The 
escort driver, who was at the rear of the convoy, veered off his lane near a bend and collided head-on with a heavy truck 
coming from the opposite direction. Medical services arrived at the scene and they moved 2 injured occupants from the 
wrecked vehicle to hospital for treatment but the driver died.

What went wrong:
The driver veered off own lane to the opposite lane.
The driver was under the influence of sleep-inducing drugs, which was not known to anyone in the department or convoy.

Corrective actions and recommendations:
Encourage drivers who may be in any form of distress to freely discuss with their colleagues and supervisors to enable 
early arrangement for their replacements 
Escalate distress messages from drivers to a responsible supervisor for necessary remedial actions, notwithstanding any 
initial advice given.

Nigeria, Unspecified, Oct 23 2006 Number of deaths: 1 Type of Incident: Other
Age:	unknown	 Employer:	Contractor	 Occupation:	Other
Narrative:

A crew cab pick-up truck was used to take duty clinic staff members home and was attacked as it returned carrying only a driver 
and policeman. The driver was forced to stop at the side of the road by a vehicle containing five armed men who fired shots. 
The policeman was shot through the door of the truck, the bullet entering the side of his body, where the bullet proof vest was 
fastened. The driver received ‘shrapnel’ type head injuries, possibly from metal particles from another bullet, shot through the 
vehicle from the passenger side. Local people assisted and gave the driver directions to a clinic. Two company teams responded 
and the driver and the policeman were transferred by ambulance to the company clinic where the policeman later died.

What went wrong:
Shift change journey at night to an outlying part of city
An armed attack to steal a vehicle and/or a police weapon
The single, armed, policeman in the vehicle did not act as a deterrent for the attack
The bullet proof vest did not provide adequate protection against a shot from the side

Corrective actions and recommendations:
Alternatives for shift changes at night for clinic staff have been put in place 
The escort policy is to have armed escorts in a separate vehicle; police and drivers have been briefed on this requirement
Improved control of vehicles assigned for departmental use is required; alert issued to focal points and inventory of 
vehicles taken
Risk assessments for night time journeys need to be performed

Nigeria, Unspecified, Nov 6 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	unknown	 Employer:	Contractor	 Occupation:	Heavy	Equipment	Operator
Narrative:

A Self Loading Truck was being used to load empty wooden crates located on a public road. During the operation the crane 
boom came very close (150 to 200mm) to a 33 kV overhead power line causing the electricity to arc across from the power 
line to the crane boom resulting in the operator being electrocuted. The victim was immediately MEDEVACed to clinic where 
he was pronounced dead.

What went wrong:
Lack of awareness of the safety distance required for working near a high voltage power line and the risk of flashover.
No supervision.
No formal or informal JHA.

Corrective actions and recommendations:
Notify workers that no work to be performed under a high voltage power line unless risks formally assessed and 
managed.
Place warning signs in self loading vehicles and cranes.Company to approach authorities to propose that they identify the 
voltage of low-level overhead power lines and placing visible warning signs recommending clearance distance.
Extend the use of PTW to work performed outside site.
Raise awareness of the importance of carrying out a JHA and complying with the resulting requirements.
Ensure that supervisors visit site or understand the scope of work to be done before initiating a PTW to conduct a JHA.
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Asia/Australasia

Onshore

Indonesia, Construction, Jun 28 2006 Number of deaths: 1 Type of Incident: Water related
Age:	22	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

A team of scaffolders were dismantling an underdeck scaffold on a wellhead platform. A co-worker of the deceased heard the 
noise of something falling into the water. Turning round, he realized that his colleague had fallen into the water and had 
immediately disappeared from view. The alarm was raised and desperate attempts were made to rescue the scaffolder, 
including people diving into the water. The water depth was about 6m with no visibility. The scaffolder was recovered after 
about 10 minutes. Despite resuscitation attempts he was subsequently pronounced dead.

What went wrong:
The deceased was wearing a safety harness which was not connected to a fixed point on the platform but may have been 
connected to part of the scaffolding which collapsed.
The scaffolding supervisor was not on the platform. Either way, the scaffolders started to dismantle the scaffold without the 
presence of their supervisor or appropriate work instructions.
The deceased had received basic scaffolding training (for installing and dismantling simple scaffolding) from a third party. 
The course contents had not been verified by the company.
The scaffolder was wearing a buoyancy aid that floated to the surface soon after he fell into the water. It could not have 
been fastened properly.

Corrective actions and recommendations:
Verify the course content given by third parties (installing and dismantling scaffolding in this case).
Verify that contractors have a risk assessment procedure in place covering discipline involvement and on site verifications.
Replace existing daily safety talk by a weekly safety talk with a higher profile.
Management should define the roles and responsibilities assigned at each level of the organisation to ensure the 
implementation of its rules.
Ensure that contractors have a system in place to inspect and maintain PPE.

Indonesia, Production, Jun 16 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

A contract operator was preparing a boom truck for the loading of a basket of gear from the ground to the bed of the truck. 
Eyewitnesses report seeing the truck moving with nobody in the driver’s seat and the injured person running alongside the truck. 
The boom truck collided with a low-boy trailer parked approximately 30 metres away. The injured person was struck during this 
process either by the boom truck or the low-boy. The injured person was immediately taken to the clinic for initial observation 
and then sent to the hospital where he later passed away.

What went wrong:
Lack of confirmed engagement of neutral gear prior to the operator exiting the cab; 
The truck Power TakeOff (PTO) is located too close to the gearshift. During engagement of the PTO, the gearshift was 
inadvertently bumped into drive;
JSA failed to address the interaction of the truck operations and the lifting activity that reasonably should have been 
expected to occur during the work.

Corrective actions and recommendations:
Ensure gearshift is clearly and properly marked; 
Revise operating procedure to specifically require the operator to verify neutral gear prior to exiting the cab and to require 
the use of wheel chocks as a preventive device to prevent the vehicle from moving forward.

Pakistan, Exploration, Oct 7 2006 Number of deaths: 1 Type of Incident: Fall
Age:	unknown	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

A mountaineer helper fell from a height of approx 10 metres during seismic activity and died due to serous injuries.
What went wrong:

The victim lost his balance and fell. No mechanism was applied for terrain assessment before operating in such dangerous 
terrain.
There was no pre-defined set of minimum PPEs required for various jobs and the victim was not wearing a helmet.
The area where the incident happened was not an easy location for untrained/unskilled/inexperienced workers as the 
victim was.

Corrective actions and recommendations:
All the activities in hilly, difficult areas to be suspended. A formal terrain assessment to be carried out for classifying the 
areas into various zones. The crews assigned to these zones should fulfil minimum required experience, training and skills.
Define, arrange and provide proper PPE for all the workers including mountaineers and their helpers.
All the persons involved in high risk areas should be trained/qualified having provided valid certification.
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Papua New Guinea, Construction, Apr 20 2006 Number of deaths: 3 Type of Incident: Air transport
Age:	unknown	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Age:	unknown	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Age:	unknown	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A Hevilift operated Bell 206 Longranger, with 6 contractors and a pilot aboard, crashed whilst on approach to the camp 
helipad in foggy conditions. The accident was defined as a Controlled Flight into Terrain with inadvertent entry into Instrument 
Meteorological conditions. Three people died as a consequence, three sustained minor injuries and the pilot suffered spinal 
injuries.

What went wrong:
The pilot was disoriented as he attempted to land in fog and mist. The pilot had been advised on 2 occasions by flight control 
to abort the landing and go to a fog free pad adjacent. Visual approach & pilot experience are seen as the primary causes.

Corrective actions and recommendations:
Develop an SOP for Helicopter Operations in Inclement Weather and Poor Visibility.
Fit Upper Torso restraints into all helicopter seats.
Review of helicopter construction integrity against FAR 27 build standards.
Include copy of Visual Flight Rules as part of SOP.
One day full induction to familiarise pilots with operating in visual impairment in mountains.
Review Aviation documentation.
Establish Aviation Review Board.
Audit of Aviation Management.
Centralise flight following to one location at Moro Airport.

Offshore

China, Production, Jun 24 2006 Number of deaths: 1 Type of Incident: Fall
Age:	unknown	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

A mechanic technician was checking a platform lifeboat. During the inspection, the hanging hook accidentally opened and the 
man fell, with the lifeboat, 20 meters.

What went wrong:
Lack of guard: no inspection sling was fitted before the lifeboat was entered.
Lack of procedural training and understanding: lifeboat inspection and maintenance procedures were not fully understood 
by the worker, and procedures were not carried out as routine.

Corrective actions and recommendations:
Maintenance procedures training
Buddy-system for the work that is high risk

Malaysia, Construction, Oct 16 2006 Number of deaths: 1 Type of Incident: Fall
Age:	24	 Employer:	Contractor	 Occupation:	Process/Equipment	Operator
Narrative:

The incident occurred during installation of the flare boom. Four riggers were on the flare boom after releasing the slings. 
Without warning the whole flare boom structure fell into the sea together with the four riggers.

What went wrong:
Installation was carried out but welding was not done at flare boom support to keep it secure.
Release of lifting slings prior to securing of flare boom.
Flare Boom was repeatedly being struck by unused main hoist lines and unused auxiliary lines(pendulum effects).
Hazards were not identified.
Boom installation proceeded without lifting procedure.
PTW was not enforced

Corrective actions and recommendations:
Engineering Review and Approval: The design and installation procedure shall be further reviewed and approved by a 
third party (Marine Warrantee Surveyor).
Fabrication: Any change in fabrication and installation method onshore (by fabricators) of permanent structures that need 
to be executed offshore (by OIC) need to documented, reviewed by Design Engineers, OIC and approved by Client and/
or the Marine Warrantee surveyor. 

Malaysia, Production, Nov 5 2006 Number of deaths: 1 Type of Incident: Air transport
Age:	unknown	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

A helicopter with 21 people onboard, on its way to several platforms for crew change, went down in the water while approaching 
a platform 240km off the coast. Those onboard comprised one company employee, pilot and co-pilot, and 18 contractors. 
Twenty of those onboard were rescued. The only fatality was the pilot who was found still strapped to his seat. 
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Vietnam, Drilling, May 8 2006 Number of deaths: 1 Type of Incident: Other
Age:	46	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

At 18:15 the company vessel requested the medic to take a look at one of the crew members onboard. At 18:25 the medic and 
SOC prepared to transfer to the company vessel by the Billy Pugh basket along with their medical equipment. On arriving at 
the accommodation the patient was not responsive, pulse rapid and slow intermittent. Unable to register body temperature – to 
high for thermo scan digital thermometer. Patient was then moved to the deck (approximately 20 feet). The medic attached the 
defibrillator pads/monitor and requested a MEDEVAC. The patient had been vomiting and was semi-conscious with a weak 
pulse and shortness of breath. The patient flat lined the defibrillator and the medic started CPR. This was carried out for 52 
minutes before ISOS doctor in Ho Chi Minh City gave permission to cease CPR – 19:36.

What went wrong:
Unknown, possibly heat exhaustion

Europe

Onshore

Germany, Production, Jun 21 2006 Number of deaths: 1 Type of Incident: Fall
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

On June 21st at 10:43am a sour gas release occurred when two contractors were working to dismantle a 6” ball valve for 
internal inspection/repair. The valve is located in a 6” line which is directly connected to the Sulfinol 3 sour gas pipeline header 
at a height of about 24ft. The valve was under 1000psi of pressure, with sour gas containing 9% H2S. The work permit 
erroneously stated that this valve was depressurized and H2S free and was signed by the responsible supervisors. In the process 
of dismantling the valve, the protection caps and the internal excenter were removed. As a result of this, a gap of approximately 
0.1” occurred in the seal and gas was released. Raw gas released was estimated to be approximately 110KSCF (10KSCF H2S). 
Six persons were taken to the hospital after the incident. One contractor subsequently died. He was injured in a 24ft fall during 
the evacuation of the plant. Another contractor suffered a small skull fracture (LTI) as a result of a fall from a ladder during the 
evacuation. Two other contractors received first-aid treatment, the remaining two person taken to the hospital received no 
treatment.

What went wrong:
Location of ball valve was not checked in the isolation plan;
Shutdown manager did not recognize that the ball valve was outside of the isolated turn around area, tag number of ball 
valve was misleading;
No on-site verification was performed prior to release of the work permit; 
The ball valve was under pressure, the design of the ball valve does not allow verification whether valve is under pressure. 
Contractors continued work in spite of H2S-alarm of the portable gas detection device.

Corrective actions and recommendations:
Focused management & leadership effort that covers workforce communication, clarity of safe work expectations, and safe 
work procedure upgrades with subsequent implementation.
Ensure clarity of roles and responsibilities for shutdown assignments for isolation and approval.
Cease using “obviously uncritical” activity classification for work. Develop a critical maintenance procedure for work on 
these types of valves.

Romania, Unspecified, Jan 7 2006 Number of deaths: 1 Type of Incident: Caught between
Age:	38	 Employer:	Company		 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

During the operation of starting the engine of the tractor on caterpillars, with the help of the auxiliary engine, at the moment of 
coupling the two engines, the chief wellman was caught and crushed between the caterpillar and the barracks. He suffered 
multiple and grave injuries. He was transported to Moinesti Municipal Hospital and to Bucharest Floreasca Hospital where he 
died.

What went wrong:
The management system allowed the job to be carried out without a proper safe system at work
The management system did not implemented a HAZID training program.
The management system did not implement a supervising procedure.
The management system did not follow up on the implementation of existing work procedures.

Corrective actions and recommendations:
see above
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Romania, Unspecified, Feb 2 2006 Number of deaths: 1 Type of Incident: Fall
Age:	43	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

A contractor welder went to get a bucket of hot water from an unused hydrant, which is now used the collection of steam from 
the steam return circuit. When he tried to take the water, he put his feet on a pipe which was in neighbouring area of hydrant 
and slipped and fell into the hole with the hot water. He suffered burns over 40% of his body. He was transported to Municipal 
Hospital Marghita and after that to Emergency Hospital Oradea.

What went wrong:
The management system allows carrying out the job without proper safe systems at work.
The management system did not implement a HAZID training program.
The management system did not implement a supervising procedure.
The management system did not follow up on the implementation of existing work procedures.

Romania, Unspecified, Feb 25 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	38	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A contractor surface mechanic climbed on the balancer head in order to fasten it with 2 cables from the crane hook. The 
mechanic was hit as it moved down due to the weight of the horse head and the momentum from the weight transferring on the 
crane. 

What went wrong:
The management system allowed the job to be carried out without a proper safe system at work
The management system did not implement a HAZID training program
The management system did not implement a supervising procedure
The management system did not follow up on the implementation of existing work procedures

Romania, Unspecified, Jun 13 2006 Number of deaths: 1 Type of Incident: Fall
Age:	29	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A mounter – setter/installer was trying to lay cables for receivers/receptors. He climbed up into a tree approx 3m high to bring 
down the cables. At that moment the branch of the tree broke and the person fell down onto cement. The person suffered 
multiple traumas and fractured spine, was transported to Galati Neurological Hospital and from there to Bagdasar Arseni 
Bucharest Hospital.

What went wrong:
The management system allow carrying out job without a proper safe system at work
The management system did not implement a HAZID training program
The management system did not implement a supervising procedure
The management system did not follow-up the implementation of existing work procedures
The management system allow usage of improper, unsuitable equipment

Romania, Unspecified, Jun 21 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	38	 Employer:	Company		 Occupation:	Other
Narrative:

A road accident occurred when driving a down-hole measurements vehicle, an old Romanian van, type TV (Tudor Vladimirescu). 
The vehicle was hit from behind by a car, lost its balance and rolled over on its side. Due to this accident, the driver (38 years 
old) died and another operator who was in the car was injured and taken to hospital. Traffic police are conducting the 
investigation.

What went wrong:
The management system did not follow up on the implementation of existing work procedures.
The management system failed to implement the repair & maintenance program.

Romania, Unspecified, Jul 6 2006 Number of deaths: 1 Type of Incident: Explosion/burn
Age:	51	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

3 contractors were performing a drainage operation at a well site (CO2 down-hole discharge). An explosion occurred while 
one of them stood on the top of the engine control panel. The first operator was burned on 70% of his body; the second 
operator was burned on around 25% of his body & the third suffered minor burns. Investigation is ongoing into details.

What went wrong:
The management system allowed the job to be carried out without a proper safe system at work
The management system did not implement a HAZID training program
The management system did not implement a supervising procedure
The management system did not follow up on the implementation of existing work procedures
The mng. system failed implementing the PPE wearing regulations
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UK, Unspecified, Jul 17 2006 Number of deaths: 1 Type of Incident: Explosion / burn
Age:	unknown	 Employer:	Company		 Occupation:	Other
Narrative:

Two employees working in a substation on a compressor vacuum contactor starter when for unknown reasons a large electrical 
explosion occurred resulting in fatal injuries to one employee and burns to the other employee. The electrical explosion blew 
the panel door off its fixings but was contained within the substation. This resulted in a small fire within the panel.

