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SECTION FOUR: THE FUTURE

Chapter 16
Offshore and Onshore Safety Regimes

Introduction

16.1 In this chapter I will give by way of background to the following chapters a
brief outline of the existing UK offshore safety regime and, since comparison with
them has been of assistance to me, the UK onshore safety regime and the Norwegian
offshore safety regime. A complete account is not practicable. I will concentrate on
aspects which were of most relevance to the issues discussed in Part 2 of the Inquiry.
I heard the evidence of Mr ] R Petrie, Director of Safety, PED, and Mr R ] Priddle,
Deputy Secretary at the Department of Energy since September 1989; Mr J Rimington,
Director General of the HSE and Mr D ] Hodgkins, Director of the Safery and
General Policy Division, HSE; and Mr M Ognedal, Director of the Safety and
Working Environment Division, NPD since 1980; in addition to the evidence in Part
1 of Mr F H Atkinson, Manager of the Offshore Division, Lloyd’s Register of
Shipping. This chapter ends with some remarks on future trends in offshore operations
in the North Sea, in the light of evidence given by Dr B G S Taylor, Director of
Technical Affairs, UKOOA.

The UK offshore safety regime

16.2 Exploratuon and production licences are subject to model clauses prescribed by
regulations under the Petroleum (Production) Act 1934 (PPA) as applied to the areas
of the continental shelf which are subject to UK jurisdiction. The clauses which are
concerned with safety require licensees to (i) obtain the consent of the Minisrer to the
drilling or abandonment of a well; (ii) execute all operations in accordance with good
oilfield pracrice; and (iit) comply with instructions given by the Minister for the health,
safety and welfare of persons employed in or about the area to which the licence
relates. However, in the light of the MWA, which was specifically designed to cater
for offshore safety, the main significance of the clauses is in regard to the minimising
of the risk of a well “blowout”. The regulations also require the identification
and approval of the “‘operator’ which for practical purposes is to discharge the
responsibilities of the licensees.

The Mineral Workings (Offshore Installations) Act 1971 (MW A)

16.3 The MWA was enacted as a consequence of the investigation of the collapse of
the exploration rig “Sea Gem” in 1965 and the recognition that arrangements based
on the PPA were not appropriate for the purposes of securing offshore safety. The
MWA, as amended, inter alia:

(1) required the registration of offshore installations (Sec 2).

(ii) empowered the Secretary of State to make regularions “‘requiring offshore
installations or parts of offshore installations to be certified by such persons
and in such manner as may be provided by the regulations to be, in respect of
such matters affecting safety as may be so provided, fit for the purpose or
purposes specified by the regulations ...”” (Sec 3(1)).

(iii) empowered him to make regulations ‘“‘for the safety, health and welfare of
persons on offshore installations ... and generally, and whether or nor by way
of supplementing the preceding sections of this Act, for the safety of such
installations and the prevention of accidents on or near them”; and to appoint
as inspectors to discharge the functions conferred by the regulations, and
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generally to assist him in the execution of the Act, “such number of persons
appearing to him to be qualified for the purpose as he may from time to time
consider necessary or expedient ...”". (Sec 6).

(iv) required che appointment of an OIM who was given a general responsibility
for safety, health and welfare and for maintaining discipline ang order (Secs 4
and 5).

16.4 Under the MWA an “offshore installation’ includes any floating structure or
device maintained on station by whatever means; and any pipeline works or apparatus
deemed to form parrt of it, such as those covered by the Included Apparatus or Works
Order; but did not otherwise include any part of a pipeline (Sec 1(5)). The MWA
also made provision for a power on the part of the Secretary of Stace to give directions
for the exemption of installations from the operation of regulations made under it (Sec
7.

16.5 Prior to the disaster a number of sets of regulations on specific subjects had
been made. The most relevant for present purposes were the Inspectors and Casualties
Regulations in 1973; the Construction and Survey Regulations in 1974; the Operatonal
Safety, Health and Welfare Regulations and the Emergency Procedures Regulations
in 1976; the Life-saving Appliances Regulations in 1977; the Fire Fighting Equipment
Regulations in 1978; and the Well Control Regulations in 1980.

The Perrvoleum and Submarine Pipe-lines Act 1975 (PSPA)

16.6 A separate regulatory system was set up for offshore pipelines by the PSPA in
1975, under which the construction and use of such pipelines required authorisation
by the Secrerary of State. This involved considerations of planning and safety. He
was also empowered to make regulations for the safe construction and operation of
pipelines ang the safety, health and welfare of pipeline workers; and the appointment
of inspectors to enforce the regulations. Prior to the disaster regulations had been
made under the PSPA on a number of subjects including diving operations and
inspecrors.

The Health and Safety at Work eic Act 1974 (HSWA)

16.7 In the meantime the HSWA was passed in 1974. This Act arose out of the
report of the Robens Committee in 1972 (Cmnd 5034). That committee identified a
number of major defects in the then existing statutory system for the advancement of
safety and health. According to them the first and perhaps most fundamental was that
there was too much law. This had had the unfortunate eflect of conditioning people
to think of safety and health at work as in the first and most important instance a
matter of derailed rules imposed by external agencies.

“The matter goes deeper. We suggested at the outset that apacthy is the greatest
single contributing factor to accidents atr work. This attitude will not be cured so
long as people are encouraged to think thar safety and health at work can be ensured
by an ever-expanding body of legal regulations enforced by an ever-increasing army
of inspectors. The primary responsibility for doing something about the present
levels of occupational accidents and disease lies with those who create the risks and
those who work with them. The pointis quite crucial. Our present system encourages
rather too much reliance on state regulation, and rather too little on personal
responsibility and voluniary, self-generating effort. This mbalance must be redres-
sed. A start should be made by reducing the sheer weight of the legistation. There
is a role in this field for regulatory law and a role for Government action. But these
roles should be predominantly concerned not with detailed prescriptions for
mnumerable day-to-day circumstances but with influencing artitudes and with
creating a framework for better safety and health organisation and actuion by industry
itself.”” (para 28).
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The second main defect was thar too much of the existing law was intrinsically
unsatisfactory. The committee referred to problems created by unintelligibility and
obsolescence. Further, the great bulk of the existing provisions were concerned with
physical circumstances.

“Bur it has Jong been widely accepted rhat equally important factors in safety and
health at work are the atricudes, capacities and performance of people and the
efficiency of the organisational systems within which they work. This is not yer
adequarely reflected in the legislation. As a result, much of the Jegislation appears
irrelevant to the real, underlying problems.” (para 30).

A rthird major problem area identified by the committee was the fragmentation of
administrative jurisdictions and the absence of a clear and comprehensive system of
official provision for safety and health at work. As regards the objectives of future
policy the comumittee observed:

“The most fundamental conclusion to which our investigations have led us is this.
There are severe pracrical Jimits on the extent to which progressively better standards
of safety and health at work can be brought about through negarive regulation by
external agencies. We need a more effecuvely self-regulating system. This calls for
the acceptance and exercise of appropriate responsibilities at all levels within industry
and commerce. It calls for berter systems of safety organisation, for more management
inituatives, and for more involvement of work people themselves. The objectives of
future policy must therefore include not only increasing the effectiveness of the
state’s contribution to safety and health at work but also, and more importantly,
creating conditions for more effective self-regulation.”” (para 41).

