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Disclaimer: this safety moment is designed to prevent similar incidents occurring.  All guidance herein is 
provided in good faith and Step Change in Safety nor its member companies accept responsibility for any 
inaccuracies or omissions contained within this safety moment.

People will put up with 
what they’re given…



What happened?

• A driller was operating a top drive drilling unit. The design 
of which required him to use all four limbs.

• There was a stand of drill pipe clamped in the slips, and 
the top drive was raised and held on the brake. 

• The driller saw a roughneck step into a hazardous area of 
the rig floor and reached for the microphone to tell the 
roughneck to step back. 

What could go wrong?



What went wrong?

• As he reached for the microphone, 
he slightly released pressure on the 
brake

• The top drive descended, bending 
the drill pipe which fortunately did 
not spring out 

• A 27kg pipe-guide fell 90 feet to the 
floor, narrowly avoiding the 
roughneck



Why did things go wrong?

• To communicate, the driller had to lean 

towards the microphone, use his left 

knee to operate the talk-back system, 

use his right foot on the manual brake, 

whilst still trying to maintain control of 

the top-drive using both hands 
• The brake system design was counter-intuitive and known to 

be difficult to operate
• Over time, more equipment was added and controls were 

placed wherever they could fit without considering how 
they would be operated



• Equipment design: inadequate initial design – unsafe/inefficient 

operations leading to creeping changes

• Management of incremental change: design, procedures, competence, 

unintended consequences. Were safety and human factors sufficiently 

considered during this change?

• Recognising risk and raising concerns: routine task although system was 

known to be difficult to operate. ‘Can do’ attitude - driller nor observers 

raised concerns

Barriers which failed resulting in this incident 

Everyone has the ability to manage at 
least one of these barriers



What can we learn from this?

• Any change can have consequences. Consider if changes in your workplace have 
impacted safe working

• Speak up if equipment or processes are difficult to use.  Identify workarounds and 
don’t accept them

• Routine tasks can still be hazardous and people become normalised to risks. 
Challenge yourself and others

What will you discuss in your teams to address these issues?



What are Human and Organisational Factors 



What are Human and Organisational Factors 

HF refers to all of those things that could 
affect human performance in a task. The 
word ergonomics is used to describe
broadly the same subject.
“…environmental, organisational and job 
factors, and human and individual 
characteristics which influence behaviour at 
work. Careful consideration of human factors 
can improve health and safety by reducing 
the number of accidents and
cases of ill-health at work.”



What are Human and Organisational Factors

HF refers “…environmental, 
organisational and job factors, and 
human and individual 
characteristics which influence 
behaviour at work in a way which 
can affect health and safety.”
Human factors covers a huge range 
of topics which can be grouped 
under three key headings:



Human and Organisational Factors 

July 6th 1988
Hydrocarbon vapour cloud exploded after the overfilling and overheating of Raffinate Splitter Tower
167 dead
61 survivors



Human and Organisational Factors

September 25th 1998
Hydrocarbon vapour cloud exploded after a rupture in a heat exchanger caused by pumping hot fuel into a cold 
vessel.
2 dead
8 injured



Human and Organisational Factors 

March 23rd 2005
Hydrocarbon vapour cloud exploded after the overfilling and overheating of Raffinate Splitter Tower
15 dead
170 injured



The Human Contribution

‘Rather than being the main instigators of an accident, 
operators tend to be the inheritors of system defects
created by poor design, incorrect installation, faulty 

maintenance and bad management decisions. 







• Fatigue
• Training & Competence
• Behavioural Safety
• Supervision

• Risk Assessment
• Procedures
• Maintenance, Inspection, Testing 
• Managing Human Failures

• Safety Critical Communications
• HF In Design
• Staffing Levels and Workload
• Organisational Change

• Incident Investigation
• Contractor Interfaces
• Learning Organisation
• Leadership



Fatigue



Improvement Areas



Comments

‘Normally fatigue is not an issue within the company, but during heavy workload 
periods such as rig moves this does become a factor and is not readily addressed.’

‘I have never been made aware of any fatigue policy offshore ever!! I have never had 
any training on the effects of tiredness’

‘Although there is not a specific Fatigue policy document, fatigue is recognised as a 
hazard and therefore captured in our risk assessment process. Offshore are guided by 
the Shift pattern guidance from step change. Onshore has HR policies on working hours 
etc but not specifically fatigue’



Training and Competence 



Improvement areas



Comments

‘Training and competency checks are largely focused at the offshore workforce and not 
the onshore support staff.’

‘We are not confident in answering no to a job that we do not feel competent in doing 
as we are made to feel like we have to do the job and get it done’

‘The majority of training courses that I have attended have not been that useful, its 
from my initial training before joining the company that I use. The computer based 
training I feel is not effective.’



Behavioural Safety



Improvement areas



Comments

‘Safety issues are resolved faster when they affect production. Other issues that do not 
are not seen as priority’

‘No formal training given about stopping the job. I take previous experience and 
common sense to be able to work safely. Management tell us to stop the job if 
needed.....but kick up a stink and start an investigation if you do. Big feeling amongst 
the crew that we're being told what we have to be told as a front from above, with the 
assumption that we just get on with it as best we can if anything happens. Huge sense 
of "just deal with it". No motivation to complete safety cards....just occasional 
messages from the office to get us to keep up the statistics because it looks good to the 
client.’



Supervision



Improvement Areas



Comments
‘I understand if I try to telephone my immediate supervision team, they will endeavour 
to try to deal with any issue raised. However, I find they are not always contactable. 
Also, I do not feel there is an atmosphere of 'open door' policy regarding field crew 
when visiting the office.’

‘Many supervisors are approachable and helpful. However some are poor man 
mangers with terrible attitudes towards the workforce. Some prevent myself getting 
the job done in time.’

‘Poor communication and inter personal skills are the biggest failings in all of X’s 
leadership - the 'them' and 'us' divide is huge and morale has suffered as a result. 
Promotion of the ambitious and rewarding failure rather than promoting those based 
on competence and ability is the model most people see.’



Recent inspections findings

• Relatively small number of inspections to draw upon

• Some companies making significant progress in safety 

critical task identification

• Some companies have, or are developing their own HF 

technical competence

However……



Inspection Findings: Human Factors in Risk 

Assessment

• Overreliance on external expertise – Intelligent customer capability

• One off, poorly integrated in MAH risk assessment – resource 

intensive, not revisited, think about the process

• Tasks not sufficiently broken down or guidewords not 

systematically applied

• HRA on “high” criticality operational task only – Review medium 

criticality tasks, and a range of tasks (e.g. maintenance, drilling, 

marine, emergency response)

• Hierarchy of control not applied – Do not restrict recommendations 

to more/better procedures, training and competence