What went wrong:
Incident still under investigation.

Corrective actions and recommendations:
Incident still under investigation.

Offshore

UK, Drilling, Feb 20 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	24	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

During wire line tool string recovery, accidental contact with the wire line sheave was made causing the assembly to fall to the 
derrick floor. The assembly struck a member of the crew who was fatally injured.

What went wrong:
Communications requirements (as stipulated in the TBT) were not followed during lifting activities.
The hazard of contact between mandrel and sheave and people working under suspended loads was not adequately 
addressed.
Unclear roles and responsibilities for personnel involved in the activity. 

Corrective actions and recommendations:
Common industry practice of working in close vicinity to suspended wireline tools presents a dropped object hazard that 
should be recognised and managed.
Improve communications between all team members involved with lifting operations.
In lifting operations all necessary steps should be taken to ensure that tools/devices are not drawn into any sheave.
Risk assessments of wireline lifting operations must identify such hazards.
Written work procedures must clearly state how risks will be managed.
Common work practices and contingency activities must be subject to risk assessment & documented as written procedure.

FSU

Onshore

Azerbaijan, Construction, Mar 17 2006 Number of deaths: 1 Type of Incident: Explosion / burn
Age:	47	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

The task was to install a 30 inch gate valve into the gas export line. This work was not on the critical path or under time pressure. 
The pipeline, buried nine months earlier, was excavated and cut and the plan was to weld the gate valve in place. Subsequent 
radiography inspections detected weld defects and specialist welders attempted to repair the weld but concluded that it was 
not possible and left the site. The deceased attempted to complete the weld repairs from outside the pipe. But as he was 
unsuccessful he, supported by the crew, decided to attempt to repair the weld from inside the pipeline. The crew cut a slot in 
the pipe near the weld and used an air hose to provide ventilation. The deceased then entered the 30” pipe feet first with a 
rope and welding cable tied to his body and a small pen light. He completed about 20cm of the weld and was heard shouting 
“I am burning”. The crew attempted to pull him out but the rope and welding cable were not connected to him. No further 
sounds were heard from inside the pipe and it was later confirmed that he had died.

What went wrong:
The task was conducted out of normal working hours by this crew, there was no authorisation from site management, no permit 
to work, no formal risk assessment and no emergency stand by for this activity.

Corrective actions and recommendations:
Welding inside the pipe – mandate that welding inside a pipe is unacceptable without Project Director approval.
Stop the job – site leadership must personally reinforce the obligation to all to stop the job.
Construction Manager must enforce awareness of the limitations of the permit before starting and the consequences for 
deviation.
Conduct a review of all team leaders to determine whether team leaders have the leadership skills to lead a work team.
Welder failure rate – remove the focus on a welder’s defect performance by keeping the records confidential.
Team culture – consider issues and propose actions where crews have been together for a long period and could develop 
traits of over confidence.
Hold point after first repair – Create requirement for NDT manager to inform Quality Manager and Job Engineer when a 
weld goes beyond first repair.
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Kazakhstan, Construction, Feb 16 2006 Number of deaths: 1 Type of Incident: Fall
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A contractor employee suffered fatal injuries due to being run over by a moving rail tank car. The deceased was riding on the 
side ladder of the empty LPG tank during switching operations in a rail switching yard. The weather conditions were daylight, 
clear, and icy with as much as ~1.5 meters of snow accumulation between the tracks. The employee was apparently either 
knocked off of the tank car by a high bank of snow or fell off and slipped under the rail car resulting in the fatal injuries.

What went wrong:
The individual was riding on the side ladder of a moving rail car not equipped with an end sill step.
The fatality took place soon after an abnormally large amount of snowfall.
The snow had not been removed and the Job Safety Analysis (JSA) did not address the build up of snow in the area 
between the tracks.
A sill step platform was not installed on the rail car.

Corrective actions and recommendations:
Common practices (for example riding the side ladder of a moving tank rail car) should not necessarily be accepted as the 
appropriate practice for all conditions.
Riding side ladders of rail tank cars has been reviewed and banned.
Mounting & dismounting moving rail tank cars have been banned.
Job Safety Analysis (JSA) should cover all potential hazards and a process should be in place to capture and communicate 
hazards and associated mitigation. 
Abnormal and unusual conditions should be reviewed during tool-box meetings in addition to the JSAs.
Safety professionals should support Railroad Operations in utilizing hazard identification and mitigation processes.
A process is needed to identify and stay abreast of changing regulations and rail industry work instructions.
Specific procedures are needed that address accumulations of heavy snowfall. 
Work with railroad end-users to investigate the provision of rail cars with sill steps.
When appropriate, provide employees with chest pack radio holders including external or hands free microphones to 
ensure secure grip. 

Kazakhstan, Construction, Dec 9 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A contractor vehicle, travelling to site on a public highway, impacted a large commercial vehicle; this resulted in a fatal injury 
to one of the passengers.

Kazakhstan, Production, Sep 16 2006 Number of deaths: 1 Type of Incident: Caught between
Age:	32	 Employer:	Contractor	 Occupation:	Other
Narrative:

A fireman was sitting at the door of the fire station and was struck by a fire truck reversing into the station. The Incident resulted 
in a head injury to the fireman and he died later in hospital. During the night of 15th September 2006 the Night Shift Fire 
Brigade started their work shift at 2000hrs. During the night, the Brigade responded to a request to fight a barn fire outside of 
the Unit perimeter in the local village by sending a fire engine with two fire fighters on board. At 0840hrs the two Fire Fighters 
and Driver returned to the Unit and, after parking the fire engine, went to eat breakfast in the Brigade Recreation Room. The 
Day Shift Driver relieved the Night Shift Driver and took the fire engine out of the Brigade area to get the water tanks refilled. 
After finishing breakfast both night shift fire fighters went to the ramp area in front of the Fire Brigade Building to clean their 
boots, PPE coveralls and other equipment. One sat directly in the middle of a doorway while the other sat between the 
doorways. The fire fighters were facing away from each other. While the fire fighters were cleaning their equipment the driver 
returned with the fire engine and began reversing in order to park it in front of doorway; however, he failed to stop at the 
intended location and actually collided with door, fatally injuring the fire fighter who was sitting in front of it.

What went wrong:
Standards, Policies, Administrative Control not used, design not to specifications, work environment and human engineering not 
properly considered.

No Reversing Marshall was in place to guide the Fire Engine Driver as he was reversing the engine.
The driver reversed his vehicle without ensuring that his path or destination was clear and failed to stop before he reached 
the garage door.
A fire fighter was sitting in the middle of doorway 2, which was in the direct path of the engine and in the middle of the 
engine’s no-sight zone.
On the day of the incident, the designated engine washing area was not accessible due to equipment, which was being 
stored for use during the current shutdown; the fire brigade stated they did not wash their engines in the designated area 
even when there were no access restrictions.
No designated fit for purpose area was established for the Fire Fighters to clean their personal protective equipment 
outside of the building.
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Underlying/Associated Causes
No reversing alarm/proximity aid was fitted to fire engine
Shut-down equipment had been laid in front of the designated fire engine washing area.
There was no demarcation between pedestrian and vehicle manoeuvring areas
The Fire Brigade had been fighting a fire all night; fatigue could have played a part in the incident, although the driver 
had just come on shift
The area was subject to background noise
There was no hazard analysis done for the Fire Brigade

Corrective actions and recommendations:
Ensure reversing marshals and reverse alarms/aids are used, designate fit for purpose safe areas for washing PPE, ensure 
proper demarcation between pedestrian and vehicle manoeuvring areas.

Kazakhstan, Unspecified, Mar 3 2006 Number of deaths: 1 Type of Incident: Caught between
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

A contract rigger suffered fatal injuries as a result of being crushed under the tracks of a side-boom dozer during a pipeline 
construction project. The incident occurred at the end of the work day when equipment used in the operation was being rigged 
down and secured for the night. The deceased and the job site foreman were unhooking a sling from tow hooks at the front of 
the side-boom. The dozer operator was watching from his cab seat. Another sling was simultaneously being unhooked at the 
rear of the dozer. The operator was not aware that someone was working at the front of the side-boom as he was unable to see 
the area where the front sling was attached. As the operator started to move the dozer to its overnight staging area, the 
deceased was pinned under the track and suffered fatal injuries.

What went wrong:
The side-boom operator moved the dozer without waiting for a signal from the foreman as per established procedures.
The foreman, who was serving as the signalman, left his position to help the rigger by unhooking the other side of the 
sling. As a result, no one was providing oversight and direction for the operation.
The rigger walked into the “line-of-fire” without first making eye-contact with the equipment operator.
After the pulling operation was unsuccessful with a single dozer, two dozers were hooked up in series to increase the 
pulling force. This arrangement created the need for slings on the front and back of the dozer.
Communications between the foreman and his crew were complicated by language barriers. Verbal discussion of each 
person’s roles and responsibilities did not take place.

Corrective actions and recommendations:
Workers must take personal responsibility for their own and their fellow workers’ safety.
Obtain eye contact and acknowledgement from the equipment operator before putting yourself in the “line-of-fire”.
Follow established instructions for moving heavy equipment.
Supervisors should maintain adequate control of the job at all times.
Use the correct tool for the job – choose equipment that has sufficient power for pulling operations.
Adequate communication between supervisors and workers is essential for the work team’s roles and responsibilities to be 
understood and reinforced.

Kazakhstan, Unspecified, Jul 15 2006 Number of deaths: 1 Type of Incident: Explosion/burn
Age:	unknown	 Employer:	Contractor	 Occupation:	Foreman,	Supervisor
Narrative:

A security team was sweeping the road for land mines in advance of project personnel. The crew supervisor drove his vehicle 
past the mine detection specialist who was clearing the road for land mines. After travelling approximately 1 kilometre past the 
mine clearing team, the supervisor’s pick-up truck came into contact with an explosive device in the road. The driver (crew 
supervisor) and one passenger were injured – the driver did not survive. 

What went wrong:
The crew supervisor failed to follow procedures requiring all personnel to stay behind the mine detection specialist. A 
written JSA for the job was not in place.
Stop Work Authority was not used by the mine detection specialist when he saw the supervisor passing his vehicle.

Corrective actions and recommendations:
The crew supervisor must act as a role model for his crew and take steps to insure that procedures are followed.
Despite prevailing culture and one’s position in an organization, it should be emphasized that it is essential that Stop Work 
Authority be exercised (even if it is to a worker’s supervisor).
Contractors’ HES programs should be reviewed to determine whether they include written procedures and adequate 
training that address specific risks involved within their scope of work, especially for high risk tasks.

Kazakhstan, Unspecified, Dec 9 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

Road Traffic accident and consequent pileup.
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Russia, Construction, Jan 1 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	24	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

The body of a contractor was discovered near the railroad track. The deceased had been observed drinking the night before. 
There were no witnesses of the actual incident, however it is likely that the deceased left the camp and walked approximately 
7km from the camp along a railroad track where he was struck by a train, sustaining fatal injuries in the impact.

What went wrong:
Injuries due to impact with a train.
Alcohol abuse due to inadequate management of alcohol controlled environment.
Inadequate security controls allowing a person to leave the camp unnoticed at a very late hour in very harsh weather 
conditions bypassing security guards.

Corrective actions and recommendations:
Controlled access/egress to project construction camps, alcohol abuse, supervision, and contractor management are 
reappearing issues that have now led to several fatal incidents in the course of project execution. These issues must 
continued to be addressed in a systematic manner with progress monitored by the HSE MC.
Implementation of the Camp Management Plan must be reinforced at all camps, particularly enforcement that all camp 
residents are to check in with security before leaving the camp with reasons for leaving, destinations and approximate 
time of return.
Contractor Security have to ensure all perimeter fencing is repaired and conditions monitored. Alternatively provide a 
permanent security gate and guard at a point in the fence that is anticipated to be re-used as an exit because of convenience.
All supervisory staff have to account for all of their subordinates, & report any missing personnel to camp management promptly.

Russia, Construction, Apr 24 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	25	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A team of workers commenced a pipeline job on the Monday that had been started on the Saturday. A pipe string slid down 
a slope and rolled. One of four welders did not manage to move out of the path of the pipe string and was trapped underneath, 
being instantly fatally injured. The other 3 welders escaped unhurt. The subcontractor was fatally injured as a result of the 
impact of the pipe string falling from supports on top of him. 

What went wrong:
No anchor provided at the Southern (bottom) end of the pipe string. Bulldozer was moved to do other activities.
Inadequate skid/crutch bracing provided for effective lateral support of pipe string being constructed on slope.
Wet soil (thawing) material used for earth beams that provided reduced stability and support to pipe.
Freezing & thawing conditions. The weather was in transition from winter to spring. No inspection of worksite was carried 
out to review possible degradation of support and worksite between Saturday evening and Monday morning.

Corrective actions and recommendations:
48” pipe stringing & welding up slopes regardless of weather conditions and slope angles must have fit-for-purpose 
anchors and lateral constraints preventing pipes moving.
Specific Method Statement for Main Line Welding and Working on all Steep Slopes must be part of supervisors’ site work 
instructions, which clearly define pipeline stabilisation methods to be used.
Main Contractor Management must elevate quality of Hazard Recognition/Reporting with all levels of Subcontractor 
Management and Supervision.
Hazard Assessment must include assessment of change in scope, equipment, terrain and weather conditions.
Dissemination of lessons learned and recommendations made in previous incidents and audits needs to improve to reach 
all work sites and to prevent repeats.

Russia, Construction, Jul 23 2006 Number of deaths: 1 Type of Incident: Other
Age:	32	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

Welder entered a 30 inch pipe filled with inert gas to check the quality of an external weld. After approximately 2 minutes 
contact was lost, the welder was retrieved from the pipe, unconscious and not breathing. He remained in a coma and was 
medivaced on 27th July. He passed away in hospital 21 days after the incident.

What went wrong:
Entry by welder into oxygen deficient environment inside pipe spool.
Oxygen displaced by argon from welding process probably exacerbated by an incorrectly installed welding dam
Deliberate breach of site confined space procedures. Both welders had undertaken confined space training within the past 
2 months and had passed the associated post training test.
Both welders had been reminded 2 days prior to the incident in a tool box talk not to enter pipe spools.

Corrective actions and recommendations:
Lack of understanding of experienced welders of the dangers of oxygen displacing gases.
Lack of adherence to basic site safety requirements despite training.
Dam installation difficult and prone to error.
Project and asset managers to confirm that systems are in place to ensure that confined space entry controls are in place, 
understood and working at each Project location.
Review Project Specification HSE requirements to address competency assessment of mobilising trades including their 
ability to recognize risks.
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Russia, Construction, Apr 12 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

The injured person was struck by Caterpillar 966 front-end loader. The individual was walking along the road on the same side 
and in the same direction of travel as the front-end loader. The front-end loader struck the individual resulting in fractures to his 
lower legs and right arm. The injured person subsequently died.

What went wrong:
Bucket height obscured vision.

Corrective actions and recommendations:
Revise site safety rules: walk on left facing traffic; loader bucket height to be set at 40cm for best operator visibility.

Russia, Production, Jan 31 2006 Number of deaths: 1 Type of Incident: Water related
Age:	34	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

The pipe laying machine operator (contractor) performed the preparatory works before the construction of a new waterline. On 
the unfrozen, swamped road section the pipe laying machine broke the ice and drowned with the operator.

What went wrong:
The fact that the bulldozer became stuck should have raised a question in the foreman’s mind about the capability of the 
road to take heavy equipment.
There was no appropriate risk assessment of the plan to free the stuck bulldozer, as a result a 19-ton sideboom was sent 
on the same route.
“Inadequate technical design” – this was a category 2 swamp and the location of a very wet area was not identified 
during survey and design work.
Inadequate construction monitoring
“Inadequate assessment” of the operations readiness of the road was demonstrated by the Contractor during the 
construction
The construction contractor’s Work Plan did not adequately describe the risks existing during the construction of the winter 
road. It did not include any Risk Mitigation Measures nor make reference to the four “complicating factors” identified in 
the Survey Report.

Corrective actions and recommendations:
At the design stage the survey teams should take particular care to identify marsh low points and also areas where 
vegetation would indicate free water presence.
Before issuing the work permit, the company should make sure that a contractor has an appropriate Work Plan that 
identifies all the factors and risks associated with winter access road construction on marshes, including specific 
complicating factors on the route.
During the construction process a regular maintenance/inspection and reporting process should be carried out to identify 
any deterioration in the access road.

Russia, Production, Mar 9 2006 Number of deaths: 1 Type of Incident: Fall
Age:	44	 Employer:	Company		 Occupation:	Foreman,	Supervisor
Narrative:

A Field Supervisor (employee) fell from the drilling rig derrick and was fatally injured. At the moment of the incident the drilling 
team was assembling BOP equipment.