16.8 The HSWA made provision with a view to the progressive replacement of
specific Acts and instruments relatung to health and safety by a system of regulations
and approved codes of practice. It imposed on an employer a duty “to ensure, so far
as is reasonably pracricable, the health, safety and welfare at work of all his employees”
and ‘“‘to conduct his undertaking in such a way as to ensure, so far as is reasonably
practicable, that persons not in his employment who may be affected thereby are not
thereby exposed to risks to their health or safety” (Secs 2 and 3). It established the
Health and Safety Commission (HSC) as the body responsible for effecting the general
purposes of the Act; and it established the Health and Safety Executive (HSE) as the
body generally responsible for the enforcement of health and safety legislation and for
exercising on behalf of the HSC such of its funcrions as the HSC directed it to exercise.
For the purposes of enforcement provision was made for the appointment of inspectors,
whose powers included the service of improvement and prohibition notices. The
province of the work of the HSE excluded certain areas of industrial and technological
hazard such as consumer and food safety and transport other than that of hazardous
goods.

16.9 So far as health and safety offshore were concerned there were two differences.
First, the HSWA did not apply outside Great Britain until an Order in Council so
provided. Second, the HSWA did nort treat the MWA or regularions made under it
as part of the legislation which was subject to progressive replacement, despite the
fact that the Robens Committee thought that they should be brought within the unified
system “‘perhaps as a second stage after the main arrangements have been tackled -
unless very sound reasons can be adduced for leaving them outside”. (Para 109). It
appears that this exclusion may have been influenced by a comparison between ships
and installations, and in particular mobile installations, in respect of the hazards to
which they were subject.

16.10 On 30 July 1976 the Prime Minister made a statement that the Government
had decided that the HSWA should be extended to cover workers engaged in the
offshore oil and gas industry, including divers, so that one agency, the HSC, would
be responsible for ensucing that common standards of occupational safety were applied
both on and offshore. However, in view of the knowledge and experience developed
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by the DEn (which had come into separate existence in 1974) on the technical aspects
of structural safery and ‘“‘blowour’ risks, the Secretary of State for Energy would
retain his existing responsibilities for safeguarding offshore workers against such
dangers. The responsibility for inspecting offshore installations would remain with
the PED, which would act as the agent of the HSC as regards occupational safety.

16.11 The HSWA (except Part [II) was extended to the UK territorial waters and
the UKCS by an Order in Council in 1977 (in 1989 superseded by a similar Order).
However the regulations made under the HSWA were not to apply there except in so
far as the rcgulacions expressly so provided (Sec 15(9) of the HSWA). Prior to the
disasrer 7 sets of regulations dealing with particular types of hazard were given this
extended effect. The only set of regulations which has so far been made under the
HSWA which applies only to ofishore operations is the Offshore Installarions and
Pipeline Works (First Aid) Regulations 1989.

16.12 Following the Prime Minister’s statement the HSC in pursuance of its powers
under Sec 13(1)(a) of the HSWA enrtered into an agency agreement with the Secretary
of Scate for Energy dated 1 November 1978.

The report of the Burgoyne Committee

16.13 In view of the increasing level of offshore activity the Secretary of Staie for
Energy in 1978 appointed a committee under Dr J H Burgoyne “To consider so far
as they are concerned with safety, the nature, coverage and effectiveness of the
Deparument of Energy’s regulations governing the exploration, development and
producrion of oil and gas offshore and their administration and enforcement. To
consider and assess the role of the certifying authorities. To present its report,
conclusions and any recommendations as soon as possible.”’ In practice the Committee
found it necessary to consider the work of other bodies under other legislation, and
in particular the HSWA. In their report, which was submitted in 1980 (Cmnd
7866), the Committee made the following recommendations under the heading of
“Administration and Enforcement’’:

“6.5 The Government shall discharge its responsibility for offshore safety via a
single Government agency whose task is to set standards and ensure their achievement
(4.10).

6.6 We consider that the Department of Energy is capable of discharging this
responsibility effectively, provided it is suitably strengthened and seeks advice from
other bodies on matters of common concern. The strengthening is to provide the
ability to monitor and where necessary set safery standards in relation to the
selection, training and qualification of offshore persounnel (5.130), and to acquire
additiopal expertise in matters of occupational safety generally (4.24). The principal
sources of advice to which we refer are the Department of Trade on marine safety,
the Civil Aviation Authority on aviation safety and the HSE on occupational safety
(4.11).

6.7 We recommend that the Deparunent of Energy should continue its policy to
employ an inspectorate consisting of well-qualified and industrially-experienced
individuals, capable of a broad bur authoritative approach to their monitoring and
enforcement funcrions (4.39). We further recommend that inspectors should be
given the resources to conduct independent technical investigations into failures
and acaidents (Appendix 15).”

These recommendartions will be considered further in Chapters 21 and 22. A note of
dissent was attached to the report by 2 members of the Committee who argued that
as a matter of principle the responsibility for occuparional health and safety in any
industry should not be held by the department with policy responsibility for that
industry; and that if there was to be a single agency for offshore safety it should be
part of the HSE.
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16.14 The Government’s reply to these recomumendarions, in a statement deposited
in the libraries of both Houses of Parliament on 3 November 1980 was as follows:

“Accepted in principle.

The Prime Minister has decided that the Secretary of State for Energy should take
over the present responsibility of the Secretary of State for Employment for
occupational health and safety offshore under the provisions of the Health and
Safety at Work etc Act 1974. This means that the Secretary of State for Energy will
in future carry sole Ministerial responsibility for all aspects of offshore safety, save
for the responsibility for the safety of ships and seafarers engaged in offshore work,
which will remain, as the report recommended, with the Secretary of State for
Trade. In discharging this responsibility, the Secretary of State for Energy will be
advised on policy matrers (including the need for any new legislation) by the Health
and Safety Comumnission (HSC), who will in turn look to the Petroleum Engineering
Division (PED) of the Deparument of Energy for advice. HSC’s role will be extended
to include advice on structural safety and safeguards againsr fires, blowourts and
other operating emergencies offshore, (on which advice has previously been given
to Ministers direct by PED).

In the case of diving safety, PED and the Health and Safety Executive (HSE) have
worked closely together in the production of Unified Diving Regulations which will
soon be issued. Advice to the HSC on diving matters will continue to be given
jointly by PED and HSE.

PED will continue to enforce the requirements of the Mineral Workings (Offshore
Installations) Act 1971 and the Petroleum and Submarine Pipe-lines Act 1975, and
to act as the agents of the HSE in enforcing offshore the requirements of the Health
and Safety at Work etc Act 1974. Responsibility for enforcing the HSW Act in
connection with pipeline works will be transferred from HM Facrory Inspectorate
o PED.

PED will be strengthened by the transfer of Inspectors from HSE both for policy
and enforcement work on occupational health and safety offshore.

The Government believes that these arrangements will enable the development of
offshore safety policy and the enforcement of safety standards to be developed in
the most efficient and effective way.”

