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Drilling Program 2 (DP2) 2007/08 - “Site Verification”

• Data acquisition to:

• Reduce subsurface uncertainties to acceptable level

• Quantify storage & injection potential

• Optimise the storage implementation plan

• Test monitoring and verification technology

What is ZeroGen’s CSS Program

Identify & Assess Select Define Execute Operate

2008 2009 – 201120072006

Storage Site Identification Storage Site Confirmation 

CO2 Base Line MonitoringField Injection Plan

Power Plant FEED

DP-1                                     DP-2



Near Miss Incident Description

• Where: Hunt Rig 3, Arcturus
Downs, Springsure, QLD

• When: 5th June 2006

• What: Dropped Blocks onto Rig 
Floor

• Significance: Potential fatality or 
serious injury if someone had been 
struck by falling block or wire.

• Investigation Team: Phil Harrick 
and Andy Urdevics



What Happened….
• Bridle lines had been hung and unhooked and activity proceeded to 

lowing the blocks to the floor.  
• At the top of the A-legs Driller heard a loud noise and noticed the drill 

line leaving the drum at a rapid pace.  
• Driller realised there was no way of pulling the blocks up and ducked 

for cover, yelled to “get out of there” and ran into the dog house.  
• Driller and two other hands that were working in the doghouse, left 

the floor at the earliest safe moment.  



Two crew members working in dog house

Driller standing at 
control panel

Dropped blocks

What could have happened…..



Crew mustered, incident scene made safe, investigation started.~15205/6/06

Drill line parts from drawworks drum and blocks fall to rig floor from ~ 20 feet.15185/6/06

Driller 2 begins to lower blocks to allow swivel to be attached15155/6/06

Driller 2 instructs Motorman to put swivel on catwalk  to be lifted to rig floor15105/6/06

Driller 2 instructs two derrickmen to put on harnesses in preparation for ascending 
derrick to loosen standpipe clamps

~1505~15105/6/06

Driller 1 goes for smoke~1505 hrs5/6/06

Discussion between Driller 1 and 2 on activities to be carried out 1500 hrs5/6/06

Hanging of bridle lines and other rig up activities. 
Toolpusher involved in visitor and other 3rd party site inductions

1400 -1500 hrs5/6/06

New Drilling Crew comes on shift to assist existing shift1400 hrs5/6/06

Mast Raised into positionam5/6/06

Drill line was spooled on to the draw works drum4/6/06

Drill line was installed on the deadline anchor30/5/06

Drill line spooled in the blocks and derrick27-28/5/06

EventTimeDate

Sequence of Events



Why it happened…..