What went wrong:
Inadequate horizontal communication between peers:

Poor communication between the company supervisor and the drilling crew
Work rules/policies/standards/procedures (PSP):

No regulations exist to mandate informing tool-pusher (driller) before ascending rig.
Pro forma safety briefing.

Inadequate reinforcement of critical safe behaviours:
The tool-pusher asked subordinates to inspect the roof of the diesel block only in 15 minutes after they heard the sound 
of something falling down. There is no evidence of risks assessment before performing these important works involving 
the supervisor. 

Corrective actions and recommendations:
Not enough of control on admitting personnel to a hazardous operations facility.
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Russia, Production, Mar 13 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	42	 Employer:	Contractor	 Occupation:	Other
Narrative:

During pile driving operations a contractor rigger was fatally injured by a pipe which broke loose from the hammer.
What went wrong:

Poor judgement
Inadequate identification of critical safe behaviours
Inadequate assessment of required skills
Conflicting roles/responsibilities
Inadequate leadership
Inadequate identification of worksite/job hazards
Inadequate or lack of safety meetings 
Lack of job oversight
Inadequate work planning
Inadequate audit/inspection/monitoring
Inadequate assessment of needs and risks 
Inadequate standards or specifications 
Lack of PSP for the task
Inadequate enforcement of PSP
Inadequate communication of safety and health data, regulations or guidelines

Corrective actions and recommendations:
Staff shall be admitted to works performance after appropriate training and probation.
In no circumstances shall non-certified (home-made) equipment and tools be used.
Hazardous and potentially hazardous works shall be performed under close supervision provided by responsible 
engineering staff.
PU shall provide supervising of rigging works.

Russia, Production, Apr 1 2006 Number of deaths: 1 Type of Incident: Caught between
Age:	21	 Employer:	Contractor	 Occupation:	Process/Equipment	Operator
Narrative:

The operator of a cementing trailer (contractor) tried to open the pump water discharge valve. He was fatally injured when he 
became caught on the rotating shuft of the pump drive.

What went wrong:
Poor judgment
Inadequate identification of critical safe behaviours 
Employee perceived haste 
Insufficient review of instruction to establish skill
Conflicting roles/responsibilities
Inadequate leadership 
Inadequate contractor selection
Lack of job oversight
Inadequate technical designing 
Inadequate ergonomic design 
Inadequate work planning

Corrective actions and recommendations:
The employees working in a team have to inform each other on the operations they are going to execute and help to 
determine the risk of the operation. 
All activity associated with the risk for the employee to be injured with machine rotating devices shall be carried out only 
when the machine is turned off and is impossible for unauthorized (accidental) turning on or completely inaccessible.
When using new equipment the company operating it has to be sure that the instruction on safe operation contains full 
information and notify the manufacturer in good time of existing gaps in the instructions or equipment design defects.
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Russia, Production, Jul 21 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	46	 Employer:	Contractor	 Occupation:	Process/Equipment	Operator
Narrative:

A production operator injured his head while performing an inspection operation at an automated group measure unit (AGZU). 
Treatment was provided by ambulance’s doctors to no avail.

What went wrong:
Inadequate assessment of required skills: the operator thought he was capable of doing the assigned work, but actually he 
lacked qualification.
Infrequent performance of skill: no one had experience in doing such type of work.
Inadequate training effort: only operation of the well testing unit was covered in the training program, participants of the 
accident were not trained to repair the equipment.
Inadequate leadership: the foreman, being responsible for safety aspects failed to fulfil his obligations in full to ensure 
safety operation. Failure of the shop management to demand responsible approach to work performance.
Inadequate identification of worksite/job hazards: risk assessment was not done while dangerous work planning.
Inadequate performance measurement and assessment by the shop management: monitoring of industrial safety by the 
management of the shop was unsatisfactory.
Inadequate technical design: the design of the well selector valve does not have a convenient system for bleeding pressure 
from the body if the valve gets stuck.
nadequate planning of work for well selector valve replacement: the work was not planned properly with relation to 
personnel, procedures and permits. 
Inadequate reference materials or publications: the operators performing the work did not have the manuals to repair the 
well selector valve.
Lack of PSP for safe maintenance and repair of the well selector valve.

Corrective actions and recommendations:
We failed to understand the importance of personal participation of the asset management in pre-work conversations.
We had gaps in training that need to be addressed.
The Register of Risks is not to collect dust on the shelf, but to be used daily in work planning. Risk assessment is a critical 
part of the permit to work process.

Russia, Production, Nov 1 2006 Number of deaths: 1 Type of Incident: Other
Age:	55	 Employer:	Contractor	 Occupation:	Other
Narrative:

A watchman (contractor) was intoxicated by carbon monoxide.
What went wrong:

Misjudgement: though the victim had the operating instructions for the heater, he acted in error.
Inadequate audit/inspection/monitoring.

Corrective actions and recommendations:
Workplaces of contracting organisations must be thoroughly controlled.
Regulation violation causes not only punishment and disciplinary penalties to employees and their leaders, but people die.

Russia, Production, Nov 6 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	44	 Employer:	Contractor	 Occupation:	Admin,	Management,	Support	Staff
Narrative:

During piling of a new pad performed by a contractor company, a dump truck ran over the Deputy Director of a contractor 
company. The accident resulted in the contractor’s immediate death.

What went wrong:
Fatigue
Inadequate identification of critical safe behaviours
Inadequate assessment of required skills
Inadequate training effort
Inadequate performance measurement and assessment
Inadequate contractor pre-qualifications
Inadequate oversight

Corrective actions and recommendations:
To observe the road law requirements on reversing.
During realization of works on pads piling it is obligatory to point out a permanent location of an employee realizing trips 
registration. 
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Russia, Production, Nov 7 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	44	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

A Niva car driven by a contractor drove into the oncoming lane and collided with a car owned by a private person. As a result 
of the collision the Niva car passenger, also a contractor, died.

What went wrong:
Fatigue.
Inadequate identification of critical safe behaviours.
No training provided.

Corrective actions and recommendations:
While driving vehicles, seat belts should be used, the speed limit should be observed and the studded tires should be used 
in winter time.

Russia, Production, Nov 24 2006 Number of deaths: 1 Type of Incident: Fall
Age:	27	 Employer:	Contractor	 Occupation:	Other
Narrative:

While performing wall panel mounting on the triethylene glycol generating block, a contractor fell down from the catwalk. He 
died in the hospital 28th November 2006. Safety belts were not used.

What went wrong:
Inadequate reinforcement of critical behaviours
Lack of coaching on skill
Inadequate leadership
Inadequate oversight
Inadequate work planning
Inadequate removal or replacement of unsuitable items
Inadequate vertical communication between supervisor and persons.
Other. Lack of feed-back between Customer and Contractor.

Corrective actions and recommendations:
Use of non-standard equipment is inadmissible. 
It is not enough just to point out the violations, their elimination should be achieved.

Russia, Production, Nov 25 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	33	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

While connecting a truck Ural with a tool wagon a Driller Assistant, a member of the well servicing crew belonging a contractor 
company, got under the wheels of the vehicle and sustained a fatal injury. The vehicle was moving back for about 10 meters 
and did not stop for an unknown reason.

What went wrong:
Lassitude
PPE was not used
Insufficient practical skills
No practical skills in performing a certain type of work
Training is not provided
Inconsistency in responsibilities
Leadership did not comply with the requirements
Inadequate determination of hazard source at a working site
Inadequate control over work execution
Wrong work planning
Lack of the action plan during work execution

Corrective actions and recommendations:
Incident-occurrence risk is growing when a worker, tired after a night shift, is involved in ongoing operations.
Any operation requires pre-work risk assessment.
While briefing personnel on safety a line manager must explain potential hazards and safety measures related to work.
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Russia, Production, Dec 12 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	61	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

A vehicle ran over a contractor’s land leveller operator, when a motor road filling/levelling work was in progress.
What went wrong:

Inadequate identification of critical safe behaviours
Inadequate training effort
No training provided
Inadequate leadership
Inadequate incident
Inadequate or lack of safety meetings
Inadequate oversight
Lack of Safety Policies, Standards, Procedures for the task

Corrective actions and recommendations:
Movements and manoeuvring of vehicles on a construction site must take place based on an agreed traffic movement 
scheme.
Mandatory presence of a traffic marshal or signalman to ensure safe manoeuvring of vehicles on the limited space of 
construction sites. This marshal or signalman must position themselves where they are safe and can be well seen by 
drivers.
All those involved in operations (drivers, equipment operators, signal-men/marshal) must wear special high visibility 
warning clothes.
Stop unnecessary movement on foot in intense construction equipment traffic areas.

Russia, Production, Dec 14 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	38	 Employer:	Company		 Occupation:	Process/Equipment	Operator
Narrative:

The injury occurred in the course of the pipe fitting work (pipe diameter: 219 mm, length: 45 metres) using the lifting equipment: 
hydraulic manipulator of the special vehicle AROK. The employee was injured by the pipes strings attempting to move them 
and as a result of heavy injuries he died in a hospital within one hour. There are not any equipment destruction and violations 
during the technological processes at the given production pads and adjacent facilities.

What went wrong:
Procedure violation by an employee
Procedure violation by a manager:
Misjudgements
Misidentification of motivation: temporary tasks priority motivated the fitter-repairman and other workers to neglect 
industrial safety rules;
Equipment not complied with the requirements: Use of the crane-manipulator, not able to perform hoisting operation.
Other: inadequate briefing on the work performance at the site by the Customer personnel, not in a full scope and not 
appropriate on the part of the foreman of GCS-2;
Leadership not meeting the requirements
Inadequate work planning
Audit, inspection, monitoring not meeting the requirements

Corrective actions and recommendations:
Use of casual hoisting tools such as ropes, belts and wires is not acceptable.
Hoisting operations are acceptable if only performed by the trained and certified personnel and in the presence of the 
accountable person for hoisting safety, appointed by the Order.
Lifting and moving of long-loads is to performed only if the personnel are at a safe distance. Load-fixing is to be performed 
with the ropes of proper length.
Transport and hoisting machines are to be used only for jobs they are presented for.
Injury risk assessment should be done under supervision of the works manager prior to hazardous jobs commencing.
Employees should follow instructions for jobs and profession types. It is necessary to take into account injury risks existence 
in any situation.
Activities presumed by the regulation documents are to be performed to the full.
Contract supervisors, subdivisions managers at sites of contract jobs performance should enhance monitoring for 
compliance with company safety standards and Labour safety instructions by own employees and contractors working at 
company sites.
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Russia, Unspecified, Jul 21 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	38	 Employer:	Company		 Occupation:	Process/Equipment	Operator
Narrative:

A Mechanic sitting near the door in a UAZ car fell out of the vehicle.
What went wrong:

Wrong judgments
Wrong determination of HSE factors
Insufficient evaluation of the potential accident
Ergonomic design does not meet the requirements
Wrong evaluation of human factor/ergonomics
Leadership does not meet the requirements – insufficient control over right work performance

Corrective actions and recommendations:
Unbuckled safety belt while moving creates hazardous conditions for a passenger.
Ergonomic conditions of passenger seat location influence on personnel passenger safety.
The fact that UAZ-2206 saloon door opens by pushing the handle down and lack of the locking bar can cause automatic 
door opening while moving.
Implementation of company Corporate Standard on transport security by all employees is the guarantee of a reduction in 
injuries.
Failure to provide IP with qualified medical assistance can cause death.

Middle East

Offshore

UAE, Drilling, Oct 10 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	26	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

A fatal accident occurred recently on a rig. A routine maintenance job took place during the night shift in the jack-house of the 
rig. The objective was to partially drain a Gear Box (GB1) in order to move its Level Glass to a lower position, and simultaneously 
fill up another Gear Box (GB2). For this purpose, scaffolding was erected to allow Roustabout 1 to monitor the oil level drop in 
GB1 and move the LG. A few moments before the accident, Roustabout 2, still busy handling the scaffolding pipes, saw 
Roustabout 1 with a hose, but he had no idea what it was intended for. The supervisor in charge was outside the jack-house, 
activating the manual oil pump to fill up GB2. Suddenly, a huge bang was heard from GB1. Roustabout 1 was found unconscious 
on the scaffolding losing a lot of blood from his ears and head. Recovery efforts were not successful.

What went wrong:
After the accident, a lot of oil was found on the floor, the cover of GB1 was hanging off (39 out of 40 bolts sheared off) 
and an air hose (from 8.4 bars rig air supply’s outlet) was connected to GB1.
The victim was unaware of the pressure hazard, took an uncontrolled initiative. Apparently he wanted to speed up the 
draining, so he connected the compressed air hose to GB1.
Note: Nobody had ever used previously the compressed air for the gear box draining operation.
GB1 was nearly sealed. The victim removed the LG and replaced it with a blind plug, then connected the air hose with a 
fitting to GB1. The initial working conditions of GB1 have been exceeded (designed for atmospheric conditions, 
meanwhile 8.4 bars were applied to it).
The Assistant Crane Operator opened the rig air valve but didn’t check the intended use of compressed air.
Lack of direct supervision. The Crane Operator was outside the jack-house, he did not supervise the operation inside the 
jack-house.
Poor understanding of safety messages due to a language issue on the rig.

Corrective actions and recommendations:
Develop specific basic training modules on hazards associated with “invisible energies”, e.g. pneumatic/hydraulic 
pressure, compressed gas, gravity, electrical power, etc. that are not obvious to manual workers
Verify how the contractors deal in particular with the use of compressed air on the installation, facilities, yards, vessels, 
etc.
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North America

Onshore

Canada, Construction, Oct 12 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Foreman,	Supervisor
Narrative:

A logging crew foreman was supervising logging on a pipeline right of way. He was standing next to a chainsaw operator who 
was cutting a tree. The tree fell, struck a free standing dead poplar tree which broke into several pieces, one of which struck 
the foreman causing a fatal injury.

What went wrong:
Failure to recognize known hazards and failure to follow procedures and changes to day’s work plan.

Corrective actions and recommendations:
Work Planning – re-visit the PJHA training being provided to personnel and contractors to further emphasize the need to 
add sufficient detail to the job safety analysis so that personnel can identify all possible hazards and actions to be 
addressed.

USA, Drilling, Sep 13 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	26	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

While the rig crew was running fibreglass sucker rods into the hole the rods came out of the elevator and struck the injured 
worker on the head, shoulder, and neck.

Canada, Drilling, Sep 17 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	unknown	 Employer:	Contractor	 Occupation:	Engineer,	Scientist,	Technician
Narrative:

A Contractor was deploying a 60-foot Meteorology (MET) Tower adjacent to the well site. The Tower is used as part of the site’s 
Emergency Response Plan for modelling of H2S/SO2 plumes in the event of unintended release, providing real-time satellite 
transmission of meteorological data from the site. As the Tower was being raised, it came into contact with a high voltage 
overhead power line. The technician operating the system was fatally injured from electrocution. The technician had deviated 
from the agreed work plan that specified a location that was distant from any power lines. The Tower Technician elected to 
deploy the Tower in an alternative location where power lines were present overhead.

What went wrong:
The MET Tower Technician did not comply with the established work plan.
The MET Tower Technician did not recognize the presence of power lines overhead in the alternative location.
The MET Tower became energized as it made contact with an overhead power line.

Corrective actions and recommendations:
Basic safe-work practices must be continually reinforced and enforced.
Successful unsupervised work depends on good documented communication of the work plan
All work instructions should include an explicit focus on the hazards that are present.

USA, Drilling, Oct 5 2006 Number of deaths: 1 Type of Incident: Caught between
Age:	34	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

Derrick Man was spotting for a backing rig-up truck when he became pinned between the truck and the sub-base of the drilling 
rig. The drilling rig was in the process of being moved onto a new location when the incident occurred.

What went wrong:
The injured party performed an unsafe act by positioning himself between the truck and the sub-base of the drilling rig.
The truck pusher failed to properly perform his truck spotting duties.
The sequence of placing the accumulator at its final location for rig operations was incorrect.

Corrective actions and recommendations:
Rig spotting activities shall have designated safe spotting positions.
Ensure that all active trucking contractors and subcontractors are in compliance with site specific safety requirements for 
moving and spotting of equipment.
Drilling contractors shall revise existing rig move procedures for opportunities to ensure that all equipment is placed in the 
optimum sequence and location.
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USA, Drilling, Oct 19 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	21	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

A drilling contractor employee was in the derrick when the rig fell over. The contractor’s employee received blunt force trauma 
injuries due to the impact. His injuries were fatal.

What went wrong:
Under investigation.

Corrective actions and recommendations:
Under investigation.