16.15 Following this reply a new agency agreement was made with effect from 1
June 1981. This was implemented by arrangements outlined in correspondence
between the HSE and the PED, in particular in a letter dated 23 March 1982. In
addition to providing for the continued enforcement of the HSWA and its regulations
on behalf of the HSE it outlined arrangements for (1) advice from the PED to the
HSC and the HSE on diving operations and the safety of workers on installations; (1i)
the development of health and safety regulations for submission to the HSE and the
HSC; (in) the appointment and training of inspectors; and (iv) the presentation of
annual programmes of, and reports upon, work undertaken under the agency agreement.
The agency agreement provided a channel for the exchange of information and advice
between the HSE and the PED, principally at the instance of the latter. The HSE
provided training courses, workshops and the secondment of personnel.

The orgamsation and functions of the Safety Divectorate of the PED

16.16 Mr Priddle stated that in the light of the legislative framework the DEn saw
its role as ‘“‘developing appropriate standards and controls within that framework;
monitoring and enforcement of compliance with the legal requirements; promoring
the interests of safery generally through the development and dissemination of
information and advice”. Much of this work is carried our by the Safety Directorate
of the PED which was not formed until 1987, under Mr Petrie as its first Director of
Safetv. Prior to that time various safety functions were performed in 5 out of the 6
branches into which the PED was then divided.



16.17 The work of the Safety Directorate (see Fig 15.1) is performed by the following
branches:

(i) the Insrallations and Well Engineering Branch. This specialist branch is
concerned with (a) cousents {or exploration and appraisal wells offshore; all
onshore wells; and offshore developrnent wells; and (b) the safety of offshore
structures and their equipment through the development of guidance for
cerrifying authorirties and the DoT, and monitoring the work of those bodies.
It also handles the registration of installations, the issue of well control
certificates and considers regulations and guidance for abandonment operations.

(ii) the Inspections and Operations Branch. This specialist branch is concerned
with the health, safety and welfare of offshore workers and the protection of
the marine environment. The work of inspectors from the Aberdeen and
London offices has already been mentioned in Chapter 15. Further sections
deal with general issucs of occupational health and safery, the prevencion of
pollution, security of installations and contingency planning. This branch also
maintains liaison with the Marine Directorate of the DoT in regard to life-
saving appliances and other maritime martters such as standby vessels.

(i1) the Pipelines Branch. This specialist branch is responsible for authorising the
consiruciion of, and enforcing safety regulations in respect of, pipelines under
the PSPA. It also fulfils a similar funcoion in respect of onshore pipelines on
behalf of the HSE under a separate agency agreement. Enforcement involves
monitoring the implementation of quality assurance programmes and undertak-
ing a technical evaluation of a sample of key areas.

(iv) the Diving Branch. This support branch seeks 1o promote the health, safety
and welfare of divers in relation to inscallations and pipelines.

(v) the Research and Development Branch. This support branch commissions and
manages all research for other branches. The current research programme
involves an expenditure by the Department of Energy of about £6m per
annurm.

(vi) the Safety Policy Branch. This branch provides assistance 1o the Director in
developing safety policy and straregy; carrying out an on-going review of
legislation; preparing the annual plan and report for submission to the HSE;
and administering requests for exemption from regulations under the MWA.

16.18 From the above it ¢an be seen that the Safery Directorate performs a number
of funcrtions in addition to that of monitoring and enforcing compliance by operators
with the relevant legislation. It audits and provides guidance to the certifying authorities
and the DoT. It grants consents in respect of wells and authorises the construction
and use of pipelines. It should also be added that it is consulted about, and can express
reservation on safety grounds in regard to, stages in the licensing system, namely (i)
the 1ssue of licences; (i) the approval of operators; and (ii1) the approval of development
plans at the “Annex B siage.

16.19 The Safety Directorate employs about 45 specialist staff. 1f those employed
by the certifying authorities and the DoT are included the total would be about 300.
As part of a “devolved system” the Director of Safety is responsible for all policy
1ssues within his field of acrivity. The other part of the PED is the Exploration
Appraisal and Development Unit (EADU) which maintains control over exploitation
of resources in the UKCS. The PED is one of 8 divisions reporting to the Deputy
Secretary. Central management issues are decided by a management board on which
he sits along with the Principal Establishment and Finance Officer under the
chairmanship of the Permanent Under-Secretary. This board covers the allocation of
funds to the various divisions. Mr Priddle said that by virrue of his wider responsibilities
and his contacts with persons at a more senior level in the outside world he would
bring a wider experience to bear on the development of policy and would intervene
as and when he felt it necessary, for example in his discussions wich Mr Petrie as to
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the current funcuioning of the Safety Directorate. Mr Petrie himself was in a position
of being able to discuss any martter of concern directly with Ministers should he think
this necessary. Mr Priddle also said thar he regularly discussed matters of policy with
the head of the PED.

Links berween the PED and the HSC and the HSE

16.20 As stared above the PED is responsible to the HSC for the enforcement of the
HSWA and its regulanions offshore and for providing advice for offshore safety in
general. The HSE is not responsible for health and safety policy offshore, but the
HSC is. Each year the PED is expecred to submit to the HSC for their approval a
programme of work for the next financial year and an outline forward programme for
the next 5 financial years. It is also expected to submit each year to the HSC a report
outlining their activities in the past year and following the outline previously approved
by the HSC. Neither the HSC nor the HSE carry out a detailed audit of the work of
the PED. In accordance with Government accounting conventions the PED remains
responsible for the eficiency and economy with which it implements its responsibilities,
such as under the agency agreement.

16.21 The PED also acts as one of the advisers and assessors to the OTAC, which is
composed of representatives of the TUC and the CBI and provides advice to the HSC
in relation to the whole oil and gas industry both onshore and offshore. This commirttee
1s chaired by the HSE. Both the HSE and the Marine Directorate of the DoT may
also send assessors and advisers. This commirtee is on occasion used as an alternauve
source of guidance to the Safety Directorate. The Director of Safety is able to
participate in the discussions of the management board of the HSE. He presents the
proposals of the Safety Direcrorate to the HSE before they are submitted to the HSC
and participates in consideration of any other proposals which may have relevance to
the offshore petroleum industry. Apart from these official points of contact DEn
inspectors are members of the HSE’s technical working groups and industry liaison
committees. Further, staff of the Safety Directorate participate in workshops presented
by specialist groups within the HSE.

16.22 The HSE has always been ready to assist the PED in any material respect. It
has provided training and technological support. [t has also seconded inspectors from
time to {ime.

The develop'mem of regulations and guidance

16.23 Before a regulation is made under the MWA or the PSPA the Secrerary of
State for Energy is under a statutory duty to consult with organisations in the United
Kingdom appearing to him to be representative of those persons who will be affected
by it. In practice he also takes the advice of the HSC. Where the HSE proposes a set
of regulations under the HSWA the PED 1s asked 1o advise the HSC whether they
should be applied offshore. The PED has also provided advice to the HSC as to the
use which should be made of the various Acts to which reference has been made earlier
in this chapter. I will discuss this subject in more detail in Chapters 21 and 22.

