Learning From Incidents?

Inspiring Proposed Improvements?

Aaron Buckelton & Thomas Koester



From fixing to learning

- learning from incidents and inspiring proposed improvements

« This presentation explores how organizations can shift from isolated fixes to generic

learning by analyzing real-world incidents and involving frontline workers.

« Using examples from offshore operations, it highlights systemic factors behind failures and

the importance of understanding human and organizational performance principles.

« Attendees will gain insights into designing processes and equipment that set people up for

success, thereby reducing repeat events and enhancing safety culture.
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How do you learn from incident

reporting in other industries?
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Nobles Incident Investigation process



Initial Notification and Immediate Actions

Dropped Object - Power Service Loop on Main TDX Dropped to the Drill Floor

Location: Date:
Noble Faye Kozack (NFK) Sunday, November 9, 2025 at 9:58 AM

What Happened:

After releasing THRT, elevators had to be swapped between 5-7/8 DP and 6- 5/8 DPR.

e Driller stopped to link tilt levators to avoid contact with umbilical. Floorman stepped out into the Red Zone and observed
elevators were not in position for replacement then exited the Red Zone.

e After the Floorman exited the Red Zone, the Driller prepared to slack off Main TDX but observed the Service Loop fall
from the Derrick and struck Floorman’s shin after contacting the Floor.

e Floorman was evaluated and later released to full duty.

Immediate Actions taken onboard:

O perations were stopped immediately, and the area was secured.
IP was escorted to the hospital for evaluation.

Client and Onshore Management notified.

Safety Stand Down was held with the crew.
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Example 1:
Tong push arm (TPA) base plate
dropped from samson post



(NGBLE)
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One Pager no.: Synergi ref.: 2499497
NGBLE

] Proposed Improvement E]Technical
[X] Accident EIHse

Knowledge Transfer

D Unsafe act/condition

Location: Maersk Resilient Date: 07.08.2021 Title: Tong Push Arm Base plate dropped from Samson post

Facts (What happened)

Tong pusher base plate situated on top of samson post came
loose and fell to the rig floor when the extension cylinder grip
was being adjusted.

Barriers affected

Plant /Equipment/Technical
1 Safe securing of equipment at height

2 Safe securing of eqpt subject to forces

Personnel were not in immediate vicinity of the dropped base
plate.

@rocesses/Operat-onal
1 MoC?

2 Instaliation procedures

Causes (Why did it happen)

Being investigated, bul it appears that an incorrect size bolt
was Installed to secure the base plate to the samson post

[_People/Organisational
1
2

Investigation required
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Specific recommendations (1/2)

e Update the [DOCUMENT NAME] of Third Party Equipment and Personnel Including Interface
to Adjacent Platforms with clear indication that it needs to be filled and signed off for all
equipment that should be installed and/or connected on the rig including mechanicg
connections like bolting. (the way checklist is designed somehow suggests that it
only to SECE and equipment requiring power/air/network access).

Equipment
specific

e Develop CoW Templates for Installation of TPA on the samson post and adjustment of TPA

e Develop a method to ensure that it is a verified M24 bolt and travel “attached” to the base
plate for the TPA e.g., using a retainer ring on the M24 bolt when inserted in the bracket. Equipment

e Develop a method to ensure that it is torqued to required torque according to specific

[MANUFACTURER's] International torque specifications with the usg gaborque
wrench, Process

e Update [MANUFACTURER's] International risk assessment to co specific

torque value, method, and equipment.



Specific recommendations (2/2)

[MANUFACTURER] are reviewing their incoming goods process to

Equipment ,
specific ’ Equipment

[MANUFACTURER] to include measurements of the TPA distance GUTII , specific

the way it was done during the incident.

Update Drilling Department casing equipment inspection Process checklist with verification of correct installation
of the TPA.

[MANUFACTURER]: Evaluate if the base plate can be re-designed so it will stay in place if the bolt fails or not
installed correctl is not visible once installed).

[MANUF4 Equipment check the size of the bolt by using a ‘bolt size template’ as below. This would
ensure specific 2ing used.

For the Torque Master: (a) evaluate the Torque Master as a technolg Equipment A p the type of
operations for which [COMPANY NAME] would accept the use of t specific g/Tubing connections.
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Broad recommendations

e Implement verification of following the process for equipment not using power/utility
connections e.g. as a focus in Self Verifications.

e [MANUFACTURER]: Evaluate the complete design of the TPA, e.g., look for solutions to Equipmgnt
minimize rig-up/rig-down of the equipment. specific

e Evaluate how to minimize number of actions done offshore and do as much as possible on
shore when preparing equipment. This is to support correct installation first time and
minimize need for adjustments when equipment is already installed and in position, e.g., at
heights where there could be a risk of dropped objects.

Potentially

generic




What can we learn from the incident apart from
what is related to the specific piece of equipment
and the specific bolt?



What about sizes of other bolts, pipes, tools, pieces
of equipment etc.?



What about other similar processes?



Could something similar have happened in a
hospital?



l

L e




Example 2:
Unintended release of Telescopic Joint
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Figure 2.9 - Collet Connector with transparent covers

Excerpt from Operational Manual

Distribution manifold in the moon pool




Connections
The following connections can be found on the Collet Connector.