USA, Drilling, Nov 13 2006 Number of deaths: 1 Type of Incident: Fall
Age:	26	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

5 contractor employees were rigging up a test separator unit. An employee walked around the boom truck to retrieve materials 
for rig up and found an injured co-worker lying face down on the ground and bleeding from the head. He immediately called 
for help and assisted the injured employee. The injured employee passed away several days later as a result of the injury.

What went wrong:
incomplete information

Corrective actions and recommendations:
incomplete information

USA, Drilling, Nov 17 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

Drilling of a well had been completed and the rig was preparing to move. A contractor’s employee apparently lost control of 
a hand-held pressurized wash wand which was being used to clean a mud pit tank. The pressurized wash wand struck the 
individual in the head. External emergency medical response was initiated and upon arrival pronounced the individual 
deceased. 

What went wrong:
incomplete information

Corrective actions and recommendations:
incomplete information

USA, Unspecified, Aug 22 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	21	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

The injury occurred when the tubing shot upwards striking the injured worker as he was rigging up a hose to a pump-in tee on 
the wellhead. The worker was hammering the union tight when the tubing released through the tubing hanger, striking the 
worker. The worker was thrown and he fell from the elevated hosing to the ground.

Offshore

USA, Drilling, Jun 28 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

At the time of the incident, the operation was rigging down a 42” Drive Hammer and Drive Down Adapter in preparation for 
washing out the inside of the conductor pipe. The Drive Hammer had been lifted up into the derrick. Shackles had been 
attached to the pad eyes on the lifting plate on the Drive Down Adapter and had been lifted out of the top of the 42” conductor 
pipe when the lifting plate separated from the Drive Down Adapter (42” OD x 14’ long weighing 12k lbs). The Drive Down 
Adapter fell vertically to the rig floor, then fell over injuring a floor man. The floor man was evacuated to the hospital via 
medical helicopter. He died 5 days later as a result of his injuries.

What went wrong:
The rig was shut down for investigation by all parties and MMS and held a crew safety stand down before returning to work. 
The contractor has removed from service all Drive Down Adapters of this design. Contractors have sent out Safety Alerts.

USA, Unspecified, Feb 28 2006 Number of deaths: 1 Type of Incident: Fall
Age:	unknown	 Employer:	Contractor	 Occupation:	Unknown
Narrative:

It appears that the worker inadvertently fell through a location in the cellar deck of the “Z” offshore platform where the grating 
was missing, post Hurricane Katrina. Corrective actions are underway to prevent recurrence.
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South America

Onshore

Argentina, Production, Nov 4 2006 Number of deaths: 1 Type of Incident: Explosion/burn
Age:	32	 Employer:	Contractor	 Occupation:	Foreman,	Supervisor
Narrative:

During the inspection of welding works, a supervisor and a welder entered into a gas storage tank (70m3) mounted over the 
gas well to repair a leak. An explosion took place inside the tank and as a consequence both workers suffered burns, which 
ultimately proved fatal for the supervisor.

What went wrong:
No checking for explosive atmosphere was done before entering the confined space.
The PTW had expired, but work went on. No proper shift PTW handover.
General disregard for PTW procedure by contractors.
Lack of communication between the departments involved.

Corrective actions and recommendations:
Improve communications between the different departments, ensuring that all the activities being carried are known by the 
person in charge of providing PTWs.
Ensure that the personnel have the required qualifications for their job and are trained on the existing procedures.
Check during audits that the PTW system requirements are being observed by company employees and contractors.

Brazil, Production, Jan 10 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A Mechanical Craftsman was changing belts of a progressive cavity pump (PCP). At the startup of the pump the pulleys broke 
down in pieces, one of them striking the craftsman on pubic and femoral regions, causing haemorrhage which lead to death.

What went wrong:
Operational procedures concerning the reinstallation of pulley protection, anti-rotation device locking and safe positioning 
were not followed by the craftsman;
the training provided to maintenance craftsmen does not achieve the objectives to make them aware of the risks involved 
in the operation, mainly about the safe positioning and the protection installation before starting the motor. 

Corrective actions and recommendations:
Importance of having manufacturers, maintenance and inspection involved in upgrading the project in order to reduce risks 
associated to maintenance activities.

Colombia, Production, Aug 23 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	31	 Employer:	Company		 Occupation:	Engineer,	Scientist,	Technician
Narrative:
The	employee,	a	VSD	Specialist,	died	on	August	23,	2006,	at	7:10am	in	a	single	vehicle	accident,	while	he	was	driving	from	the	facility	
to	the	camp	located	20km	away	after	working	a	night	shift.	The	accident	occurred	when	his	vehicle	ran	off	the	road	and	crashed	against	
a	tree.
What went wrong:

The company does not know whether these issues caused or contributed to the accident in any manner:
The worker was found with his seat belt unfastened. The doctor did not find evidence of seat belt traces on employee’s 
body.
The worker had undergone 14 hours of continuous activity; therefore, he may have been experiencing fatigue,
The worker did not follow instructions in defensive driving with regard to the mandatory use of his seat belt.
The safety belt does not comply with the local standard, buckle support is not rigid, which makes it difficult for anchoring 
(Toyota factory installation) and passive vehicle safety.
Toyota pickup trucks, model year 2004 and 2005 do not have passive safety elements such as air bags or ABS brakes in 
this country.

Colombia, Unspecified, Jul 28 2006 Number of deaths: 1 Type of Incident: Fall
Age:	52	 Employer:	Company		 Occupation:	Admin,	Management,	Support	Staff
Narrative:

Approximately at 7:35am the employee left the 5th floor through the stairs. Some minutes later, another employee entered the 
stairs on the 1st floor when he heard something falling against the rails. As he looked up, he saw the first employee fall down 
through the stairwell and land on the floor. No one saw how and from what floor he fell over the guard rail and into the 
stairwell. The employee was immediately transferred to the Hospital. The employee died at 12:00 noon during surgery.

What went wrong:
Unknown. Due to the lack of eye witness and limited physical evidence at the scene, the actual root cause of the incident could 
not be determined.
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Venezuela, Construction, Mar 18 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	37	 Employer:	Contractor	 Occupation:	Other
Narrative:

A Contractor vibro compactor vehicle was being mobilized along the Right of Way of a pipeline to carry out pending works. 
The vehicle was driven by the sub-contractor’s mechanic, as the driver had refused. The vehicle began to descend an slope, 
increased its speed and the mechanic lost control. In this situation, the mechanic jumped away the vehicle and struck his head 
against the ground. The vehicle continued descending, impacting finally against some trees. 

What went wrong:
Low perception by supervisors of the risk associated to the mobilisation of heavy vehicles along slopes. No “Stop work” 
culture.
Weakness in the inspection/certification controls for Contractor’s equipment. The investigation identified failure of the 
brakes.
Violation of contract by main contractor, who didn’t request an authorisation to Sub-contract activities.

Corrective actions and recommendations:
Training Plan for Company and Contractor supervisors on how to analyze risks.
Upgrade the methods for controlling certifications and inspections of equipment.
Develop procedures to control sub-contractors.

Venezuela, Drilling, Jan 20 2006 Number of deaths: 1 Type of Incident: Fall
Age:	40	 Employer:	Contractor	 Occupation:	Drilling/Well	Servicing	Operator
Narrative:

A service contractor completed the cementing of the surface casing of a well. A driller was standing on the substructure 
organizing new work when he lost his balance, falling into the well cellar which had cement + calcium chloride (accelerant) 
creating heat, high ph and toxic vapours. The worker suffered burns of the lower part of his body and lungs, and died 20 days 
later.

What went wrong:
material unloading was not planned for at that time.
the cellar grating was not in place before starting the new activity.
no risk analysis was done before starting the new task.

Venezuela, Drilling, Jan 28 2006 Number of deaths: 1 Type of Incident: Fall
Age:	49	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A contractor was assembling a 1500 hp rig, prior to starting to drill a new well. A worker was on a platform 2.5 meters above 
the floor. When he tilted the handrail in order to have some material unloaded on the platform, he lost his balance and fell to 
the ground.

What went wrong:
inadequate handrail design.
no risk analysis was done for the task.

Venezuela, Drilling, Apr 12 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	42	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

A transportation service contractor was unloading barite into the hopper of a rig. The internal pressure of the hopper rose 
above its operational pressure and exploded. The assistant of the truck operator was fatally injured as one piece of the hoppeŕ s 
roof fell over him.

What went wrong:
the overpressure was produced because the valve in the barite discharge was closed.
the hopper did not have safety valves on the roof, according to asme codes.

Venezuela, Production, Feb 19 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	unknown	 Employer:	Contractor	 Occupation:	Transportation	Operator
Narrative:

A vacuum truck was transporting crude oil from a production field to a pump station. This service was needed because the field 
does not have a production pipeline. The truck collided with a car parked on one side of the road, causing the driver to lose 
control of the truck, which subsequently overturned. The driver died instantly and the assistant had minor injuries.

What went wrong:
The truck operator was driving over the speed limit, and probably was distracted by the time of the collision.
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Venezuela, Production, Feb 23 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	30	 Employer:	Contractor	 Occupation:	Other
Narrative:

A flagman was controlling the traffic on the road to the city water plant, where cleanup work was being carried out after an oil 
spill in the river. The flagman was giving directions to a driver. Afterwards he walked back to his position, when he was 
suddenly run over by a truck out of control due to brake failure.

What went wrong:
mechanical failure of truck brakes.
the flagman probably walked back to his position without paying attention to traffic.

Venezuela, Production, Mar 5 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	41	 Employer:	Company		 Occupation:	Process/Equipment	Operator
Narrative:

A thermocouple needed to be installed in the production line of a well. A production operator proceeded to depressurise the 
line by opening the drain valve near the well. The thrust of the drain caused the pipe to rotate about an elbow and the operator 
was struck on the head by the pipe.

What went wrong:
Inadequate drain design. The elbow and other drain line fittings should have been welded.
Operator’s inadequate risk perception of the task he was performing.

Venezuela, Production, May 10 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	21	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A crew was working on a 13.8kv transmission line. The lineman assistant was sitting on a pole crosssarm while he was cutting 
three lines that were connected to a well; he touched a live line with his body, receiving an electrical discharge that killed him 
instantly.

What went wrong:
the activity was not planned for that day and therefore did not have a work permit.
there was no risk analysis for the work.

Venezuela, Production, May 12 2006 Number of deaths: 2 Type of Incident: Electrical
Age:	28	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Age:	43	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

Two linemen were connecting an additional ground line on a live line of 24 kv. They were on an aerial basket truck. One of the 
linemen moved too close to one live line, while the other lineman was working on another live line without his rubber insulating 
gloves. Both workers received an electrical discharge that killed them immediately.

What went wrong:
poor risk analysis.
poor supervision.
linemen were not wearing rubber insulating gloves and other personal equipment.

Venezuela, Production, May 13 2006 Number of deaths: 1 Type of Incident: Vehicle incident
Age:	42	 Employer:	Company		 Occupation:	Engineer,	Scientist,	Technician
Narrative:

A worker was driving a company pickup truck from a production field to his home, after repairing an instrument. The weather 
was clear and the road was dry. The driver lost control of the vehicle when he reached a curve, rolling over several times. The 
driver was ejected out of the vehicle.

What went wrong:
The worker was driving over the speed limit.
The worker was not wearing a seat belt.

Venezuela, Production, May 13 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	24	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

A maintenance crew was working in an electrical substation, replacing copper bars in a 6.9kv line. After finishing the activity, 
the electrician assistant descended from the platform through an energized area, receiving an electrical discharge that killed 
him instantly.

What went wrong:
the electrician did not follow the designated safe route to descend to the ground.
poor task risk analysis.
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Venezuela, Production, Aug 2 2006 Number of deaths: 1 Type of Incident: Fall
Age:	21	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

Two electric poles were to be removed from the ground. The crane did not arrive in time, so the contractor pulled the first pole 
with an aerial basket truck; a worker on the basket guided the pole down to the ground with a rope. When they were removing 
the second pole, the boom collapsed and the worker fell hitting his head to the truck platform.

What went wrong:
Poor risk analysis.
Unauthorized and inadequate use of the basket truck.
Poor contractor supervision.

Offshore

Brazil, Construction, Oct 7 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	unknown	 Employer:	Contractor	 Occupation:	Other
Narrative:

While a diver was in the water tying a line to tend the vessel to a submarine post (stack), the vessel was moved in his direction 
with the thrusters. When alerted of the danger, the vessel crew moved the thruster’s throttle to the off position, but one of the 
thrusters did not stop, due to a mechanical or electrical failure. The diver’s umbilical was caught by the thruster and the diver 
was pulled toward the thruster. The blades of the thruster caught the diver and cause his death.

What went wrong:
The vessel operation did not follow adequate procedures for diving operations.
A mechanical or electrical failure in the control of the thruster was present and went unnoticed by the ship crew.

Corrective actions and recommendations:
When performing operations in an installation with different teams, the procedures of both teams which can affect each 
other should be discussed and agreed.

Brazil, Drilling, Feb 1 2006 Number of deaths: 1 Type of Incident: Electrical
Age:	unknown	 Employer:	Contractor	 Occupation:	Maintenance,	Craftsman
Narrative:

While performing water blasting for surface cleaning inside a low level of illumination area of a semi-submersible drilling 
platform at a shipyard, the yard crew improvised an illumination device for the blasting gun with a 12V DC car sealed beam 
head light, supplied through a 220VCA to 12V DC electrical transformer. When the head light had a failure, its connecting cord 
was removed from its source to perform the change of the head light. When the cord was reconnected it was connected to the 
220VAC outlet of the transformer. As the electrical system was not electrically insulated from the hidroblasting gun and the 
blaster’s body was in contact with a metallic surface in low resistance situation (high humidity), the blaster suffered an electrical 
shock which causes heart function breakdown, causing death.

What went wrong:
Failure to attend technical requirements in temporary electrical installations; 
Failure of work permit regulations.

Corrective actions and recommendations:
In any situation using different levels of electrical tension, the outlets and plug cord terminals have to be of a different 
shape, in order to make impossible to connect devices with a different level of voltage.

Venezuela, Drilling, Mar 23 2006 Number of deaths: 1 Type of Incident: Struck by
Age:	52	 Employer:	Contractor	 Occupation:	Manual	Labourer
Narrative:

A well service contractor was finishing the workover of a well in Lake Maracaibo. At the time of the accident, they were doing 
the integrity test. A worker was checking the pressure in the manometer (2.800psi) when the connection of the hose to the 
equipment failed and struck the worker’s face and head.

What went wrong:
Threads of the hose connection failed.
Equipment was not properly inspected and tested. 
Poor risk analysis. The worker was too close to the pressurised equipment.
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Significant incident reports by region

Africa

Onshore

Algeria Production Vehicle incident

Narrative:
A 4x4 Toyota Land Cruiser Station wagon containing three employees flipped onto its passenger (right) side. Each occupant 
was wearing a seatbelt. No one was injured.

What went wrong:
Lack of driver competence through lack of training and experience in driving a Toyota 4x4 on such desert tracks.

Corrective actions and recommendations:
Restrict routes and vehicles that drivers may use depending on their competencies and environmental conditions;
Reinforce awareness of driving safety frequently.

Tunisia Construction Electrical

Narrative:
During the site preparation activities for an onshore terminal, a grader backed into an overhead electrical pylon (33kV). The 
pylon was damaged, but the power lines remained in place. No injuries were sustained.
As part of the site clearing activities for the terminal which involved tree removal, the Contractor was grading an area on the 
East side of the terminal access road when a grader reversed and came in contact with a pylon (used as back-up power supply 
for the terminal.
All activities were stopped, the area was secured and a toolbox talk was held with all involved to review the risks. The 
Operations & Projects HSE Managers and Project Management were informed. The electricity company was also informed and 
they sent an engineer to the incident site. After assessing the damage to the pylon and the condition of the overhead lines, the 
electricity company engineer concluded that there was no immediate risk but made arrangements for their contractor to 
conduct repairs the following day. The site clearing contractor was instructed to maintain a 12-metre exclusion zone with posts 
and hazard tape around the damaged pylon. An initial investigation was started and photos were taken.
Due to the presence of live high voltage lines, the incident could have resulted in a fatality had the power lines been cut. Initial 
findings revealed that the grader should not have been working in the area and that the banksman was not in attendance.
Toolbox talks held. Pylons to be protected by hard barriers.

What went wrong:
Substandard act/practices (Immediate cause): Failure to warn.
Substandard conditions (Immediate cause): Inadequate warning system.
Job/System factors (Root cause): Insufficient leadership and/or supervision – unclear or conflicting assignment of 
responsibilities.
Inadequate control barriers 
Administrative Control Barriers – Work permits – failed/not effective.