16.24 In recognition of the need for more specific gunidance as to the implementation
of regulations the PED have produced guidance notes on broad areas such as design
and construction {relevant to the Construction and Survey Regulations); on life-saving
appliance and fire-fighting equipment (relevant to the regulations bearing these titles);
and in regard to training. These notes are subject 10 formal consultation when issued
or amended. Guidance is also provided on more specific matters in the form of diving
safety memoranda, continental shelf operations notices, safety letters, safety notices
and safety alerts. As regards guidance notes and safety notices Mr Petrie stated that
the DEn expected operators to take account of their substance ‘“much as we would
expect them to take account of other similarly authoritative codes and standards issued
by standards-making bodies such as the British Standards Instirution and the
professional bodies. In our experience they do take account of them.”
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Certifying authorities

16.25 For the purposes of Sec 3 of the MWA the Construction and Survey
Regulations require thar both fixed and mobile installarions should be the subject of
a certificate of fitness issued by a certifying authority which is valid for a maximum
of 5 years. Although the Secretary of State for Energy may act as a certifying authority
in practice this role is undertaken by one or other of 6 bodies which were appoinrted
by him for the purpose and which work under contract with the operators who bear
the entire cost of their services. This 1s one of a number of respects in which the
regime was originally modelled on that developed for ships. The bodies are essenually
ship classificarion societies. It is clear that there were seen to be practical advaniages
in drawing upon their expertise wicth particular reference to the structural and marine
aspects of installations. The role of certifying authorinies in the regime was clearly
endorsed by the Burgoyne Committee (paras 6.8-12 of their reporr).

16.26 The work of a certifying authority may be put briefly under the following
broad heads: (1) the assessment of design and method of construction; (ii) the assessment
of the operations manual; (i11) the inspecrion of the installation and its equipment in
fulfilment of the requirements for major surveys over a 5 year period and for annual
surveys. Events such as damage and structural deterioration; and alterations, repairs
and replacements require to be reported o the certifying authority with a view o its
determining whether or not an additional survey is required. It also reviews the
operator’s programme of planned maintenance under the Operational Safety, Health
and Welfare Regulations. The basic requirement which requires to be fulfilled by the
above work is that the design and construction should comply and continue to comply
with the Second Schedule to the Construction and Survey Regulations; and that the
operations manual should contain information, guidance and instrucrions which are
adequate and appropriate in relation 10 the installation. The Second Schedule covers
environmental considerarions, foundations, primary structure, secondary strucrure
and fitrings, materials, construction and equipment. In the light of its findings a
cernifying aurhority may attach a limitation or qualification to a certificate of fitness.

16.27 Much of the Second Schedule is concerned with strucrural requirements
directed to enabling the insrtallation to withstand the environmental and other forces
imposed upon it. However, it also contains some requirements which are of significance
for the prevenrion and mitigation of incidents on installations. These include those
relating to: (1) equipment; (ii) material; (iit) hving accomumodation; decks, stairways,
etc; and escape routes; (iv) ventilation heating and cooling; lighting; and emergency
power supply. The work of a certifying authority is limited by the scope of the
Construction and Survey Regulations. Within that scope it appears to be concerned
with the conceptual and detailed design of the structure and the operation of the
platform as a marine installation. As regards process plant, the design concept would
be taken into account in deciding whether a particular item of equipment was “‘suitable
for its intended purpose’. According to Mr Petrie the certifying authority would
consider the operating parameters of a proposed system and assess whether 1t could
safely operate within them and what conrrols were provided to limit them. However,
the certifying authority is not, in general, required 1o undertake a conceptual analysis.
In particular it 1s not required to review plant design in relation to major hazards. It
should be added thar a body which was a certifying authority could undertake a
conceprual design analysis on a consultancy basis so long as it was not in conflict with
its role as certifying authority in the particular case.

16.28 As 1 have mentioned above the PED provides guidance notes in supplement
to the requirements of the Construction and Survey Regulations. These are based on
recognised standards and procedures which have been established by internationally
recognised organisations. The fourth edition of these guidance notes was prepared
during the currency of the Inquiry. It states inter alia that:

“The cernifying authority has discretion to accept methods, techniques, standards
and codes of practice other than those in Guidance subject to being sausfied that
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the insrallation substantially complies with the requirements specified in Schedule
2 to the regulations and that no diminution in safety or integrity will result. The
DEn should be informed of any proposal of unusual or controversial character.”

This statement is broadly in Jine with the text of previous editions. Although a large
measure of discretion is entrusted to the cerufying authorities only the DEn can revoke
a certificate of fitness or can take action 1o prevent an installation being operated in
the absence of a valid certificate of fitness. The DEn does not itself undertake
assessment, survey or certification. Jts auditing of the work of certifying authorities
(as from 1987) is intended to confirm thar 1ts requirements are being complied with.
Audits are carried out both on a random basis and on the basis of a specific project
which is of interest to the Department.

16.29 Lloyd’s Register of Shupping acts as the certifying authority in respect of over
80%, of the fixed installations in the UKCS. At its London headquarters it approves
plans and appraises designs: outport offices such as in Aberdeen, carry out the work
of surveying, subject to procedures, instructions and specialist support provided from
headquarters.

The Department of Transport (DoT )

16.30 So far as installations are concerned the Marine Directorate of the DoT
(formerly of the Department of Trade) carrv on work on behalf of the DEn in relation
to fire-fighting equipment and life-saving applhances. Fire-fighting equipment for new
installations is examined by the DoT in order to see that it is in accordance with the
plans, the Fire Fightuing Equipment Regulations and the relative guidance notes. It is
stated in the guidance notes that the DoT has discretion to accept methods and
techniques equivalent to those outlined in the guidance notcs subject to being satisfied
that no diminution of safety will be involved: but that the DEn will be informed if
the proposal is of an unusual or controversial character. Fire-fighting equipment is
subject to examination by the DoT every 2 years in order to see that it is properly
maintained and in good working order. Life-saving appliances for new installations
are examined by the DoT in order to see that they are in accordance with the Life-
saving Appliances Regulations and the relative guidance notes. Their approval of the
appliances is required. The appliances are subject to examination by the DoT every
2 years in order to see that they are properly maintained and in good working order.
These arrangements provide another instance where the expertise of those familiar
with the regime which applies to ships has been used as part of the regime for
installations. The work of the DoT on behalf of the DEn 1s subject to audit. The DoT
are also concerned with navigational aids; and with whether standby vessels provided
under the Emergency Procedure Regulations meet the code for assessment of their
suitability in accordance with a voluntary agreement with UKOOA.

The Crvil Aviation Authority

16.31 The other body which has a specific responsibility in regard 1o installations is
the CAA which is responsible for safety in commercial helicoprer operations.

The UK onshore safety regime

16.32  The origins of the HSC and the HSE have been briefly referred to in paragraph
16.8 above. Their general aims can be clearly understood by reference to the following
passages i the HSC’s published plan of work for 1989-90 and beyond:

“We and the executive are regulatory bodies, concerned with protecting people
frorn barm. This is true in the formal sense of our having a statutory duty to submit
proposals for regulation and the executive having a similar duty to make arrangements
to enforce them. It is equally or more true in the profounder sense of our being the
prime movers in a vast activity, undertaken day by day within industry, o prevent
accidents and ijl-health and to protect workers and the public, essentially from the
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release of the energies that work involves. The first of the statutory duties specified
to us in the HSWA is to ‘assist and encourage’ those engaged in this task.” (Para
26).

