Just live it

High Potential Near Miss with
- Lessons Learned

Adam Mooney, Operations Manager
Schlumberger Wireline

March 10t 2005

Schiumbepgep



Agenda

Incident and root cause
Actions and Lessons Learned
Managing Alertness

Addressing Behavior factors
— Empowerment and Accountability

Progressive Accountablility Guidelines

Schlumberger



Schematic # 1

Cable Near-miss

Monkey Board (One Man There)

Top drive (One Man There)

Immediate Causes:

1. Contact / Exposure:
 Fellto Lower Level

2. Substandard Practices
e Failure to secure

* Improper Placement ~ Schematic #2

Root Causes:

1. Personal Factors
 Lack of Knowledge
e Stress - Awareness
2. Job Factors

 |nadequate Leadership /
supervision

« Inadequate work standards

Monkey Board (One Man There)

Top drive (One Man There)

/ Vi
R

FPIT Head The cable came down from top sheave & fell on to rig floor
(PEH-L) here narrowly missing one of our operators.




Remedial Actions

1
{

Just live it

Addressing Awareness
e Develop Lesson Learnt and distribute to all operating crews

e Share Lesson Learnt with Drilling Community via SLB Drill Safe
Committee Member

Review JSAs for "Standard" and "Non-Standard" Operations
Share Investigation results, Incident Analysis with Rig OIM

Present Circadian Rhythm to OMV, Rig OIM, Rig personnel &
refresher to SLB employees

Rollout of “We are Each Accountable” initiative across region
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SAFETY ALERT .

“High Potential Risk” from a cable free-falling to rig floor

Incident Summary:

On Dec 18, 2004 at 4:45, and when passing FPIT head through the Top Drive, there was excessive slack on rig floor that was not spooled
back to the unit. As the head was having a controlled descent to the rig floor, all of the cable slack was picked up from the rig floor, but
some slack existed between the top drive and the upper sheave wheel as per schematic below. This caused imbalance of cable weight at
both sides of the upper sheave, that resulted in the cable moving backwards towards the unit {as per arrows). The rig-crew member, who
was stationed on the monkey hoard, could not prevent the cable from moving and was lightly struck by the cable as it made an uncontrolled
descent, free-falling, to the rig floor. The cable missed a SLB operator, who was standing on the rig floor.

No one was injured but incident had Major potential.

id (One Man There)

o & fell on to ri: floor

Immediate Causes: Basic Causes:
Substandard Conditions Substandard Job/Personal factors
1. Exposure: 1. Personal Factors
v Fell to Lower Level o Lack o Knowledge
2. Substandard Practices o Stress
o Failure to secure 2. Job Factors
o Improper Placement o Inadequate leadership/supervision
o |nadequate work standards

Lack of Control
Are The KEY to Prevention o Design and Planning

o Risk Management

Suggestions for Improvement

Lack of risk identification and lack of judgment of cable weight imbalance at the two sides of the sheave could have led to a
major accident.

JSA review by SLB Field Engineer and the crew is critical to the safety of the operation, where operational activities are
discussed, potential associated risks are explored and mitigation measures shared.

For more details, please find in QUEST Report No. 20041722124215

Alert No. Applicability Issued by Approved by Date

All Adam Mooney QOdd Oeen 1-Jan-2005
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Fatigue Related Human Error

and Circadian Rhythm
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Just live it

Peak
Alerthess

Slightly
Impaired

Reduced
Alerthess

Dangerously
Drowsy
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Human Alertness

Desired On-Duty Operating Range

|
\

Just live it

Peak
Alertness

Emergency
Flight or
Flight
Response

High Level
Vigilance

Focused
Attention

on Single
Display

Low Level
Vigilance

Intermittent
Monitoring
Multiple
Displays

Cognitive
Processing

Internal
Reasoning
and
Computation

Day
Dreaming

Internal
Processing
of Non-work
Related
Material

Automatic
Behavior
Syndrome

Routine Task
Performance
Without
Related
Cognitive
Processing

Nodding
Off

Intermittent
Lapses
into
Stage 1
Sleep

Total
Inactivation
Slow Wave

+ REM Sleep

Total
Inactivation
Slow Wave

+ REM

Sleep

Actual On-Duty Operating Range in Continuous Round-the-Clock Operations

« Take a prework nap

 Manage points of low alertnesse

e Vary routine of the job

« Manage breaks

Manage environment

« Manage nutritional intakechlumherger



Behavior, Accountability, Empowerment

Incident Frequency

A

Reduction /
through

TRADITIONAL
QHSE

Just live it

- Warning signs

- Training

- Inspections / Maintenance plans

- Regulatory compliance

- Incident reporting / investigations

- Performance Analysis
- Refresher training
- Auditing

PROGR - Change Management process
K / - Human Behavioural

Reduction through Implications
addition of TODA - Procedural compliance

ADVANCED APPRQACHES Y - Obligation to intervene
WITH SUPPORTING - Empowerment to stop the job

SYSTEMS
Reduction through further

addition of MODERN
APPROAC

Time - Maturity of QHSE Approach
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Progressive Accountability Guidelines

Progressive accountability guidelines =———io'vc it

[ Nonconformance event ]

A 4

Were actions as

\Were procedures
intended?

Selection, training,
knowingly

System
or experience Vi ty & corrections and
violated? defective? training required
Restart W
ere procedures
model Were results X
for

s intendad? Py . clear, appropriate,
supervisor

System-

induced
and practical? violation
Yes
Action due to Was person
|—> coercion from Yes employee Humzr:rct?fsed
other people? supervisor?

Intended

i Retraining,
violation '

coaching, and
Repeat offense or

_ A verbal warning
A & First
malevolent act offense »

Dismissal Disciplinary action®
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