Corrective actions and recommendations:
Effective communications to be implemented between banksmen and drivers e.g. a whistle.
The Permit to Work (Non Process Work Authority Form) to be task, location and duration specific (the permit should be 
revalidated on a daily basis or at the start of every shift and signed off and withdrawn as soon as the tasks allocated is 
completed).
Each Permit to Work pack at the workface to include the Non Process Work Authority Form signed by the Issuing Authority 
and the Performing Authority, the approved Method Statement, the task specific Risk Assessment and the toolbox talk 
record signed by all the work crew members.
Changes to risk assessments to be documented and accepted before commencing with a task.
Written instructions to be issued to the contractor, e.g. provision of barriers or other control measures, changes to work 
areas.
Intervention training to be arranged for construction supervisors.
Ensure and check that contractor provides sufficient and competent supervision that is commensurate with the work scope.
Contract award to be subject to a company approved HSSE Plan or a HSSE Plan gap analysis to be addressed within an 
agreed timeframe.
All required contractor HSSE documentation to be submitted to company as per the contractors HSSE Plan before starting 
any specific task.
Develop a lessons learned register accessible to all projects and ensure it is reviewed and its lessons implemented by 
Project Managers and communicate to all contractors.
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Tunisia Exploration Struck by

Narrative:
During the offloading of the Vessel, the support vessel for the well Coiled Tubing activity came along side the platform and its 
stern came into contact with the platform boat landing structure. There was no visible damage, neither on the Platform nor from 
the Boat side. The impact location is the East side platform.
At 10:00 on the 16th August 2006, company Representative called the vessel carrying the equipment sent offshore for the 
Coiled Tubing intervention on the well. The vessel was coming along side the platform to allow offloading the deck. The 
offloading should had been done the day before, but because of the difficulties the vessel encountered, the operation was 
postponed to allow more adequate weather conditions. Although the sea conditions were allowing the vessel to safely approach 
the platform, the vessel slightly came into contact with part of the platform vessel landing structure at the East side of platform. 
There was no damage at the impact structure of the platform.
The platform and vessel integrity were checked to assess the extent of damage if any; no damage was identified. The vessel 
operations was stopped. The incident could have led to a more powerful collision with the Platform, resulting in serious injury 
(boat/damage, boat & platform). 
An investigation team was convened to analyse the event and determine its causes. Company requested assistance and support 
from Marine Consultants in the UK, Trident Offshore, to provide a Master Mariner who was mobilised in country.

What went wrong:
No Company procedure for the hiring of Vessels;
Vessel not able to keep station;
Vessel in substandard condition and not at full capability;
Vessel deck loading not in accordance with requirements;
Inexperienced Captain for this activity;
Adverse weather conditions;
Incorrect loading sequence of vessel;
Substandard communication.

Corrective actions and recommendations:
Procedure for vessel hire to be developed and issued to ensure that any vessel hired is fit for purpose, that its crew are 
adequately qualified, suitably experienced and have the ability to communicate effectively with the Offshore personnel.
Procedure/Process to be in place to ensure that a full audit of all vessels to be hired is carried out pre hire (to ensure that 
the vessel is in full working order with particular attention paid to any thrusters performance ratings – Operational 
capabilities.
Procedure for loading/unloading operations to be upgraded to ensure that sea conditions are taken into consideration 
(must include the specific loading sequence of any vessel for subsequent unloading offshore).
Operating conditions including the sea state to be considered when performing the risk assessment.
Roles and responsibilities of the Logistics Department are to be made clear to all third parties.
Platform to ensure that the master of the vessel is solely responsible for all matters relating to positioning of the vessel (to 
be included in Procedure and Risk Assessment as well as communicated to all concerned parties).

Tunisia Production Vehicle incident

Narrative:
A waste water tanker went off the road and tipped over onto its side. As a result of the accident, the driver’s assistant sustained 
a dislocated shoulder and waste water spilled onto the ground.

What went wrong:
The driver of the waste water tanker took avoiding action to prevent a collision between himself and an unknown 3rd party 
vehicle, resulting in the near side wheels of the tanker to run off the side of the road onto the road shoulder. A height differential 
of 60cm caused the tanker to roll over onto its right hand (near) side, this resulted in minor cuts and bruising injuries to the driver 
and his mate, with the mate also suffering a dislocated shoulder when the vehicle overturned. This injury was attributed to the 
driver being thrown from his seat and landing on top of the drivers mate

Substandard act/practices (Immediate cause)
Did not use protective equipment

Personal factor (Root cause):
Improper motivation – inadequate reinforcement of proper behaviour 
Inadequate control barriers – Administrative Control Barriers – Methods of communication – failed/not effective
Inadequate control barriers – Administrative Control Barriers – Policies and practices – failed/not effective
Inadequate control barriers – Administrative Control Barriers – Safety Rules – Not in place.

Corrective actions and recommendations:
Conduct a review of the contracts for the provision of haulage services to ensure that our basic HSE fundamentals are 
communicated and implemented to all Contractors.
Update the ‘Vehicle’ checklist to incorporate HSE requirements, and the use of seat belts in particular.
Formal request to be made to contracting company to fit seat belts to their fleet used under contract.
Standing Instruction to be issued to Shift Supervisors concerning the requirement of conducting a Risk Assessment and 
getting approval from Shift Superintendents prior allowing waste water trucking outside daylight hours.
Develop and issue a company emergency response flowchart.
Meeting held with Local authorities registering concern on road safety, more particularly on the condition of the road 
upgrading works.
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Offshore

Algeria Drilling Struck by

Narrative:
Personnel heard the hammering sound and observed the Floor hand hammering on the 4” WECO hammer union. The hand 
told the Floorhand to stop hammering the union because the line was still pressured up to approximately 4500psi.

What went wrong:
The basic cause of the incident was the failure to completely bleed off pressure because of a check valve present in the line.

Corrective actions and recommendations:
The adequacy of the communication process must always be a key consideration during activities such as this one. Personnel 
must be reminded that one should not interfere with equipment or in an operation with which one is not fully familiar.

Congo Production Explosion/burn

Narrative:
A Contractor Maintenance man was going to do maintenance work on the level transmitter of the reflux drum of a deethaniser 
column (cleaning up the line by methanol). This is done by decompressing the line by unscrewing the liner. Unfortunately the 
employee had forgotten to shut the BP valve (in communication with the column), so a leak of GPL occurred. To repair his fault, 
the employee tried to reset the liner, but as he couldn’t he thought he could if he opened the HP valve. The employee was 
seriously burnt by the GPL.

What went wrong:
failure of risk evaluation
lack of knowledge and experience of the employee 
lack of adequate procedure

Corrective actions and recommendations:
training of the maintenance crew on risks, procedures and cares to be taken
presence of a AHSE to improve the efficiency and the speed of the intervention
work to be done under a Work Permit

Asia/Australasia

Onshore

Australia Drilling Struck by

Narrative:
A bundle of drill pipe was being lowered into a storage bay with two tag lines attached and under the control of two personnel. 
At approximately six feet above the deck, the load suddenly swung due to the motion of the rig, and the end of the bundle 
collided with an adjacent oxy-acetylene cylinder rack frame. The cylinder rack was knocked over onto the gantry crane track 
and came to rest. This caused three of the six cylinders within the rack to dislodge from the rack and they came to rest adjacent 
to the rack. The three cylinders which became dislodged had caps protecting the valves, however two of the other cylinders did 
not. The closest observer was approximately 8ft away from the rack at the time of incident.

What went wrong:
Ideal crane for task was not available, increasing risk of load swing.
Gas rack hazard was not identified by personnel involved prior or during lifting operations.
Poor gas rack design with minimal impact protection and allows cylinders to slip out of frame.

Corrective actions and recommendations:
Hazards can go unseen when they have been in place for a long time, continual focus on hazard identification is required 
going forward.

Pakistan Drilling Fall

Narrative:
The assistant driller was attaching the bridle line thimble with Gin pole with the help of a pipe wrench. He was leaning forward 
and lost his balance and fell down about 6 feet.

What went wrong:
No job safety analysis done and no hazard identified in the pre job meeting. No risk assessment of the job carried out.

Corrective actions and recommendations:
Job safety analysis and risk assessment needs to be done for all jobs at height.
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Pakistan Drilling Vehicle incident

Narrative:
A contractor vehicle rolled over after going off road. While travelling from the airstrip towards a well, the driver lost control 
when taking a sharp turn.

What went wrong:
The rental car driver was not familiar with the local conditions and the road.

Corrective actions and recommendations:
Only trained and competent drivers to be used and contracted.

Pakistan Production Vehicle incident

Narrative:
A water tanker tilted on one side after it became stuck in the sand. The driver and helper received minor cuts and bruises as a 
result of the accident.

What went wrong:
The tanker driver went to sleep while driving and thus went off road as a result it flipped to one side after it went off the road.

Corrective actions and recommendations:
Working hours of staff to be reviewed. Continuous training of the contractor staff to be done.

Pakistan Production Vehicle incident

Narrative:
A company vehicle was going towards a well on a gravelled road. All of a sudden the vehicle went off the road to the left and 
rolled over in loose sand. No injuries to any occupants.

What went wrong:
The left tyre of the vehicle burst and caused the vehicle to go out of control. 

Corrective actions and recommendations:
Vehicles should be maintained in good condition.

Pakistan Unspecified Explosion / burn

Narrative:
The incinerator was being put in service during the start up of the plant. All of a sudden there was a smoke and fire with 
explosion on the incinerator. 

What went wrong:
During the shut down there was some condensate drained into the incinerator. During the start up the condensate was not 
drained and as a result it caught fire.

Corrective actions and recommendations:
Proper shut down and start up procedure needs to be followed.

Pakistan Unspecified Struck by

Narrative:
The tool pusher was leading 2 workers to disassemble low-pressure pipe, an assistant driller was leading another worker to 
replace no 1 mud pump valve, and a floor man (IP) and another worker were screwing out the bolts of no 2 mud pump strainer. 
The IP was standing with his left foot under the low pressure pipe 15cm above the ground. The low pressure pipe was not 
supported from the bottom to prevent falling, in case of disassembling, neither was it attached from the top with any type of 
chain to ensure safe disassembling. The IP’s foot was right under the pipe and was hit on his left foot by the falling pipe.

What went wrong:
Hazards were specifically identified. 
PTW was not strictly enforced

Corrective actions and recommendations:
Hazards should be properly addressed in Job Hazard Analysis. 
Supervisor should be able to identify critical work and supervise more.

Papua New Guinea Drilling Other

Narrative:
At the drilling camp, a clear plastic hose used as a diesel level “sight glass” on the camp generator diesel supply tank became 
dislodged and fell to the ground. The pipe acted as a siphon and emptied the contents of the tank (24bbls approx).

What went wrong:
There was no bund designed into the storage area when the site was populated at the start of the operations which could have 
contained the amount of fuel lost into the ground. The daily inspection did not look at the connections.

Corrective actions and recommendations:
Review the design of sight glasses on all Rig Site fuel storage tanks and if any deficiencies found, upgrade them to meet 
the Australian Standards.
Institute design checks of all equipment against specified or appropriate standards.
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Papua New Guinea Drilling Struck by

Narrative:
Tesco Top Drive impacted the stand of 4” drill pipe causing damage to the unit (no damage to drill pipe) due to the Driller not 
operating the draw works correctly and failing to use the Tesco Camera to identify the potential hazard. 

What went wrong:
An inexperienced Derrickman went up in the Derrick and gave the Driller the wrong signal (i.e. To lower the Top Drive when it 
was intended that the Top Drive be raised).

Corrective actions and recommendations:
Appropriate training to be implemented among all Project Drilling crews. 
Skill and competence assessment of all critical Drilling personnel to be implemented.
PDC management to implement strategies for coverage of critical positions.

Papua New Guinea Drilling Struck by

Narrative:
The Rig was being set up to lift the carrier so one of the matting boards could be removed. Chains on the Vetco crane parted 
and load was dropped onto matting boards. Legs of the carrier penetrated matting board to depth of approx 8 inches.

What went wrong:
Incorrect lifting equipment used. Chains rated for 9.4 tons was used on a Carrier that weighed 35 to 100 tons.
Incorrect vehicle used. Crane was used instead of the Winch Truck. 
No written procedure in place for rigging up.

Corrective actions and recommendations:
Check competence and certification for Operators.
Complete review of lifting equipment and serviceability.
Chains used were not colour coded.
Winch truck to be used for all Carrier moves.

Papua New Guinea Production Other-Chemical

Narrative:
A large gas cloud of vaporised hydrocarbon & residuum covered the product pump skid at the Refinery. The operator confirmed 
that the product escaped through damaged mechanical seal spilling hot residuum liquid onto hot product pump casing.

What went wrong:
The Flexi-box mechanical seal was phased out and replaced with Chesterton seal. Incorrect tension was applied on the seal 
which caused mechanical seal failure.

Corrective actions and recommendations:
Maintenance supervisor to review and implement Assembly and Disassembly procedures specific to Chesterton 
mechanical seals. 
Maintenance supervisor to schedule with the Chesterton seal supplier to conduct competency base training for mechanics. 

Vietnam Unspecified Fall

Narrative:
The crane engine suddenly stopped while transferring personnel by basket from vessel to platform.

What went wrong:
The ESD button was accidentally hit by a rope which is additional attached to the door.

Corrective actions and recommendations:
Secured the rope, reset the emergency button, started the Crane Engine and continued personnel transfer operations.

Offshore

India Drilling Struck by

Narrative:
The incident happened when the rig was preparing to move from STD location to the field and the air gap was 19 feet. The 
crane operator was installing the 2” tow line on the port side. While this was being done the eye came off the bollard due to 
the twist (the 2 securing ropes snapped) and knocked the IP on his right side (on his hips). He went over the handrail and into 
the water from a height of 47 feet. The IP swam back to the rig and did not suffer any injury.

What went wrong:
Immediate:- Failure to secure the tow wire and congestion near the bollard.
Root:- Absence of procedure and JSA for this activity – Inadequate level of supervision

Corrective actions and recommendations:
Work Instruction & JSA for Tow Wire Rope installation
Enhance supervision levels for all critical activities
Review Bollard design to improve securing of Tow Wire Rope Eye 
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Indonesia Drilling Air transport

Narrative:
On the 23rd June a chopper Eurocopter Dauphin N2 was about to land on a rig when the pilot felt unusual vibrations. The pilot 
managed to land the chopper safely and asked all passengers to disembark. As vibrations and noise carried on the pilot shut 
down the engines. The pilot started the engines again and shut down shortly as noise and vibrations were stronger. After 
investigation by pilots and mechanic sent from Sepinggan base, it emerged that the tail rotor drive shaft had failed.

What went wrong:
The tail rotor shaft on this type of chopper has a 6000 hours life time as recommended by Eurocopter. This shaft failed 
after 5200 running hours.
Apparently this incident is the second worldwide for this category of chopper.

Corrective actions and recommendations:
The failure of the drive shaft is very alarming by itself. On this incident we were very lucky that the failure occurred at the 
termination point a few seconds before landing.
This problem has been transmitted to Eurocopter and Affiliates for additional controls of all machines of this type. 

Malaysia Production Explosion / burn

Narrative:
During shutdown, one of the tasks to be carried out was to install new plate over the badly corroded deck plate on Module 1, 
main deck area about five meters away from the incident location. The new plate installation required 3 holes to be cut. Injured 
person#2 was assigned to do cutting whilst the IP#1 was observing. IP#2 was cutting the final hole and IP was standing in the 
middle of the plate when the flash fire occurred.

What went wrong:
The introduction of additional work step to an unassigned location was executed without soliciting any supervision. 
The chemical (CI) used has a flash point of 16 deg C, however platform personnel were not aware of this property since 
the last chemical used has higher flash point at 68 deg C. 
Hazard and Effect register was not updated.

Corrective actions and recommendations:
To reinforce effective contractor management and site supervision.
To apply comprehensive integrity maintenance of all chemicals 
To enforce the requirement of HSE risk assessment and enhance awareness level of MOC. 

Myanmar Production Struck by

Narrative:
At approximately 1100 hrs one ROW worker was injured while cutting a tree at Kp-53. He was ‘medivaced’ to Yangon hospital 
and received treatment. The IP was assigned to transfer timbers and bamboo and when the need arose he was to cut down the 
tree and carry it to the work area. The tree suddenly swung out of control and hit the IP on the right side of the head. The IP was 
working alone when the accident happened. His friend heard him screaming and rushed to the scene and found him laying 
beside the tree that he had been felling. His right eye was swollen and his nose bleeding. The site medic arrived and 
administered first aid.

What went wrong:
Joh Hazard Analysis (JHA) was not done, so that the overall hazards within the work scope were not properly identified by the 
doer. ROW crew were not trained to conduct hazard identification and assessment.

Corrective actions and recommendations:
JHA to be completed prior to work execution. 
The wearing of full PPE to be clearly addressed in Tool Box Meeting and also stated in JHA.