“Our basic aims continue to be to:;

(a) stumulate and guide the eflorts of industry to achieve higher standards of
health and safety at a cost that is realistic; and

(b) protect both people at work and the public who may be affected by risks
arising from work activities, and keep them properly informed about the
risks and the prorective measures adopred.”” (Para 65).

The Health and Safety Commission

16.33 The HSC is composed of 8 members nominated by the CBI, the TUC and
local authority associations, and a chairman appointed by the Secretary of State for
Employment. It proceeds essentially on the basis of consensus; and, accerding to Mr
Rimingron, takes every possible step 10 ensure that those affected by its activities are
in at least broad agreement. It makes substannal use of advisory committees, either
in regard to particular types of hazard or (as in the case of the OIAC) in regard to
whole industries. In these commitiees much of the work of determining safety
standards 1s carried out.

The Health and Safery Executive

16.3¢ The HSE is a corporate body of 3 persons appointed by the HSC, namely the
Director General, the Deputy Director General and the Director of the Safety Policy
Division. It has about 3,600 employees, mainly inspectors and technical, scientific and
medical experts. Its management board includes the Chief Inspectors of the various
inspectorates which are concerned with the enforcement of industrial safety and health.
The HSE is the hicensing authornity for nuclear installations. Following recent changes
the Nuclear Inspectorate and 4 divisions which are concerned with policy and planning
report to the Director General. The Mines Inspectorate, Field Operations (which
includes the Factory, Agricultural and Quarries Inspectorates and the field consultancy
groups which provide technical and scientific support to the inspectorates) and the
divisions concerned with technology, research and laboratories report to the Deputy
Director General (see Fig 16.1).

16.35 Para 164 of the plan already referred to describes the expertise of the HSE as
made up of 3 main kinds, namely (i) policy branches which advise the HSC on matters
such as possible changes in legislation or standards; (ii) inspectorates which secure
compliance with legal requirements and accepted standards through inspection, advice,
investigarion of incidents and, where necessary, enforcement; and (iii) the technical,
scientific and medical group which are principally responsible for promoting and
supplying excellence in the scientific and technical advice available to the HSC and
others concerned with safery. The plan also states:

“Qur function is 10 oversee almost all aspects of industrial safety and health in the
UK, whether they affect people at work or the public. We lay down the standards
for the safe conduct of virtually all industrial processes and the safe use and
transportation of dangerous materials and pathogenic organisms, frequently follow-
Ing international negotiation. In no other country is this very large task so largely
concentrated in a single body; in most it is distributed over many central and
regional bodies. This concentration in the hands of the Executive of a wide range
-of professional and scientific expertise produces advantages beyond mere economies
of scale. Our responsibility in relation to a wide field of risks enables fruitful
exchanges of experience and ideas. It qualifies us to speak with authority on general
questions concerning the nature and tolerability of risks, necessary and at the same
time acceptable controls, and effective approaches to ecnforcement; and gives us
advantages internationally. But we can only carty out our work through new
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measures, getring people together 1o decide on best practice, and by stimulating and
encouraging those within industry who carry the legal responsibility for health and
safety in individual enterprises.” (Paras 66-67).

Apart from its own resources the HSC through its research comumnittee commissions
a large amount of extramural research. This includes work undertaken by and in
conjuncrion with the nuclear industry.

The HSC’s approach 1o regulations

16.36 The progressive replacement of the existing onshore legislation relating to
health and safecy has necessarily required a long period for its implementation. The
plan already referred to states that by then HSC had brought about the repeal of 143
sers of regulations and introduced 35 ““new packages on moderp principles™. It also
stated that the law on a high proportion of hazards, including that on hazardous and
dangerous substances and their transportation, had been comprehensively reformed,
and major packages on mining, electricity and pressure systems were progressing well
(para 32). The new style of regulations specify principles rather than solutions and
are thus intended to encourage innovation on the one hand but be effective against
lack of precaution on the other. Mr Rimington explained that one implication of the
revised approach was that regulations should so far as possible apply across the board
ie to every industry swhere the hazard in question applies. However, it has sornetimes
been found necessary where hazards assume a special form in a particular envirornment
for there to be special regimes. In such cases the principles of the more general
regulations are applied with particular additions as appropriate. He explained that
regulavions under the HSWA were necessary only where in some particular respect
the general requirements of the act needed to be spelt our in a form which was in
some sense mandatory, such as the expression of a legal duty, a principle of action or
a strict requirement of some detailed kind. The new style of regulations were backed
up by approved codes of practice which created a presumption that the law had been
breached unless it could be shown that some equally sausfactory approach had been
adopted; or by guidance; or by both. The fact that codes of practice and guidance
were neither mandatory nor required complex parliamentary procedures for their
amendment made them an ideal vehicle for incorporating the results of changing
technology.

Compliance with legislarion

16.37 Mr Rimington described the primary object of inspection as being “to stimulate
the operator to carry out his duty to maintain safety, against the background that the
inspector can and wil] apply coercion through the courts where this is necessary or
salutary”. The intention was always to ensure that a high standard of compliance with
reasonable siandards had been attained. He also said: ‘““An inspecror’s immedate
purpose in visiting is to satisfy her or himself that systems exist that are likely to lead
to the identification and prevention by management of significant faults, and that the
atritude of management is conducive 10 this.” It was also very important that
inspection should be targeted on aspects that were critical to safety “so that time is
not wasted and discoveries, if made, are likely to open up further vistas for enquiry’.
In this coniext he drew attention to the fact that the HSE’s inspectorates were of two
kinds, namely those which concentrated on particular industries where the ynspections
covered plant which was likely to be relatively familiar to the inspecrors who would
generally be recruited from highlv qualified people with experience of the industry
itself; and those inspectorates (particularly factories and agriculture) which cover much
larger territories. The latter were recruited at graduate level. They often though not
necessarily possessed technical degrees or qualifications. All received very substantial
initial training. Many inspectors spent a large part of their working lives dealing with
particular industries.

16.38 Inspectors in the HSE are able to call upon a wide range of resouces within
the HSE’s Technology Division, the Employment Medical Advisory Service and the
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specialist sections of the Nuclear and Mines Inspectorares; and the forensic and general
scientific capabilities of the Research and Laboratory Services Division. The specialist
inspectors and scientists when called upon in this way did not lead an inspection or
mvestigation but were called in as experts to investigate particular aspects and also as
necessary to give expert evidence in court. The specialist inspectors in the Technology
Divison and the Nuclear and Mines Inspectorates generally have substantial industrial
experience. They and the HSE’s scientific staff are in contact with the latest advances
in thinking and good practice. Specialist inspectors are also engaged in the assessment
of Safety Cases under the Contro] of Industrial Major Accident Hazards (CIMAH)
Regulations, whether in the nuclear or non-nuclear areas; and expertise is maintained
in the rechniques involved in the assessment of risk.

