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Where do I come from? 

 Most of you come from 

environment similar to 

this 

 Academic research 

helps me to better 

understand what I can 

do in my day-to-day 

work and to improve the 

way I act 

 But usage might be 

somehow different…. 
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Where do I work today? 
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What am I working on? 

On 20 April 2010, while drilling at the Macondo Prospect, an explosion on the rig caused by a blowout killed 11 crewmen  

and ignited a fireball visible from 56 km away. The resulting fire could not be extinguished and, on 22 April 2010,  

Deepwater Horizon sank, leaving the well gushing at the seabed and causing the largest offshore oil spill in U.S. history. 

The resultant oil spill continued until 15 July when it was temporarily closed by a cap.Relief wells were used to  

permanently seal the well, which was declared "effectively dead" on 19 September 2010. 

//upload.wikimedia.org/wikipedia/en/e/e0/Deepwater_Horizon.jpg
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Ensure the obvious 

1. Permit to work 

2. Energy isolation 

3. Ground disturbance 

4. Confined space entry 

5. Working at heights 

6. Lifting operations 

7. Driving safety 

8. Management of change 
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Organizational Changes 

 It was recognized that – even though 

standards were in place everywhere – no 

global standard existed 

 

 Expert knowledge was spread all over 

the globe, but not centrally consolidated 

and used 

 

 Therefore a Global Wells Organisation 

was implemented, with a strong link to 

the organisations safety and operational 

risk department 

 

 To speed up innovation, new 

technologies are made available to other 

organisations  

 

 There is a strong will on all management 

levels to share and improve, open minded 
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Lessons Learned 

 A thorough and detailed lessons 

learned analysis has been 

performed, to understand what 

led to the incident and how 

incidents like this and similar 

incidents can be avoided 

 The lessons learned have been 

published 

 The recommendations from the 

lessons learned have been 

implemented in all Exploration 

and Production Regions 

 The sustainability of the 

implementation is regularly 

audited 
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Global Alignment – where can it happen? 

QC 

QC 

QC 

QC 

QC 

QC 

QC 

QC 

QC 

QC 

QC 
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Global Rollout 

 If a quality control is useful 

somewhere, it is assumed, 

that it is useful everywhere, 

where a similar product is 

produced, transported or 

sold in a similar way 

 

 If a quality control is not in 

place, it has either to be 

explained, why this control 

does not provide safety 

benefits, or it has to be 

implemented 

 

 Competing quality controls 

(targeting for the same 

result) contribute to quality 

efficiency 
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Other examples – Dharan Missile Failure 

On February 25, 1991, a Patriot missile defense system 

operating at Dhahran, Saudi Arabia, during Operation 

Desert Storm failed to track and intercept an incoming 

Scud. This Scud subsequently hit an Army barracks, killing 

28 Americans. - General Accounting Office Report 

Number B-247094 

The Patriot battery at Dhahran failed to track and intercept the Scud missile because of 

 a software problem in the system's weapons control computer. This problem led to an  

inaccurate tracking calculation that became worse the longer the system operated. At  

the time of the incident, the battery had been operating continuously for over 100 hours.  

By then, the inaccuracy was serious enough to cause the system to look in the wrong place  

for the incoming Scud.  

 

The Patriot had never before been used to defend against Scud missiles nor was it expected  

to operate continuously for long periods of time. Two weeks before the incident, Army officials  

received Israeli data indicating some loss in accuracy after the system had been running for  

8 consecutive hours. Consequently, Army officials modified the software to improve the  

system's accuracy. However, the modified software did not reach Dhahran until  

February 26, 1991--the day after the Scud incident. 

 

http://www.fas.org/spp/starwars/gao/im92026.htm 
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The Challenge 

 All Knowledge Management and Learning activities have 

been reactive 

 Driven by an incident 

 Collected from existing resources 

 

 Most major incidents are „unexpected“ 



12 

!!!!! 

!!! 

Pattern 

 Possible Elements 

 Maturity of staff 

 Experience of staff 

 Cultural background 

 Region 

 Weather conditions 

 Work done before / planned after 

 Personal „heat map“ 

 

 

 To identify training need, intervention requirements, process and 

procedure changes 
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Silverback 

 Silverbacks are typically more than 12 years of age 

 

 named for the distinctive patch of silver hair on 

their back which comes with maturity 

 

 have large canine teeth which also come with 

maturity 

 

 Without a silverback to protect them, the infants 

will likely fall victim to infanticide 

 

 The silverback is the center of the troop's attention, 

making all the decisions, mediating conflicts, 

determining the movements of the group, leading 

the others to feeding sites and taking responsibility 

for the safety and well-being of the troop 
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FMEA 

Source: Wikipedia 
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Expect the unexpected 

No  

Information 

Unknown 

unknows 

Some 

Information 

Known 

unknowns 

Full 

Information 

Known 

knowns 

Risk & Knowledge Management Size 

Every 3rd year, we have a fatal or life-

endangering incident during maintenance. 

What are you doing, that this year is not 

your year?  
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CAREFUL GOOD ACCEPTABLE INTERVENE 

Sense 

How do you feel today? 

Terrific! I‘m fine So-so Don‘t ask 
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Make people talk to each other 

 Bring the right people together 

 Give them time to talk 

 Give them topics to discuss 

 Record everything 

 Play back the recording 

 Let them evaluate their discussion 

 Evaluate the discussion externally 

 Publish results 
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Must Do‘s 

 Discipline 

 „Hold the handrail“ 

 

 Have to be informed 

 Can‘t proceed in process without having received and digested 

information 

 Measures to eliminate circumvention 

 

 Have to share 

 Lessons and experience 
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Don‘t overengineer 

 The major finding so far is that 

strategies and tools are in 

place – but not properly used 

 

 As long as nothing happened, 

nobody is interested in 

delivering knowledge & 

learnings or using them to 

improve the own situation 

 

 Incentives 



20 

THANK YOU FOR YOUR ATTENTION! 

Enjoy 

Digital 

World 

2013 