Papua New Guinea Production Explosion / burn

Narrative:
A fire was initiated at the export pump resulting in a level 5 ESD of the plant. Export Pump B tripped on Lo level in the non-drive 
end and seal pot - loss of level indicates failure of secondary seal. A fire was detected and the plant ESD tripped and shut down 
APF.

What went wrong:
NDE bearing failed – significant heat generation and vibration, probable fire inside bearing housing.
Vibration caused failure of NDE primary and secondary seals
Ignition and fire. Pump suction and discharge valves did not close on ESD.

Corrective actions and recommendations:
Consider appropriate strategies for operation and maintenance to mitigate short and medium term business risk.
Install instrumentation to allow trending of pump condition and automatic shutdown prior to failure. Maintenance 
programme for pumps.
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Thailand Production Explosion / burn

Narrative:
A gas release incident took place on the gas production platform (PP) on 21st August 2006 at about 10:05am where grit 
blasting had begun for a few minutes in close vicinity. The gas release was due to the break of glass at LG3343 – level sight 
glass of 2nd stage scrubber of 2nd compression train where 50barg gas was passing through. In the area of incident, the grit 
blasting activity had begun just a few minutes before gas release took place and soon followed by its escalation (gas cloud).
The manual fire and gas alarm was activated from the control room for personnel mustering. The manual activation of shut down 
and blow down of the 2nd compression train was also made to mitigate the gas cloud. The fire team and investigation team was 
sent to the scene when D3340 (2nd stage scrubber) was depressurized down to 0.2barg and gas cloud was noticed to dissipate. 
The actual leak point was found at shattered glass on LG3343 (sight glass of D3340). LG3343 was then made safe by isolation. 
This incident did not cause injury nor asset loss but production loss.

What went wrong:
The gas release was due to the break down of glass.
The failure of safety valves was due to the loss of check balls
The periodic inspection, maintenance and replacement plan is not definite. The last time maintenance work was performed 
on the failed sight glass (LG3343) was on 28th June 2002.
The immediate cause of glass material failure is still unknown. The material analysis may be required.
The immediate cause of lost check balls is still unknown. The possible facts are:

The check ball has never existed in the safety valves since the first assembling.
The check ball has been removed since previous disassembling
The ball and retaining cir-clip were corroded and dislodged

The continuous gas release (gas cloud) was due to the failure of safety valves that are expected to stop the fluid flow (leak) 
when sight glass containment fails

Corrective actions and recommendations:
All similar sight glass to be kept isolated when not in use.
Activities inducing source of ignition shall be minimized and strictly controlled
If naked flame hot work cannot be avoided in the process area, extreme care shall be taken and precautionary measures 
shall be introduced
Hot work policy shall be reviewed so as to minimize the risks of ignitions
Issue temporary operating procedure for isolation, use and routine check of sight glass.
Internal inspection of all similar sight glass safety valves and corresponsive maintenance.
Establishment of plan for periodic inspection, maintenance and replacement.
Study of efficiency of automatic gas detection system to improve.
Further material analyses to be executed to find out if design and material suit to process conditions.
Study of feasibility to improve safety design of sight glass (level gauge).

Europe

Onshore

Austria Drilling Caught between

Narrative:
The driving rope of the pulley-block system had already been unwound by the main drum, cut and fastened again with a clip 
to the drum. The remaining rope, which was laid out on the work platform, and the slide, was rolled up again slowly on the 
main drum. The drilling workers led the rope. With the last metres the drum made a sudden, fast revolution, so that the casualty 
was caught by the rope and jammed between the main drum and driving rope.

What went wrong:
There were two main root causes: 

An operating error of the main drum (switched to wrong gear) causing sudden, fast movement of the drum
Standing astride the rope close to the drum.

Corrective actions and recommendations:
Optimise the process: Look for a technical solution, so that individuals cannot come close to the danger area.
Revise of the drilling manual (with examples). 
Discuss the hazards with all persons involved, e.g. by means of hazard analysis (JSA, TRIC).
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Offshore

Denmark Unspecified Explosion/burn

Narrative:
A gas leak was caused from an instrument which was left in an open position. The gas leak caused production to shut down. 
The deluge system was released. During mustering of all personnel the deluge water entered a junction box, which had been 
opened for maintenance before the gas leak. The water caused a short circuit of an Emergency Shut Down signal (ESD 1) which 
in turn caused the whole platform to shut in and power down. During mustering due to the gas leak a person on his own walked 
back to his work place to close the junction box, which was left open when the alarm sounded.

What went wrong:
Inadequate knowledge of bleed off procedure for instruments;
Insufficient marking of cables and poor drawing quality which in turn led to the need for opening up junction boxes to 
check inside for contents; 
Inadequate knowledge of mustering procedures.

Corrective actions and recommendations:
Ensure good knowledge of bleed off procedure for instruments, including DB&B. Ensure good marking of cables (and other 
equipment) such that unnecessary opening of equipment is minimised. Ensure good understanding of mustering procedure.

Norway Drilling Caught between

Narrative:
During a lifting operation on a pipe deck the lifting equipment became caught up in a pipe support. The pipe support became 
unbalanced. The lifting operation continued without the balanced of the pipe support being corrected. The pipe support fell 
towards the deck hand and he fell, injuring his shoulder and foot. He was sent to hospital but was not seriously injured.

What went wrong:
Improper use of equipment
Unsatisfactory control
They were indiscreet/lack of concentration
Unsatisfactory safeguarding 
They continued the lifting operation even if they discovered that the pipe support was out of balance.

Corrective actions and recommendations:
The deck hands have to be watchful during a lifting operation and try to look ahead: can something happened in the next 
step of the lifting operation.
The deck hands have to stop the lifting operations if something is happened during the operation.

Norway Drilling Electrical

Narrative:
During the installation work for the connection of the new HVAC system to the low voltage switchboard, the two third party 
contractors were involved in an incident where one suffered electrical burns to his hands and face and the other suffered from 
medical shock.
The final stage of the installation of the HVAC units had commenced and the EPE Engineers were contracted to install the new 
circuit breakers in the low voltage switchboard. This final stage of installation entailed the running of the new cables to the 
switchboard, the connection of the new breakers to the busbars and cabling. The contractors had decided to unpack the transit 
on the deck at the bottom of the cubicle so as to allow for cable access to the switchboard. The cubicle where the transit was 
to be unpacked had outgoing motor terminals for the fire pump which were isolated but the busbars located behind some 
protective Perspex sheeting had not been. One of the contractors was involved in removing the transit blocks using a hammer 
and a screwdriver, the other standing behind providing illumination with a torch. It appears that he was having difficulty as only 
one transit block had been dislodged by the work after approximately 30 minutes. At some point the injured party contacted 
the busbars that were behind the Perspex protection which resulted in an electrical shock and a fire that affected both his hands 
and face. The other contractor who was immediately behind the injured party suffered some smoke inhalation and shock.

What went wrong:
Protection of live busbars not sufficient.
IP came in the contact with live busbar.
Insufficient isolation of equipment
Lack of planning 

Corrective actions and recommendations:
Check other switchboards for similar design faults
Insulate other exposed busbars
Warning pictures of exposed busbars to be posted on each cubicle
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Norway Production Explosion/burn

Narrative:
A serious gas leak occurred on an offshore production platform following a 4th stage gas compressor trip. 16 mill Sm3/day was 
sent to flare through the high pressure knock-out drum. A deflector plate installed in the drum below the HP discharge gave way, 
eventually blocking most of the gas outlet. The pressure build-up propagated backwards through the process causing rupture of 
a glass fibre reinforced plastic pipe at the seawater return from the 3rd level gas cooler. A gas leak was detected at the coolers. 
The pressure in the knock-out drum had now risen to 35barg. Design pressure was 14barg, and the tank was tested to 23.9barg. 
15kg of the deflector plate was extruded and moved by the gas stream into the flare pipe. The metal accelerated some 12 
meters before penetrating the pipe at the first 90° bend, causing a 53x42 cm hole in the flare pipe. The pipe was made of 
6MO, with diameter 600mm and wall thickness 6mm. A large, unignited gas leak followed. Production was shut down and 
plant depressuration was initiated. The damage potential was severe, but there were no injuries. All process and ESD barriers, 
safety systems and other barriers operated according to design specifications.

What went wrong:
The main cause of the incident was a design error in the outlet arrangement of the HP flare knock-out drum. The vessel was not 
designed according to API RP 14C regarding overpressure protection. When designing the drum and its outlet arrangement, 
only functionality had been considered. The outlet arrangement with the deflection plate was installed to make efficient use of 
the full drum length for droplet elimination. The fact that the deflector plate can be deformed by the aerodynamic force from 
the gas flow and thereby constitute a restriction in the system was not taken into consideration. The investigation could not state 
if the plate had been partially deformed before the incident.

Corrective actions and recommendations:
All company’s offshore and onshore facilities were checked for similar design faults. Briefings were held with the authorities and 
the national industry association. Recommendations and company best practice for designing flare knock-out drums in 
accordance with API RP 14C/ISO10418 has been revisited. Flare tanks are now equipped with pressure gauges, and the 
following measures are also considered: Two independent safety levels, ESD on PAHH, pressure rating in the flare system, and 
the material and wall thickness of the flare pipe. Guidelines for designing passive fire protection of process pipes and tanks 
with respect to static and dynamic stress has also been addressed.

Norway Production Struck by

Narrative:
A container was being lifted from the platform towards a supply boat. When the container was half way between the platform 
and the supply boat a piston rod fell from the crane onto a habitat tent. There were no personnel in the tent during the lifting 
operation and the area was not secured. The weight of the piston rod was 60 kg and it fell down 20 metres.

What went wrong:
lock screw was missing
The lock screw was not installed again after a workover.
The lock screw was not glued with Locktite.

Corrective actions and recommendations:
It is very difficult to see if the lock screw is missing. A routine for controlling the lock screw have to be established.
The daily/weekly inspection check list have to be more specific due to visual inspection.

Norway Production Explosion/burn

Narrative:
A gas leakage appeared in a temporary connector in the close drain system at Oseberg field centre. One gas detector in the 
area registered 30 % LEL and two others registered more than 10 % LEL. The area was gas free after a couple of minutes.

What went wrong: 
An ice plug was formed in the inlet of the degassing vessel, and leakage in valve connections between pressurized systems and 
the close drain system led to overpressure in the closed drain system.
Root causes:

Lack of attention to the barrier between pressurised systems and the closed drain system.
Lack of heating of low points in the closed drain system.

Corrective actions and recommendations:
The importance of doing a proper HAZOP of auxiliary systems.
Control of barriers between pressurizes systems and atmospheric systems.

UK Drilling Caught between

Narrative:
While checking out the tong jaws, the tong operator was loading them back into the basket and caught his glove/finger on one 
of the jaws against the tong. This resulted in a puncture injury and 1” laceration to the left hand ring finger.

What went wrong:
Equipment: No stacking arrangement in basket, one placed on top of another or by the side.
Individual factors: The IP failed to fully recognise the pinch hazards of handling the tong.

Corrective actions and recommendations:
Visit to Contractor to look into ways of better handling tong jaws or more appropriate storage method.
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UK Drilling Struck by

Narrative:
A joint of liner being made up by the Contractor casing crew was bent when the blocks unexpectedly descended. The block’s 
descent was stopped by the driller who actuated the emergency draw works brake. The load caused the joint to buckle with 
circa 2m deflection and the joint remained wedged between the topdrive and box of the joint, standing in the slips. Thirteen 
joints had already been run through the rotary prior to shift change. This was the second joint that this crew had run. No one 
suffered injury.
Immediate Actions Taken: emergency brake was applied and blocks stopped descending; people in the immediate vicinity 
evacuated to safe areas; and operations were shut down and site secured

What went wrong:
Draw works parking brake had not been engaged properly
Inattention/Lack of Awareness – Routine activity without thought (the driller did not verify that the parking brake was 
engaged by checking a hydraulic pressure gauge)
Inadequate identification of critical safe behaviours
Training/knowledge transfer – Other (whilst the individual was very experienced it was not clear that he had had sufficient 
training on the specific equipment used on this rig)
Audible alarm that would have alerted driller was not working
Defective guards or protective devices
Inadequate development of Policies/Standards/Procedures (Although the alarm was known not to be working no risk 
assessment/mitigating actions had been taken)
Inadequate evaluation and/or documentation of change (Failure of the alarm did not register as a critical change to the 
operation)

Corrective actions and recommendations:
Although someone has generic competency for a job/trade they still need comprehensive site/equipment specific training
The impact of any alarm not working must be thoroughly assessed and measures taken to mitigate any risk whilst repairs 
are made

UK Production Fall

Narrative:
A Scaffolder fell whilst dismantling scaffold: He was working approx 2m above grade (ground level). The scaffold board on 
which he was standing suddenly gave way beneath him (it split into two pieces). Although attached by lanyard to the scaffold 
structure, the scaffolder instinctively reached out to arrest his fall by grabbing hold of a transom (transverse scaffold tube). This 
resulted in an ‘jarring’ injury to his left shoulder. He was able to self-right himself, disconnect from the lanyard and step down 
on to grade.

What went wrong:
The immediate cause of the scaffold board failure was that the board was supported inadequately. The board was supported 
across a span of circa 2.3m which exceeded the requirement of support every 1.2m maximum. The board was in poor condition 
which may also have contributed to the failure.
The immediate cause of the fall, which resulted in injury, was inappropriate fall protection. The injured party was working at 
circa 2m above ground level. The injured party had donned fall protection equipment which was anchored at circa 2m above 
ground level. Fall arrestors require a clearance of circa 4 m in order to provide effective fall protection. In this instance no such 
anchor point was available.

Corrective actions and recommendations:
The risk assessment of scaffolding is based on how it interfaces with plant and/or other activities. There is an inherent 
assumption that the actual scaffold activity will be conducted in accordance with trade best practice relying on 
competence/training of individuals. This incident has proved that this assumption is flawed.
Don’t assume that because a 3rd party has submitted a robust risk assessment that the 3rd party personnel undertaking the 
work will have participated/read & understood the risk assessment and will perform the work in accordance with the 
requirements of the risk assessment.
The incident has also highlighted that fall protection equipment is not deployed effectively when working at a height of 2-
4m. This is because fall arrestors require a clearance of circa 4m in order to provide effective fall protection.
The value of independent inspection of work should not be underestimated. This incident highlighted that the weekly 
inspections of scaffold were always completed by the scaffold team themselves. The post incident inspection, by an 
independent inspector, identified a number of deficiencies with existing scaffold that had been overlooked by the weekly 
inspection regime in place.
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UK Production Struck by

Narrative:
The Crane Driver had been assisting with routine deck operations supporting a team of contractors to move the workover unit. 
It was being skidded from the North well bay to the South. The work had been ongoing for some days. At about 14.50 hours 
the work party returned to the Accommodation platform for a tea break. The crane was parked with the boom pointing NW 
across the deck at an angle of about 60 degrees. Wind speed was 35 knots gusting 40 knots from the south west. The parked 
position afforded some protection from the wind.
While the crane was left unattended, an increase in wind speed caused the hook block and pennant to “pendulum” in a circular 
motion. The pennant caught the crane boom angle indicator, the impact causing it to detach and fall approximately 15-20 feet 
to the deck. An eye witness raised the alarm with the CCR.
The crane driver (who was making his way to return to the crane anyway to park it due to deterioration of the weather) climbed 
back into his cab, and made the crane safe by lowering the boom down flat and removed the pennant.

What went wrong:
Crane was not left in a safe condition for prevailing high & uncertain wind conditions – fall length to crane block, length 
of pennant.
Documents and procedures do not provide specific guidance for parking the crane – either direction or use of crane 
booms rest.
Weather Parameters Procedure inadequate. Typical industry limit includes gusting up to 45 knots, procedure uses mean 
wind <40 knots, no specific reference to gusting in crane guidance.

Corrective actions and recommendations:
Crane boom should be stowed on rest and fall lengths minimised when not in use.
Procedures provided insufficient guidance on the expected safe standard of parking/stowage.
Don’t make safe for current circumstances, make safe for all foreseeable conditions.
Ensure best practice is integrated into site procedures, rather than rely upon competency assessment and training.
Applying rigour to the Management of Change is essential to identify all of the potential impacts of facilities changes.

FSU

Onshore

Russia Production Struck by

Narrative:
At 15:30, a contractor worker was preparing to load drill cuttings into a dump truck He was injured by the excavator part on 
the rear of the dump truck and suffered brain concussion, multiple bilateral rib fractures, bilateral hemophneumothorax, closed 
fracture of the right shoulder and hepatorrhexis. Possible death of worker.
The worker was in excavator operation hazardous zone.

What went wrong:
Inadequate identification of critical safe behaviours.
Inadequate reinforcement of critical behaviours.
Inadequate practice of skill.
Lack of coaching on skill. 
No training provided.
Inadequate leadership.
Lack of job oversight.
Inadequate work planning.
Lack of PSP for the task.
Inadequate horizontal communication between peers.