16.39 Particular mention should be made of the HSE’s Accident Prevention Advisory
Unit (APAU). This unit has been maintained since 1977 in order to exercise influence
on the management of safety and the design of safe systems. Its main task has been
to carry out safety aundits in co-operation with large companies and undertakings in
order 1o investigate the standards of management control and advise how a structured
safety system at corporate and subsidiary levels can contnbute to high standards of
health and safety. In 1984 the HSE had purt forward a scheme for “‘safety assurance’’,
Iinking safety and quality assurance. Under this scheme the HSE would have audited
the employers’ safety systems., However, this was on the basis that the employers
would be exempt from basic inspection. The proposal was dropped after it did not
prove widely attractive to employers and was strongly opposed by trade unions. Mrx
Rimington said that the APAU had gradually gained for itself a considerable reputation
and its experience had enabled it to begin to formulate a body of knowledge and
principles on safety management. Monitoring of companies which had accepted the
advice of the APAU had shown conclusively that lasting results had been obtained
not simply on the basts of the advice given but through stumulating the attention of
managermnent 1o a subject which had been frequently neglected or regarded as technical
or obscure. The HSC’s plan of work for 1989-90 and beyond which has been referred
to earlier in this chapter records at para 98 that the unit evaluates safety monitoring
packages and advises the HSE’s inspectors and the public about their use. Field
inspectors would take suitable opportunities to inform companies about them. The
unit also intended to evaluate the potential link between various quality concepts such
as that in BS 5750 - the UK national standard for quality systems - and standards of
safety. They were also collaborating with companies and other parts of the HSE in
an attempt to define the costs of occupational accidents and ill-health and quantify
the economic benefits derived from high standards of occupational health and safety.

The Norwegian oflshore safety regime

16.40 The exploitarion of petroleum resources in the NCS js controlled by the issuing
of licences and the granting of consents which enable licensees to progress through
varjous stages leading to production. Since 1979 the Norwegian Petroleum Directorate
(NPD) (which was established in 1973) has been responsible 1o the Ministry of Local
Government and Labour in matters relating to the working environment, safety and
emergency preparedness; and to the Ministry of Petroleum and Industry for the
administration of petroleum resources in an efficient manner. On this basis the NPD’s
objectives are ‘‘actively to contribute 10 a sound administration of the Norwegian
petroleum resources through a balanced evaluation of the natural, safety-related,
technological and economic aspects of the activity within an overall social framework.”
The control of Statoil which engages in the business of petroleum production and is
wholly owned by the Norwegian state is exercised directly by the Ministry of Petroleum
and Industry. In its supervisory capacity the NPD has the task of seeing that both
safety legislation and the terms of licences, consents and approvals are complied with.
Under authority delegated by the Ministry of Local Government and Labour the
NPD has the power to issue regulations and conduct overall safety evalvations. In
exercising its supervisory authority the NPD obtains assistance from other public
bodies, institutions and companies with special expertise. The NPD also acts as adviser
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to the 2 Ministries, and 1s responsible for providing guidance to all participants in the
petroleum industry.

The organisanion of the NPD

16.41 The highest administrative authority of the NPD is the board of directors
which consists of the chairman and 7 members. The day to day business of the NPD
is in the hands of the Director General. Apart from the administration and legal
branches and the information office, the NPD is divided into 2 divisions, namely the
Resource Management Division and the Safety and Working Environment Division,
the work of which respectively relates to the 2 responsibilities of the NPD referred to
in para 16.40.

16.42 The main objecrive of the Safety and Working Environment Division is to
establish, maintain and further develop a fully satisfactory level of safety and working
environment within the perroleumn industry. It consists of the following branches:

(1) the Supervisory Activities Branch. Its main task is to manage supervisory
acrivities in the Norwegian part of the continental shelf (NCS). Six Heads of
Supervisory Activities are responsible for the supervision of specific operarors.
In the NCS there are abour 40-50 installations, operated by 12-15 companies,
including many which operate internationally. Abour 15,000 persons work
offshore, of whom about 5000 are there at any given ume.

(11) the Technical and Working Environment Branch. This provides a pool of
expernise in safety and the working environment, 1t is responsible for providing
personnel on a priority basis for various rasks such as the development of
regularions.

(i1} cthe Strategy Branch. Its principal responsibilities are that of offering advice
and guidance, undertaking development of regulations and co-ordinating and
managing certain tasks. In addivon it is responsible for the execution of a
number of administrative functions for the division as a whole.

About 90 professional staff are employed in the Safetv and Working Environment
Division. Mr Ognedal srated that installations in the NCS could be visited 3-5 umes
a year; and that about 80 of his staff would be expected to be a couple of times offshore
each year. This could range between a simple verification raking a few hours and a
week’s investigation.

16.43 The purpose of the Resource Management Division is to survey petroleum
resources and evaluate alternative ways of extracuing and utilising these resources in
the best way, with a view to advising the Ministry of Petroleum and Energy how 10
control exploitation for the greatest benefit of society.

The NPD’s approach to legislarion

16.44 Since 1985 the NPD has been responsible for the review and reformulation of
regulations which prior to that ume had been issued by 9 independent Government
agencies which had separate responsibilities in different areas of the petroleum industry.
Since the beginning of 1987 the NPD has been examining all existing regulations with
a view 1o reformulating them and reducing their number by about 50%,. Mr Ogendal
said that about 15° of the total resources of his division were involved in this work.
The new style of regulations were concerned with objectives to be achieved and so
were ‘“‘goal-secting’’. In connection with the development of new regulations the NPD
had created a forum of some 35 persons drawn from the NPD, the industry, the
Government and trade unions. A reference group had the oversight of the development
of the regulations. In addition experrs had been chosen for their particular experrise
in relatdon to the individual regulations to be drafted. Mr Ognedal said that this forum
enabled the NPD to exchange ideas with the industry from a very early stage. The
NPD also intended to provide supplementary documentation in the form of guidance
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notes. The available codes and standards would play an important part in the furure
Norwegian legislation.

Internal control and supervisory activities

16.45 A fundamental principle of the Norwegian safety regime is that since the
operator controls his business he therefore should control the safety aspect of his
operations. This principle began o be developed in 1975 and is currently formulated
in Internal Control regulations stipulated by Royal Decree of 28 June 1985 in
pursuance of a number of Acts of the Norwegian Parliament concerned with safety in
petroleum acrivirties, worker protection and the working environment and protection
against pollution in petroleum activities. In accordance with the regulations the licensee
through internal conrtrol is to ensure thac the activity is in accordance with the
provisions stipulated in and in accordance with those Acts (Reg 3). ‘‘Internal control”
is defined as: ““Al) systematic actions which the Licensee shall initiate to ensure that
the activity 1s planned, organised, executed and maintained according to requirements
stipulated in or in accordance with acts or regulations.”” (Reg 2). The regularions set
ourt a large number of martters which the licensee’s internal control is to ensure, such
as “‘that safety evaluations are undertaken both prior to start of exploration drilling,
prior to the final selection of project plan and its subsequent phases, including the
operating phase’’; “that the licensee’s and contractors’ employees are given necessary
training”’; and ‘“‘that the contractors’ Quality Assurance system 1is evaluated and
assessed, and is subject to system audit’”’. According to the regulations responsibility
for the monitoring and enforcement of the control system is 1o be assigned to a separate
unit within the licensee’s organisation. This unit is to have sufficient organisational
freedom to monitor and enforce all subordinate control systems and 1o perform system
audits on these. This organisational unit is normally to be placed outside the operative
responsibility. The licensee is to arrange the organisation in such a way that the unit
normally reportts to a higher organisational level than those units which it is to monitor.
A “‘systemn audit’” means a ‘‘planned and systematic examination of systems 1o ensure
that these have been established, followed and maintained as specified’’. The internal
control system is to be kepr up to date in a systematic and controlled manner; and the
up-dated information is to be communicated to the NPD and within the licensee's
organisation, workforce and contractors.