And how it has been corrected 



Generic Root Causes

• Personnel Experience and Training

• Resource Levels

• Documentation



Mast Raising 
procedure 

actually a JSA

Reeving procedure used 
but no set Number of 

wraps for new or used or 
recorded

Mast Raised and 
secured 4/6/06

Take Bridle line off and 
secure 5/6/06 AM

New line spooled onto drum 
by Toolpusher 1 4/6/06

Potential for 
different 

interpretation by 
different 

Toolpushers

Unsure how many 
wraps on drum

Two Toolpushers
on site

Mast Raising 
Procedure 

used

Old line 
insufficient length 

remaining

Procedure 
used

Lowering of Blocks 
part of this procedure 

but not completed

Procedure actually a JSA 
& does not specify 

number of wraps req’d on 
drum

Toolpusher 2 did 
not return to 

observe supervise 
lowering of blocks

Driller 2 did not call 
Toolpusher 1 prior to 

lowering of blocks

Inductions taking 
place 3rd Party 

Contractors onsite/ 
crew change

Driller not aware 
Toolpusher reqd/

Not aware of critical 
nature of taskInexperienced 

personnel/Lack 
of Training in 

Task Criticality

Dropped Block Near Miss Investigation SnapCharTTM

Reeving procedure 
actually a JSA

No clear 
hierarchy of 
command 

structure during 
rig up phase

Events

Conditions

Causal Factors



Incident 
5/6/06 1518 hrs 

Drill line breaks &
Blocks dropped to 

Rig Floor

Driller 2 begins 
lowering blocks

Driller 2 starts 
work on brake

5/6/06 PM
Smoko Break

Splitting of 
Critical 
Task

Driller 1 on 
Smoko Driller 2 not aware 

of reqd number of 
wraps on drum or 
how to recognise 

lack 

No-one 
injured

No one on Rig 
Floor at time

Other personnel in 
Doghouse doing 

other duties

No clear written rule 
on who can be on floor 

during Critical 
Activities with high risk 

of dropped objects

Dropped Block Near Miss Investigation SnapCharTTM

Splitting 
of Critical 
Task by 

time

Splitting of 
Critical 
Task by 
person

Inexperienced 
Drilling 

personnel

Events

Conditions

Muster 
sounded

Causal Factors



Corrective Actions

• Specific procedures developed
• Toolpusher to be present during slipping cutting and raising/lowering 

derrick

• Numbers to be minimised around the rig floor during periods of high 
dropped objects risk

• Number of wraps recorded in procedure

• Plaque attached to draw works indicating minimum number of wraps to 
be maintained

• A toolbox meeting and revised PTW is to be carried out if task resumed 
over period of time has elapsed or work party changed

• All critical tasks such as rigging up, were done under PTW system & 
included a JSA

• AGR site induction adapted to include a statement that 3rd party inductions 
and interactions are not to interfere with rig activity

• Safety Alert issued



Thank-you for your time

QUESTIONS? 







Revised procedure states requirement for 
Toolpusher to be present during lowering 
of the blocks

Procedure unclear 
on requirement for 
Toolpusher present

ProceduresToolpusher did not 
supervise lowering 
of blocks

Procedure revised with rig up procedures broken 
down into logical steps. 
Train drillers to be aware of tasks that have high 
risk and require presence of Toolpusher*

Task not analysedTrainingDriller did not call 
Toolpusher back to 
Rig Floor for 
lowering of blocks

PTW system and signoff checklists associated 
with controlled procedures were used to ensure 
clear instructions were used and understood. 
JSAs reviewed by both AGR rep and Hunt prior 
to signing PTWs

Communication 
System needs 
improvement

Communica
tion

Statement that 3rd party inductions and 
interactions is not to interfer with rig procedures 
a permanent part of AGR site induction

Prioritasation of 
Toolpusher’s tasks 
unclear

Procedures

All critical task jobs to have job pre-briefing on 
key components and hazards*

Job Pre-briefing 
Needs improvement

Work 
Direction

All critical tasks such as rigging up, were done 
under PTW system & included a JSA which 
was reviewed by Hunt and AGR

Permit not usedWork 
Direction

Procedures to be documented separately to 
JSA.*

No clear distinction 
between JSA’s and 
procedures

Procedures

Specific procedures developed for rig up and 
reeving that allows for spooling on of new or 
used lines that specifies minimum number of 
wraps

No specific 
procedure

ProceduresReeving Procedure 
used but no set 
number of wraps

Corrective ActionsRoot CausesCause 
Category

Causal Factors



Corrective ActionsRoot CausesCause 
Category

Causal Factors

Note it is common rig practice for personnel 
numbers to be minimised around the rig floor 
during periods of high dropped objects risk. 
Revised procedure states which personnel are 
allowed in hazardous areas during activity.

No procedureProceduresNo clear written 
rule on who can be 
on floor during 
Critical Activities

Minimum wraps identified in revised procedure
Advisory notices include minimum wraps

Task Not AnalysedTrainingDriller not aware of 
how to recognise
lack of wraps

Minimum wraps measured when mast laid down.  
Plaque attached to drum indicating required 
minimum number of wraps to be maintained

No labeling on 
drawworks drum to 
indicate minimum 
number of wraps

Human 
Engineering

New Drillers were shown how to recognise
required number of wraps. 
Advisory notice issued for safety boards

Walkthrough needs 
improvement

Work 
Direction

Drillers to be trained in procedure*
Procedure update issued

TrainingTraining

Revised procedure states required number of 
wraps

No procedureProceduresDriller nor aware of 
required number of 
wraps

Critical tasks are to be carried out by one person 
over one shift or handover between personnel is 
carried out if task is split
A toolbox meeting is to be carried out if task 
resumed over period of time has elapsed*

Bridle Line 
Procedure not clear 
on requirement for 
Toolpusher to be 
present

ProceduresSplitting of Critical 
Task of Securing 
Bridle procedure 
and lowering of 
blocks 