Figure 2.11 - Connections on the Collet Connector

N&BLE



Figure 2.9 - Collet Connector with transparent covers

Excerpt from Operational Manual

Photo from T) showing the reversed tubing




TJ #1

TJ#2

Manual (Drawing)

Left N12 = lock
Right N13 = unlock

Left N12 = lock
Right N13 = unlock

Physical piping

Left= unlock

Left = unlock

Right = lock Right = lock
Plate label Left = N12 N/A
Right = N13
Painted label N/A After the incident

Left = unlock
Right = lock

Left/right in the table refers to the position of the fitting on the collet collector.



What can we learn from the incident apart from
what is related to the specific Telescopic Joint?



Could something
similar have
happenedin a
hospital?




Could something similar happen again but with
different equipment on a drilling rig?



Example 3: NSL
Blackout & ESD



NSL Blackout & ESD

Cabinet Correct Cabinet for PM
Functioned




Corrective Actions

Equipment Identification Needs Improvement

Action: Upgrade labels, signage, and color-coding on panels, switches, and equipment to ensure clear
identification.

Hierarchy: Engineering controls / Administrative controls

Instruction Needs Improvement

Action: Develop and distribute detailed, easy-to-understand written procedures and instructions for all
maintenance activities,

Hierarchy: Administrative controls

Labels Need Improvement

Action: Conduct a comprehensive labeling audit; replace or add labels and signage on all critical
controls and panels.

Hierarchy: Engineering controls

Arrangement / Placement Needs Improvement

Action: Redesign or reorganize equipment layout and placement to minimize operational errors and
improve accessibility.

Hierarchy: Engineering controls

No Preparation

Action: Enforce pre-job hazard assessments and planning, including hazard identification checklists and
risk assessments before work.

Hierarchy: Administrative controls

Work Package / Permit Needs Improvement

Action: Implement a formal Permit to Work (PTW) system and enforce its use for all maintenance
activities, especially on safety-critical equipment.

Hierarchy: Administrative controls

Pre-Job Briefing Needs Improvement

Action: Mandate structured pre-job briefings (e.g., toolbox talks) to discuss hazards, roles, and controls
before starting work.

Hierarchy: Administrative controls

Walk-Through Needs Improvement
Action: Establish mandatory pre-task walk-throughs to verify hazards, controls. and equipment status.
Hierarchy: Administrative controls

Team Selection Needs Improvement

Action: Review and update qualification and competency requirements for maintenance teams; assign
only qualified personnel.

Hierarchy: Administrative controls

Crew Teamwork Needs Improvement

Action: Conduct team-building exercises and communication skills training: promote a safety-first
culture emphasizing teamwork. Reach group will be mobilized to coach crews on gaps identified from
initial assessment from Stanley Lafosse Team.

Hierarchy: Administrative controls



What can we learn from the incident apart from
what is related to the specific control panels?



3000ft view of our working conditions






Lesson Flow
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Welcome Aaron Buckleton =

You are logged in with Team Member privileges

You are currently connected to the Rig Operations team

My Teams:

Default  Name /

Rig Improvement

V] Rig Operations

(Select to set your default team and reload application)

Email Settings

Configure your notification settings here:

Preferences related to lessons you are following.

Email alert

Frequency: :Immediately || Daily| | Weekly | | Nao Email |

Preferences related to action based emails:

Enable Action Emails



Measuring its Success?



The Improvement




Shared learnings for others to implement

Did we have similar proposed improvements
submitted to this after the information was
shared?



2079 -1 WEIGHTS
TARE 6500KG
PAYLOAD 18400KG
MGW 25000K
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Working at Height Procedure
Document # HSE 7150.0_G

5.1.4

Lanyards Only lanyards equipped with a shock absorber(s)
shall be utilized at Noble locations. Double lanyards shall
be used as necessary to maintain 100% tie off. Note: ANSI
standards will only allow lanyards to achieve a weight
capacity of 310 Ib.; CFR 1926.502 allowing capacity to
extend up to 420 Ib. Manufacturers make a variety of
lanyards that are tested up to this increased weight
capacity. It is recommended that all rigs carry some of
these increased-capacity lanyards in the event one is
required.




Noble Peak

Co-Creator Solution

Current
Only lanyards equipped with a shock absorber(s) shall be
utilized at Noble locations.

Changed to

Working at height lanyards that restrict falls may be used
at all Noble locations. When there is the possibility of
falling, only lanyards equipped with a shock absorber(s)

shall be utilized at Noble locations é
HIERA 1«‘(‘;‘_1 Y (JL
FALL PROTECTION
Restrictive lanyards such as Nanolocks

may be considered to be used




Shared learnings for others to implement

Did we have similar proposed improvements
submitted to this after the information was
shared?



Both of these improvements have been incidents
before

People falling off tanks
people being hurt in the red zone...

When we investigate the incident, we found root
causes and ‘fixed them’

However similar incidents happened again.

The proposed improvements and lessons learnt
programs come from the frontline to improve they're
over all working conditions which usually addresses
the 3000ft Overview of how to add capacity to their
spaces.



Feel free to reach out!

Thomas Koester

Senior Human Factors Specialist

+45 43 25 07 00
humanfactors@forcetechnology.com
forcetechnology.com

== [TECHNOLOGY
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