16.46 In order to ensure compliance with the requirement for internal conrtro) the
licensee has accordingly to establish and describe the system which is used to control
its own activity. This description is the main tool which the NPD use in carrying out
its supervisory activities which are separate from and additional to the internal control
exercised by the licensee. The object of NPD’s supervisory activities is to make a
systemaric assessment of the internal control system of the company in order to check
that its acuivity is correctly reflecred in the documentation and is performed within
the requirements of the law. The NPD performs this assessment in 2 ways - by audit
of the operator’s systemns and by verification of the output of those systems. The NPD
endeavour to schedule an audit of each licensee at least once every 3 years; normally
1t 1s more frequent than that. The NPD select a section of the licensee’s operation and
audic this section from the most senior person down the management structure. In
advance of the audit the company is advised in general terms of NPD’s plan for the
following year; and will be required to provide the NPD with specified information
and documentation including the company’s own plan for auditing. Having considered
this documentarion the NPD plan one or more audits and the timescale for them. An
audit team, usually consistung of 4 or 5 persons under a team leader plan a questionnaire
for use in interviewing company personnel. Following the interviews, which are
informal in character, the team then may carry out a verification on the installation in
order to ascertain whether a particular procedure has been set up, 1s documented and
is understood and operated by the appropriate personnel. Equipment may also be
checked. The NPD may involve consultants in carrying out specific checks, for example
in the areas of welding, corrosion and diving. Sometimes the NPD use management
consultants in the planning of the audit. The company which is being audited is
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invited to have a representative present as an observer throughout the audit. The
elected safety delegarte from the workforce also normally takes part, especially offshore.
When the audit has been concluded the NPD make a presentation of the result to the
company following the presentation by the company’s observer of his findings.
Thereafter the NPD prepare 2 report and send it to the company for their reaction.
The final report will be sent to the company with a covering letter detailing the points
which have been identified in the audit and require action by the company. The letter
will also ask the company to submirt to the NPD a plan for corrective action by a given
date. Both the final letter and all attachments to it are available both to the press and
to the public. Within the NPD the responsibility for following up its findings rests
with the appropriate Head of Supervisory Activity. The Heads are in daily conrtact
with the companies for which they are responsible. The Ministry of Loca! Government
and Labour will not normally become involved but may do so if something very
serious is thrown up by the audit. The Ministry do not receive a copy of the NPD
reports as a matter of routine but are aware of the companies which the NPD are
auditing as this information is contained in the NPD Supervisory Acuvities Plan for
each year about which the Ministry is informed. The supervisory activity of the NPD
is paid for by the company which is being auvdited. A major audit will take on average
3 weeks from the start of detail planning to the writing of the report. In the planning
of an audic a decision requires to be taken at an ¢arly stage as to whether any contractors
should be included in the activities. This will depend on the extent of auditing by the
operator. It may be necessary to involve contractors either in the NPD audir or at the
stage of verification. Mr Ognedal stressed that it was necessary for the objectives and
scope of the particular audit 10 be described clearly. The methods of obraining
verification by reviewing documents and carrying out inspections require to be
thoroughly discussed and decided with the objectives of the particular audit in mind.
A knowledge of the available documentation was essential. It was also important for
the necessary expernise for the particular audit to be discussed and decided on in
advance. He saw this system, which was based on open communication between the
company and the NPD, as presenting 2 new challenge for both.

16.47 This regime has never used a separate body to carry our the assessment of
design or surveys with a view to certification of installations. Mr Ognedal mentioned
2 reasons: the insistence on a one point responsibility and the aim of having shorrt
lines of communication between those who supervised and those who drew up the
regularions. It was and is a matier for individual companies to decide whether they
wished to use the expertise of such bodies in their internal control activities. Further
the NPD does nor certify or approve company systems or procedures. The point at
which they exercise control 1s when application is made by a company for the required
consent on the part of the NPD to a stage in their activities. Ar that stage the NPD
can refuse consent if they are not satisfied with the particular application. They can
also take into account any matters which are outstanding, such as the fajlure of a
company to present its evacuarion plan to the NPD. The NPD can refuse consent
until the plan is forthcoming.

16.48 The NPD is provided with powers to enforce the legislation. These range
from the imposinon of day fines to the shutting down of a company’s activities. An
NPD inspector has the power to shut down an activity on the spot. He would
immediartely inform the NPD at Stavanger where a decision would be taken on the
information available as to whether the shutdown should be continued or nor. Mr
Ognedal stated that if it came to his attention over a period of time that a company
was not performing adequately he could summon the company’s “‘top man’’ 10 see
him at very short notice. He had found this to be very effective in producing results.
Where a serious problem had been 1dentified in relation to a company the NPD could
recommend to the Minister that the company be required to see the Ministry or the
Minister himself; or that the company was not fit to continue operartions.

16.4¢ Mr Ognedal estimated that almost half of the work of his division was devoted
(o supervisory activities covering present and new projects and the evaluarion of new
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applicants for licences. Abourt 109 of its time was concerned with giving information
and advijce. So far as could be done his division produced a plan of activities for the
forthcoming year. In 1990 it was intended to obrtain further insight as to the compertence
required of personnel in the NPD, its consuliants and other agencies with which the
NPD worked. This was intended to provide specific guidance as to future training
and assist in recruiting philosophy. The priorities for 1990 were to ensure better
compliance with the Act relating to the working environment; to ensure activity in
the very early stages of any projecr; and to follow up a re-evaluation of the older
instailations.

16.50 Personnel employed by the NPD are recruited both from the offshore industry
and from the shipping and engineering industries. Training needs are defined by the
manager and the employee and a plan is created. Training comprises on-the-job
rraining together with courses on the legal framework and the philosophy of internal
control. A new recruit could also be taken into an audit team as part of his training.
Personnel are also seconded to the companies for a period of time. Most recruits have
university training and more than 60%, are graduate engineers. The NPD also recruit
university graduates with degrees in other subjects such as management and social
sciences. Mr Ognedal would not expect a new recruit 10 perform an audit or carry out
verification acrivities on his own for at least 2 years after he joined the NPD. However,
he stressed that it was the procedure of the NPD for at least 2 persons to go offshore
for a supervisory activity. When a new recruit began work a member of staff would
be appointed to have special responsibility for him and his training on behalf of the
manager. Alchough personnel could be Jost to industry the turnover was only about
7%,, so the numbers were ‘“‘normally pretty close o maximum’’,

Future trends in offshore developments

16.51 In approaching the subjects discussed in later chapiers, and in particular
Chapters 19 and 20 1t is right that I should bear in mind what the Inquiry heard as
to the furure trends in offshore developments since these may give some indication of
how frequently a certain type of feature which is of interest is likely 1o be installed.
One example is the inter-connection of insrallations by pipeline. A study of future
trends may also assist me in determining whether and how far it 1s advisable or
practicable to make a recommendation. On this point the diversity of fucure types of
development may be of some significance.