Corrective actions and recommendations:
Excavators and cranes operation is hazardous for people being around, people should not stay in hazardous zone, which 
is equal to boom length plus 5 meters.
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Russia Production Electrical

Narrative:
A contractor was doing operations on construction of oil pipeline. The pipelayer operator was doing piping assembly and 
while driving under 6kV high-voltage line the pipelayer touched and broke a high-voltage wire 6kV.

What went wrong:
Fatigue.
Improper supervisory example.
Inadequate reinforcement of critical behaviours.
Inadequate leadership.
Inadequate correction of worksite/job hazards.
Inadequate work planning.

Corrective actions and recommendations:
Movement of a pipelayer under HVL must be done only in the presence and under the supervision of a responsible person.
Movement of a pipelayer must be done with a lowered boom.

Russia Unspecified Vehicle incident

Narrative:
A driver was driving Karosa bus, in conditions of poor visibility (darkness hour, wet snow). On the 28th km of road he lost control 
of the bus. The bust caught snow on the safety zone by its left-side wheel, started skidding, turned about, got to the right road 
side and then to the road ditch where it rolled over. As a result of this road accident, 6 people sustained bodily injuries of 
different severity.

What went wrong:
Misjudgement: The bus driver neither took road conditions (darkness hour) into consideration nor slowed down. 
Lack of due attitude to sources of danger/incidents: The bus driver ignored safety measures, i.e. he didn’t slow down. As a 
result he lost control of the vehicle that got to the oncoming lane. 

Corrective actions and recommendations:
When controlling drivers’ performance focus on their observance of speed limitations and manoeuvring.
When carrying out site safety briefings transportation managers shall focus on necessity to correctly assess road situation, 
select speed and make manoeuvring decision in complicated road and weather conditions.

Offshore

Azerbaijan Production Struck by

Narrative:
At approximately 0515 on 8 October 2006, saturation diving work was underway to replace damaged bolts on a 26” flange 
on the export gas pipeline. The work was being conducted at a depth of approximately 100 meters and was within the 500 
meter zone of the platform. The operation was to lower a 2te tools basket, 2m x 2m, fitted with tag lines and “light sticks” to 
the seabed. The load should be lowered to a safe vertical and horizontal location and then banked to the laydown area by the 
divers who can see the load. The target laydown area for the load was a 4m diameter exclusion zone from the location of the 
divers at the flange. However the closeness of this zone coupled with the hydrodynamic sway of the 2m square basket resulted 
in the load landing on top of one of the two divers in the water. The load was immediately raised and the diver was recovered 
first to the bell then to surface and then the decompression chamber where he was examined and treated by the medic. The 
diver sustained back injuries in lower lumbar area. There was no evidence of internal injury.

What went wrong:
Inadequate identification of worksite hazards
Standard terminology not used
Verification/repeat back techniques not used
Inadequate identification of worksite/job hazards
Inadequate development of policies/standards/procedures
Extreme concentration
Inadequate Leadership
Inadequate identification of worksite hazards

Corrective actions and recommendations:
Note: Although this was a diving related incident the key issues arising were associated with control of work and lifting 
operations. Subsea lifts are effectively “blind lifts”

No divers to be under or immediately adjacent to loads and ensure they are in a safe position e.g. “clump weight”
Establish tighter control over coordination of lifts and divers. 

Ensure formal procedures are developed for overboard lifting including:
vertical “zeroing of load” for boom position and a specific point on the load
marking of deck overboard area clear of the worksite

Once lowered to both a safe horizontal and vertical position the load should then be “banked” to a safe laydown area
Develop formal communications for lowering of subsea loads between dive control, crane operator and divers
Complete short term lifting audit and ensure key risks identified are actioned
Ensure all generic risk assessments are appropriate for the task in question including hydrodynamic motion of different 
sized loads
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Middle East

Onshore

Kuwait Construction Fall

Narrative:
A contractor crane driver, who was moving a crane to 3 meters’ clearance of the edge of the excavated trench for a 48” 
pipeline installation, accidentally fell into the trench and onto the three 48” pipelines at the South East of the construction 
site.

What went wrong:
JSA not properly executed 
Misperception of risk 
Lack of knowledge of/respect for procedures.

Corrective actions and recommendations:
Barricades are not adequately placed to restrict/warning the crane operators. 
Concrete blocks shall be installed at safe distances near the edge of excavation pits in-addition to warning tapes.

Kuwait Drilling Struck by

Narrative:
The operation was running 13 3/8” casing. As the block was picked up with a joint of casing on single joint elevator, the 
circulating hose (Connected with a swivel on Contractor Lafleur Autoseal Circulating Head) was caught with kelly (placed in 
the rat hole). As the block kept travelling up, the hose and swivel came in tension and the threaded high pressure nipple on the 
swivel snapped off the hammer union connection. This caused the hose and swivel to fall onto the rig floor from a height of 30 
feet. (No injuries)

What went wrong:
Job Safety Assessment (JSA) not properly executed.
Misperception of risk & haste while working. 
Corrective actions and recommendations:
JSAs shall be reviewed periodically.
Remove circular hose from use.

Kuwait Production Explosion/burn

Narrative:
During a tank filling operation, the crude oil level had exceeded the maximum allowable operating level limit. It caused 
damage to foam nozzles, rim seal and disturbance to the UV fire monitors.

What went wrong:
Malfunctioning of Level switch (LSHH)

Corrective actions and recommendations:
Safety instrumented functions need to be checked periodically and safety override registers to be maintained 
Safety Integrity levels (SIL) studies shall be carried-out for individual Safety Instrumented Function or “Safety loop”.

UAE Production Struck by

Narrative:
After completing the bottom hole flowing pressure survey (BHFP), a dummy valve was run and got stuck at 100ft and lost its jar 
action. After unsuccessful attempts to release the stuck dummy valve, it was decided to drop the cutter to cut the wire above the 
tool string. While preparing for the above operations, the cross over connecting the lubricator with x-mass tree cap slipped off, 
leading to an uncontrolled pressure release to the atmosphere. The helper who was standing on the wellhead platform near by 
the cross over was blasted in the face by well pressure before he jumped to the ground to escape. The supervisor on site 
immediately closed the swab valve and kept the well under control. The injured person was evacuated to the hospital by 
ambulance.

What went wrong:
The cross-over slipped off causing the gas blast due to the following:

Under sized cross-over.
Pressure control equipment under tension (suspended by the crane)
Well head closed in pressure of 900 psig.

The presence of the two involved persons at a close proximity around the wellhead (on the Platform).
Corrective actions and recommendations:

Ensure all pressure equipment is inspected and certified
Ensure competent crews are deployed
Ensure effective supervision is provided
Ensure fit for purpose training is provided to all wire-line crew.
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Offshore

UAE Production Explosion/burn

Narrative:
On July 2, the bellows upstream a LCV of an oily water treatment unit, ruptured. Fortunately, one operator saw the water jet, 
alerted the Control Room and asked for activation of ESD1. The panel operator initiated the ESD1. The H2S detectors, all set at 
50ppm, were triggered, including those in the Control Room located nearby.

What went wrong:
The bellows in place were new, they had been purchased from a local company, but the material data sheet which 
detailed the incompatibility of certain materials with HC was ignored
The Control room location, in front of the oily water system, is unsafe
There was a general lack of awareness regarding the risk of H2S, dissolved in oily water.

Corrective actions and recommendations:
review the management of change process and procedures (design, operating philosophy): any modification to existing 
installations is subject to the management of change procedure, which comprises in particular a comprehensive risk 
assessment, including identification and analysis of all potential impacts.
control rooms must either be located in a safe area or constitute a safe area (pressurisation with HVAC air intakes in safe 
area and airlocks). 
for the protection of personnel from H2S, the low alarm must be set to 5 or 10 ppm (depending on local regulations) and 
high alarm to 10 or 15 ppm (depending on local regulations); action: verify the triggering of H2S detectors, ensure it 
complies with the requirements.

North America

Offshore

USA Drilling Caught between

Narrative:
After back loading large trash bags to Supply Vessel the crane operator on the drilling rig was given the signal from the vessel’s 
Banksman to lift the hook clear of the deck (the hook had a 4 part sling with a tag line attached to it). When the crane hook 
started to move the Involved Person (IP) realised that his foot was wrapped in the tag line connected to the sling. The IP caught 
hold of the tag line to keep upright and was lifted 10-20 feet above the deck. The IP was immediately lowered to the deck 
uninjured.

What went wrong:
The root cause of the incident was a failure by personnel on the supply vessel to recognize the existence of a hazard. The 
deckhand was standing over a coiled tag line while the vessel’s Banksman gave the signal to the rig’s crane operator to pick 
up without confirming all clear.

Corrective actions and recommendations:
Neither the rigs, nor the vessel’s JRA’s or JSAs adequately identified all the hazards of using taglines.
The labels on the trash bags were incorrect; they called for the use of 4-part slings to lift the bags.
The 4-part sling arrangement introduced unnecessary hazards. The risk of being struck by a swinging hook resulted in a 
loss of focus by the deck crew on the tagline.
The hazard of handling multiple trash bags individually can be eliminated by placing them in an open top container on 
the rig and then transferring as a single lift to the vessel.
The deckhand reacted quickly, grabbing the tag line to remain upright and the crane operator responded well in setting 
him down quickly.
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USA Drilling Caught between

Narrative:
On the 10th March a driller was working as a Banksman on guiding a cabin (heavy cargo) as it was being lowered into place 
on a platform. While the load was at four feet above the deck, i.e. one foot above the hand rail, it started to rotate counter 
clockwise. The Banksman who was standing on top of the stairway, told the crane operator to stop lowering the unit. Then he 
realised that the unit had swung across the top of the handrails, cutting off his escape route through the stairway. As he 
estimated that he could not escape below the load to reach the stairway, he sat on the handrails, and pushed himself backwards 
to extract his legs from the trap. He fell 4 metres backwards and hit his arm against a torque wrench lying on the deck when 
landing. The main injuries are fractured femur neck, deep cut on the right arm. LTI will be of 6 weeks.

What went wrong:
the contractor employee (a driller) was performing a task that he was not specifically trained for. Roustabouts who 
normally perform lifting tasks were not on board at the time due to problems with visas.
the IP was using a hand held radio and had problems with it in a critical moment. 
the crane operator did not have direct visibility to the area of the incident and the IP was working as a Banksman to direct 
the Crane Operator. 
The procedure is clear on that point, and was reminded by the management: the Banksman has to keep visual contact with 
both the crane operator and lifting activity in progress, and must not be involved in the handling. This was clearly not the 
case when the incident happened. During the interviews on board, it appears to the BOE team that the terms of this rule 
were not fully integrated by the involved people. It seems that the rig routinely performs blind lift operations.

Corrective actions and recommendations:
properly trained personnel shall perform task.
hand radios replaced with head set could improve the ability to react in case of danger. 
properly implement lifting procedures.
audit Contractor’s use of the risk assessment procedure
perform a risk assessment prior to lifts involving particularly heavy containers.
improve internal communication of lifting procedure by performing and documenting training sessions.

USA Production Struck by

Narrative:
While flowing well to the test separator and diverting produced water to filtration vessel for filtration, a vessel hatch cover came 
loose sending produced water and the cover into the air. The cover measured 13.75” x 17.65” and weighed approximately 
15lbs. After travelling an estimated 25‘ in the air, it landed several feet away from the filtration unit on the top deck. Although 
personnel were in the area of the unit, no injuries occurred and all the liquid was contained by secondary containment. The 
equipment was immediately shutdown, the carbon vessel was taken out of service and the area was secured. A facility 
investigation was completed the following day and the team determined the filter and cover had not been properly installed at 
the fabrication yard.

What went wrong:
The filtration vessel delivered and placed into service had the wrong size filter cover. 
The retaining ear bolts on the filter cover loosened which allowed the filter cover to move from its preferred seal location.

Corrective actions and recommendations:
Facilities should amend their JSEAs or procedures to confirm they include three steps when a similar filtration vessel arrives on 
their facility:

verify matching numbers are painted on the vessel opening, the filter cover, and the retaining ears, 
verify the contracted equipment operators test the “wrench tightness” of the retaining bolts before the equipment is 
energized, and 
verify chains have been installed between the hatch and the vessel opening. 
Facilities should verify that the contracted equipment operators are: 

“wrench testing” the retaining bolts each shift; 
conducting a visual inspection for leakage each shift, and; 
documenting their related activities each shift.
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South America

Onshore

Argentina Drilling Explosion/burn

Narrative:
During a pulling operation, a contractor was inspecting the pipe (Non Destructive Inspection, NDI). Suddenly an explosion 
occurred in the well head. The emergency plan was launched and the situation was controlled without further consequences.

What went wrong:
Two simultaneous tasks being performed without the proper coordination or controls.

Corrective actions and recommendations:
Create a procedure for NDI – Pulling simultaneous operations.
Refresher training for pulling operations in the presence of gas.

Offshore

Brazil Exploration Struck by

Narrative:
On 22nd April at 06:50 AM, while picking up 8 1/2 “ B.H.A. the ARC tool had been tailed into the rig floor. The tool was being 
held in the elevators. In the process of being hoisted, the tool slipped through the elevators, falling and striking the tool joint of 
the float sub set in the rotary. It then struck the deck, rolled and bounced, striking the IP on left ankle.

What went wrong:
Routine Operation – There was a perception that the operation was considered routine, hence inadequate care was taken 
over the selection of the elevator.
Responsibility – The responsibility to ensure that all lifting equipment is correct before pick up is with the person on the 
brake at the time. 
Change Control – Although the NSTP had been on the brake relieving the Driller there was no mention of which elevator 
had been picked up (i.e. confirming that the 5” not the 5 7/8” had been picked up) 
3rd Party Equipment – A drill to check that their procedures states that the lifting sub is 6 3/16” and that a 5” elevator (ID - 
5 7/16”) not a 5 7/8” (ID 6 1/4”) should be used. 
Identification – The major cause of the incident is that the 5” elevator and the 5 7/8” elevator look the same and the 
wrong one was picked up. 
Pride JSA – The Pride JSA for picking up and laying down 6 1/4” Drill Collars needs to be modified to include the risk of 
picking up an incorrect elevator. 
STOP – Continued encouragement on the broader use of the STOP system to ask “what if?” this is the wrong elevator or 
challenge “is that the right elevator?” to raise the overall standard of the operation.

Corrective actions and recommendations:
Post incident management:

The job was immediately stopped. Elevators were taken down for further investigation of the incident. A meeting was 
held with all rig floor, Deck Crew and 3rd party crew prior to recommencement of operations. Investigated and 
photographed area and equipment; Interviewed Injured person; Re-enacted incident; Discussed in the meetings with all 
the crews. 

Actions:
At HSSE meetings all operator should be considered the account for the non-routine
Make it clear that the driller is responsible for all drill work lifts and he needs to ensure that the correct equipment is 
used
Ensure effective handovers between NSTP and drillers
Ensure all 3rd party equipment interfaces with rig equipment are managed by the 3rd parties at the PJSM
Clear paint the 5 7/8 elevator a different colour
Amend the JSA (done)
Increase STOP awareness with the incident 
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Trinidad & Tobago Drilling Explosion/burn

Narrative:
Following the cementation of the 7” liner and during the subsequent circulation of the wellbore drilling fluids, an explosion of 
unknown origin occurred on the rig drill floor. This resulted in two steel plate access panels and drain covers in the rig floor 
above the electric motor compartment underneath the rig floor being lifted and displaced. Prior to the ignition a LEL (gas) 
detector located in this compartment had activated which initiated a general muster of all personnel. The well was shut-in and 
made safe with the drill crew proceeding to muster with the exception of the Toolpusher and Driller who remained in a safe 
area on the drill floor to monitor the well.

What went wrong:
A non-explosion proof heater was inappropriately installed in a Zone 1 hazardous area under the rig floor.
The operation of that heater ignited gas that had accumulated in that area.

Key Contributing Findings:
Significant findings resulting from the original rig inspection were not tracked through to closure.
Hazardous area electrical equipment was not subject to regular audit and inspection.
Personnel involved in the installation, maintenance and repair of electrical equipment within hazardous areas failed to 
recognise the hazard associated with this equipment in this area.

Corrective actions and recommendations:
All significant findings resulting from rig inspections and audits must be captured on action lists and tracked through to 
completion.
Hazardous area electrical equipment should be subject to regular audit and inspection.
Personnel involved in the installation, maintenance and repair of electrical equipment within hazardous areas must have 
the required training and competencies.
Contractor management needs to take a leading and prominent role in ensuring that the requirements of their HSE 
management systems are being fully and effectively implemented.

Trinidad & Tobago Production Explosion/burn

Narrative:
The fusible loop system surrounding the glycol reboiler was automatically activated. This resulted in an Emergency Shut Down 
of the Central Processing Platform and activation of the field emergency response plan. Data suggest that a combustion event 
occurred beneath the vessel insulation and cladding, caused by a build-up of glycol/hydrocarbon liquid from the still column 
condensing vapours.

What went wrong:
The combustion event appeared to be related to auto ignition of degraded triethylene glycol (TEG) and hydrocarbon which had 
accumulated within the insulation material surrounding the reboiler. The principle design-related root cause was the absence of 
a condensing section on top of the glycol reboiler still column to collect and safely dispose of condensates from the vent. This 
was a key causation factor, as the incident would not likely have occurred if a method of safe disposal had been provided.
The operational root causes related to the operation of the unit in a manner that allowed the venting of significant quantities of 
glycol and hydrocarbons over an extended period of time. There was insufficient understanding of glycol reboiler systems by 
operations personnel, compounded by insufficient process engineering support within the team.

Corrective actions and recommendations:
Design and Operation of equipment contributed significantly to the event;
Training and Competency of staff must be comprehensive and take into consideration staff turn-over;
Alignment with Major Hazards-Performance Standards-Written Schemes-Maintenance is critical to effective and safe 
operation of plant and machinery.

•
•

•
•
•

•

•
•

•

•
•
•
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Trinidad & Tobago Production Explosion/burn

Narrative:
At approximately 20:13 hrs on 15th June 2006, a gas release occurred on an offshore platform. The release was due to a loss 
of containment at the cover of a 3” Y strainer on the water outlet line from the test separator. This occurred during a well test 
and the vessel was operating at approx 1220 psig. The loss of containment was due to the failure of the cover plate gasket. 
Failure of the gasket allowed the liquid level in the vessel to be lost and gas was subsequently released from the failed joint. A 
substantial gas cloud was seen after the crew was alerted by one of the installation’s fixed gas detectors, which alarmed at the 
60% LFL high level and caused the platform to change status. The crew manually initiated an Emergency Shutdown (ESD) and 
the facility was made safe in accordance with the emergency response procedures in use. In the course of the response, the 
crew manually initiated the deluge in order to disperse the gas cloud.

What went wrong:
The immediate cause was a failure of the seal on the cover of the 3” Y strainer on the test separator water outlet. The underlying 
Root Causes were:

Inadequate control of corrective maintenance on failed equipment, leading to the use of a gasket that was not fit for 
purpose and/or faulty re-assembly. 
Inappropriate preventative maintenance routine for the failed equipment, calling for the strainer to be opened more often 
than necessary. The strainer is self-cleaning and should not require frequent intervention. 
Inadequate sparing of consumable items leading to substitution for the correct gasket. 

Corrective actions and recommendations:
All temporary and permanent changes to the facility must be done via Company procedure.
All production personnel must be trained and inducted on the MOC process.
Adequate spares must be identified and held on the platform for safety and production critical equipment.
All safety critical equipment must be routinely tested in accordance with a predetermined schedule.

•

•

•

•
•
•
•
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Accident severity
The average number of lost days per lost workday case.

‘Better’/’worse’
The terms ‘better’ and ‘worse’ refer to performance change 

relative to the previous year. For example, if LTIF is �0% 
‘better’, its value is 90% that of the previous year.

Caught between
Injury where injured person is crushed or similarly injured 

between machinery moving parts or other objects, caught 
between rolling tubulars or objects being moved, crushed 
between a ship and a dock, or like incidents.

Company employee
Any person employed by and on the payroll of the report-

ing Company, including corporate and management per-
sonnel specifically involved in exploration and production. 
Persons employed under short-service contracts are included 
as Company employees provided they are paid directly by 
the Company.

Contractor
A ‘Contractor’ is defined as an individual or organisa-

tion performing work for the reporting company, following 
verbal or written agreement. ‘Sub-contractor’ is synony-
mous with ‘Contractor’.

Contractor employee
Any person employed by a Contractor or Contractor’s 

Sub-Contractor(s) who is directly involved in execution 
of prescribed work under a contract with the reporting 
Company.

Drilling
All exploration, appraisal and production drilling and 

workover as well as their administrative, engineering, con-
struction, materials supply and transportation aspects. It 
includes site preparation, rigging up and down and resto-
ration of the drilling site upon work completion. Drilling 
includes ALL exploration, appraisal and production drill-
ing.

Exploration
Geophysical, seismographic and geological operations, 

including their administrative and engineering aspects, 
construction, maintenance, materials supply, and transpor-
tation of personnel and equipment; excludes drilling.

Explosion or burn
Incident caused by burns, toxic gases, asphyxiation or 

other effects of fires and explosions. ‘Explosion’ means a 
rapid combustion, not an overpressure.

Fall
Incident caused by falling off, over or onto something.

Fatal accident rate (FAR)
The number of company/contractor fatalities per 

�00,000,000 (�00 million) hours worked.

Fatal incident rate (FIR)
The number of fatal incidents per �00,000,000 (�00 mil-

lion) hours. Incidents involving a third party fatality are 
included (since �998), provided they directly result from 
company or contractor operations. 

First aid case
Cases that are not sufficiently serious to be reported as 

medical treatment or more serious cases but nevertheless 
require minor first aid treatment, eg. dressing on a minor 
cut, removal of a splinter from a finger. First aid cases are not 
recordable incidents.

Hours worked
The actual ‘hours worked’ are recorded in the case of 

onshore operations. For offshore workers, the ‘hours worked’ 
are calculated on a �2 hours workday. Consequently average 
hours worked per year will vary from �600 to 2300 hours/
person (averaging 2000) depending upon the shift on/off 
ratio. Vacations and leaves are excluded.

Hours worked in year (000’s)
Hours are rounded to the nearest thousand.

Lost time injury (LTI)
A fatality or lost workday case. The number of LTIs is the 

sum of fatalities and lost workday cases.

Lost time injury frequency (LTIF)
The number of lost time injuries (fatalities + lost workday 

cases) incidents per �,000,000 hours worked.

Lost workday case (LWDC)
Any work related injury other than a fatal injury which 

results in a person being unfit for work on any day after the 
day of occurrence of the occupational injury. “Any day” 
includes rest days, weekend days, leave days, public holidays 
or days after ceasing employment.

Medical cause of death
This is the cause of death given on the death certificate. 

Where two types of causes are provided, such as “pulmo-
nary oedema” caused by “inhalation of hot gases from a 
fire”, both are recorded.

Medical treatment case (MTC)
Cases that are not severe enough to be reported as fatali-

ties or lost work day cases or restricted work day cases but 
are more severe than requiring simple first aid treatment.

Number of days unfit for work
The sum total of calendar days (consecutive or otherwise) 

after the days of the occupational injuries on which the 
employees involved were unfit for work and did not work.

Appendix E 
Glossary of terms
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Number of employees
Average number of full-time and part-time employees, cal-

culated on a full-time basis, during the reporting year.

Number of fatalities
The total number of Company’s employees and or 

Contractor’s employees who died as a result of an incident. 
‘Delayed’ deaths that occur after the incident are included if 
the deaths were a direct result of the incident. For example, 
if a fire killed one person outright, and a second died three 
weeks later from lung damage caused by the fire, both are 
reported.

Occupational injury
Any injury such as a cut, fracture, sprain, amputation, etc, 

which results from a work accident or from a single instan-
taneous exposure in the work environment. Conditions 
resulting from animal bites, such as insect or snake bites, 
and from one-time exposure to chemicals are considered to 
be injuries.

Offshore work
All activities and operations that take place at sea, includ-

ing major inland seas (eg. Caspian Sea) and other inland seas 
directly connecting with oceans. Includes transportation of 
people and equipment from shore to the offshore location 
either by vessel or helicopter. 

Onshore work
All activities and operations that take place within a land-

mass, including those in swamps, rivers and lakes. Activities 
in bays, in major inland seas, or in other inland seas directly 
connected to oceans are counted as offshore.

Other (as a category of work)
Major construction and fabrication activities and disas-

sembly, removal and disposal (decommissioning) at the 
end of the life of a facility. Includes factory construction of 
process plant, offshore installation, hook-up and commis-
sioning, and removal of redundant facilities. Also includes 
personnel and incidents that cannot naturally be assigned 
to exploration, drilling or production.

Production
Petroleum and natural gas producing operations, includ-

ing their administrative and engineering aspects, minor 
construction, repairs, maintenance and servicing, materi-

als supply, and transportation of personnel and equipment. 
It covers all mainstream production operations including 
wireline. It does not cover production drilling and worko-
ver.

Restricted workday case (RWDC)
Any work-related injury other than a fatality or lost work 

day case which results in a person being unfit for full per-
formance of the regular job on any day after the occupa-
tional injury. Work performed might be:

an assignment to a temporary job;
part-time work at the regular job;
continuation full-time in the regular job but not per-
forming all the usual duties of the job.

Where no meaningful restricted work is being performed, 
the incident is recorded as a lost workday case (LWDC).

Struck by
Incidents where injury results from being hit by moving 

equipment and machinery, or by flying or falling objects.

Total recordable incident rate (TRIR)
The number of recordable incidents (fatalities + lost work-

day cases + restricted workday cases + medical treatment 
cases) per �,000,000 hours worked.

Vehicle incident
Incidents involving motorised vehicles designed for trans-

porting people and goods over land, eg cars, buses, trucks. 
Pedestrians struck by a vehicle are classified as vehicle inci-
dents. Fatal incidents from a mobile crane would only be 
vehicle incidents if the crane were being moved between 
locations.

Water related
Incidents other than fatalities (drowning) in which water 

played a significant role.

Work-related injury
See occupational injury.

•
•
•
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Appendix F 
Contributing companies

The table below shows the size of the database in thousands of hours worked for each contributing company and 
whether reported data includes information on contractor statistics, breakdown by function, medical treatment 
cases, restricted workday cases, and days lost following lost workday and restricted workday cases. All company 
submissions include data on numbers of fatalities and lost workday cases.

Company Hours 
(‘000)

Contractor 
data

Data by 
function

MTCs RWDCs LWDC 
days

RWDC 
days

ADNOC 86,157 yes mostly yes yes yes yes

Agip	KCO 48,912 yes mostly yes yes yes no

Anadarko 12,397 no mostly yes mostly yes mostly

BG 43,067 yes mostly mostly mostly mostly mostly

BHP 11,082 yes mostly yes yes yes yes

BP 171,034 yes mostly mostly mostly no no

Cairn	Energy 10,986 yes no mostly partly partly no

Chevron 337,828 yes no mostly mostly mostly mostly

CNOOC 43,218 yes mostly yes no yes no

ConocoPhillips 116,545 yes no mostly mostly no no

Dolphin	Energy 62,474 yes yes mostly partly partly partly

DONG 376 yes yes yes yes yes yes

ENI 186,001 yes mostly yes yes mostly no

ExxonMobil 153,265 yes mostly mostly mostly no no

Gaz	de	France 4,884 yes mostly yes mostly yes mostly

Hess	Corporation 31,543 yes mostly yes yes yes yes

HOCOL 6,043 yes yes yes yes yes yes

Kuwait	Oil	Company 40,377 yes mostly yes no yes no

Maersk 13,566 yes mostly mostly mostly no no

Marathon 24,400 yes mostly yes yes no no

Nexen	Inc 27,981 yes mostly mostly mostly mostly no

Norsk	Hydro 10,270 yes no yes yes no no

Occidental 52,368 yes no yes mostly yes mostly

Oil	Search 10,538 yes mostly yes yes yes mostly

OMV 84,830 yes mostly mostly mostly mostly no

PDVSA 173,433 yes mostly no no yes no

Petro-Canada 15,515 yes mostly yes yes yes yes

Petrobras 178,551 yes yes yes yes yes no

Petronas	Carigali 37,204 yes mostly yes yes mostly mostly

Premier	Oil 3,175 yes mostly yes yes no no

PTTEP 12,671 yes mostly yes yes yes yes

Qatar	Petroleum 55,909 yes mostly yes yes yes yes

Repsol 89,266 yes mostly mostly mostly mostly mostly

Saudi	Aramco 28,321 no yes no yes yes yes

Shell 420,640 yes mostly mostly mostly mostly mostly

Statoil 44,371 yes mostly yes yes no no

TNK-BP 118,886 yes mostly mostly mostly mostly no

Total 143,646 yes mostly yes yes yes no

Tullow	Oil 6,106 yes mostly yes yes mostly mostly

Wintershall 7,991 yes mostly partly partly partly partly

Yemen	LNG 11,147 yes yes mostly mostly no no
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Appendix G 
Countries represented

 No. reporting Hours
Country companies (‘000)

Africa

Algeria	 12	 40,302
Angola	 6	 66,776
Benin	 1	 9
Cameroun	 3	 7,903
Chad	 1	 16,902
Congo	 2	 13,776
Egypt	 6	 36,623
Equatorial	Guinea	 3	 15,668
Ethiopia	 1	 579
Gabon	 5	 13,986
Guinea	Bissau	 1	 2
Ivory	Coast	 1	 91
Libya	 11	 39,316
Madagascar	 1	 48
Mauritiana	 1	 1
Morocco	 2	 71
Mozambique	 1	 81
Namibia	 1	 88
Nigeria	 8	 217,004
Sierra	Leone	 1	 1
South	Africa	 1	 107
Tunisia	 4	 4,312

Asia/Australasia

Australia	 8	 9,372
Bangladesh	 3	 18,699
Borneo	 1	 414
Brunei	 1	 21,975
China	 8	 71,668
India	 5	 14,665
Indonesia	 11	 194,133
Japan	 1	 14
Korea	 2	 375
Malaysia	 4	 51,294
Myanmar	 3	 5,117
New	Zealand	 2	 2,834
Pakistan	 8	 25,618
Papua	New	Guinea	 2	 9,666
Philippines	 1	 1,624
Singapore	 4	 156
South	Korea	 1	 5,774
Thailand	 5	 32,723
Vietnam	 4	 6,979

 No. reporting Hours
Country companies (‘000)

Europe

Albania	 1	 53
Austria	 1	 2,549
Bulgaria	 1	 12
Croatia	 1	 868
Denmark	 4	 9,917
Faroe	Islands	 1	 138
Finland	 1	 117
France	 1	 8,549
Germany	 4	 8,861
Ireland	 3	 854
Itay	 4	 5,476
Netherlands	 7	 20,851
Norway	 12	 69,113
Romania	 3	 73,963
Spain	 1	 1,197
UK	 20	 80,338

FSU

Azerbaijan	 5	 31,323
Kazakhstan	 8	 195,662
Russia	 10	 221,915
Turkmenistan	 2	 1,641
Uzbekistan	 1	 495

Middle East

Iran	 6	 15,212
Jordan	 2	 6
Kuwait	 6	 53,519
Oman	 3	 91,237
Qatar	 9	 124,448
Saudi	Arabia	 4	 34,595
Syria	 3	 2,190
UAE	 9	 98,651
Yemen	 6	 27,799

North America

Canada	 10	 74,499
Cuba	 1	 167
Mexico	 3	 1,958
USA	 14	 226,008

South America

Argentina	 7	 79,461
Bolivia	 4	 4,897
Brazil	 9	 181,466
Colombia	 7	 26,020
Ecuador	 3	 9,232
Peru	 2	 1,417
Surinam	 1	 6
Trinidad	&	Tobago	 7	 11,131
Venezuela	 10	 192,417

The tabulation shows the breakdown of reported hours worked in regions and countries. Also shown are the num-
bers of companies reporting data in each country. The table does not necessarily show all hours worked in the 
upstream petroleum sector in each country.



What is OGP?

The International Association of Oil & Gas Producers encompasses the world’s leading private 
and state-owned oil & gas companies, their national and regional associations, and major 
upstream contractors and suppliers.

Vision

To work on behalf of all the world’s upstream companies to promote responsible and 
profitable operations. 

Mission

To represent the interests of the upstream industry to international regulatory and legislative 
bodies.
To achieve continuous improvement in safety, health and environmental performance and 
in the engineering and operation of upstream ventures.
To promote awareness of Corporate Social Responsibility issues within the industry and 
among stakeholders.

Objectives

To improve understanding of the upstream oil and gas industry, its achievements and 
challenges and its views on pertinent issues.
To encourage international regulators and other parties to take account of the industry’s 
views in developing proposals that are effective and workable.
To become a more visible, accessible and effective source of information about the global 
industry, both externally and within member organisations.
To develop and disseminate best practices in safety, health and environmental performance 
and the engineering and operation of upstream ventures.
To improve the collection, analysis and dissemination of safety, health and environmental 
performance data.
To provide a forum for sharing experience and debating emerging issues.
To enhance the industry’s ability to influence by increasing the size and diversity of the 
membership.
To liaise with other industry associations to ensure consistent and effective approaches to 
common issues.

•

•

•

•

•

•

•

•

•

•
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