Trends in the size of fields

16.52 Although the number of oilfields under development increased between 1980
and 1988 their average size decreased over that period. To illustrate that, Dr Taylor
pointed out that the 15 oilfields in production at the end of 1980 had an average size
of 855 million barrels; whereas the average size of the 26 oilfields brought into
production since then was 173 million barrels. A survey carried out by UKOOA in
mid-1988 had shown that there were then 44 oilfields in production or under
development which had an average size of 323 million barrels; whereas there were 92
oilfields which had been discovered but were not yet developed having an average size
of 52 million barrels. Accordingly the undeveloped oil discoveries averaged only one
sixth of the size of the fields already in production or under development. Oil
production from existing fields which was currently a little above 2 million barrels per
day was in decline and was projected to halve by the mid-1990s. As ar mid-1988 there
were 25 gas-fields in production or under development and 35 discovered but
undeveloped. Gas production which was currently about 4500 million cubic feet per
day was projected to halve by the end of the century. This decline in o1l and gas
production would be slowed down by production from new fields some of which had
already been found and others yet to be discovered.

Facrors affecting the pace of development

16.53 Dr Taylor said that since 1984 a number of changes had occurred which had
significantly influenced the outlook for the upstream petroleum industry. For example
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oil and gas prices had fallen substanually; the cost of new developments had been
significantly reduced, in particular as the result of the use of heavy lift barges; and
changes in depreciation allowances for corporation tax had reduced the profitability
which was achievable on new investments. He said that in assessing potential future
production, whether generated from existing but as yet undeveloped discoveries, or
from discoveries yet to be made, the rate of appraisal and development of the inventory
of discoveries depended upon a price and fiscal environment which supported
commercial development, the availability of cost-effective technology and the provision
of adequate resources to support the acuvity.

The types of development

16.54 The earliest installations in the North Sea were in the southern area (all for
gas) where the water depth was relauvely shallow. Later developments were in the
central and northern areas in deeper water where a number of major oil discoveries
were made in the 1970s. Larger and more substantial installations were required for
the deeper water areas. In these areas drilling, processing, utilities and accommodation
were integrated into a single platform.

16.55 There are considerable differences in the environment in different parts of the
North Sea. Dr Taylor illustrated this by reference to the range of depih of water,
wind speeds and wave heights. Because of these differences and other factors such as
the geology and geography of the reservoirs there were many different types of offshore
installation. In the southern area thece were over 100 small fixed platforms mostly
fairly close together. In one part of this area, covering about 40 miles from north to
south and 50 miles from east to west there have been more than 30 gas discoveries.
These included the very large Leman field which has 18 platforms spread over 15 x
5 miles. Some of the platforms consist of several structures linked together. This
linking is also found in the group of *“V”’ fields. One example was the North Valiant
gas gathering installation which consisted of 4 structures linked together 1o make one
installation. He compared these examples with the Brent area in the northern North
Sea where there were 18 large and heavy platforms to cope with the deeper water and
hostile environment. These structures were set out in an area which spanned 60 miles
from north ro south and 30 miles from east to west. The group included a number of
different designs of concrete and steel platforms. Fairly close to these were the Sratfjord
group of 4 plairforms on the median line between the UKCS and the NCS. Elsewhere
in the northern area installations were more scattered. This had implications for the
design with regard to the means of transporting products, the type of accommodation
for personnel and the organisation of systems for evacuation of hydrocarbons.

16.56 The fields in production at the end of 1988 showed a diversity of methods of
development. 31 used fixed platforms. 8 used floating production systems. 7 used
subsea completions. One used the tension leg system.

16.57 Looking to the future developments for the production of oil, Dr Taylor said
that fewer and fewer large fields requiring fixed structures would be discovered. The
successful recovery of oil from many of the small discoveries would depend on the
introducrion of improved oil recovery and production systems. Heavy fixed stee] and
concrete platforms would increasingly be replaced by re-usable floating production
systems and subsea developments. The latter were especially attractive where develop-
ments were favourably located near existing facilities into which they could be linked.
Floating structures were applicable over the whole range. As regards the production
of gas condensate, this would mostly be done by means of fixed platforms with some
smaller developments done by subsea installations. For gas discoveries, the larger
fields would normally be developed using central fixed installations tied to not
normally-manned wellhead towers. Smaller gas fields would use similar unmanned
towers which would be tied to exisung production platforms.

16.58 Dr Taylor described a method of predictive analysis which had been carried
out by UKOOA in order to examine the distribution of size and development of fields
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within the next 25 years. By the use of this analysis it had been estimated thar our of
the 10} existing and future undeveloped oil discoveries, 51 would use subsea methods,
25 would use floating production systems and 25 would use fixed platforms. About
309, of the reserves accounted for in this way would be accumulations of less than 50
million barrels. Development of the very small fields would depend heavily on the
complexity of the geological structures, oil prices, the fiscal position and the available
technology. Access to existing installations and pipelines would be required. Technolo-
gical advances in the last 5 years had made it probable that these small discoveries
would be developed by subsea completions tied into parent installations. On the basis
of past experience and the current uncertain outlook facing the offshore industry the
study carried out by UKOOA had adopted an average development rate of 3 oil-fields
per year over the next 25 years. As regards gas-fields size was no longer considered
10 be of greart significance in determining the order in which fields came forward for
development. This had been due o the extent of the existing infrastructure of pipelines,
terminals and gathering platforms which was now in place, especially in the southern
North Sea. Further many oil companies had a diversity of holdings which provided
them with an incentive to develop smaller fields. Against that background Dr Taylor
said that it was possible 1o postulate a future development scenario which included 3
new oilfield developments per year (which could extend to 4 if subsea completions
were involved); 6 new plaiforms per year for new gasfield developments; and 1 new
gas condensate field development every 3 years until the end of the century and 1 per
year thereafter. Dr Taylor said that it could be concluded from the overall result of
the study that in the northern and central North Sea the potentia) existed over the
next 25 years for the development of around 100-150 oilfields and 20-30 gas condensarte
fields requiring in total around 45-55 fixed platforms, 20-30 floating production
systems and 40-60 subsea installations.

16.59 Dr Taylor referred to the installation for the Temn field as being representative
of the type of manned fixed installation likely to be built in the furure. The field was
among the group containing between 180 and 320 million barrels of oil. The platform
would be typical of the future fixed platforms required to develop the larger of the
remaining smal} fields in the northern North Sea. Platforms of this type would be
dealing with much the same operations as the larger platforms but on a reduced scale.
Where satellite systemns were involved oil and gas would emerge from these in single
pipelines delivering to the main platform for separation. The gas would probably be
used as a fuel. He illustrated the use of floating production systems by reference to
the Ivanhoe/Rob Roy development. This installation was semi-submersible, kept on
station by dynamic positioning. Oil and gas was collected from subsea connections
through a system of flow lines and flexible risers. The development was the first to
combine oil and gas production in a floating system. It would be able to pump water
into the reservoir and mainrain reservoir pressure. The gas produced would be taken
by way of the Tartan field into the Frigg system. The oil would be transported 1o
Claymore and then to Florta. If necessary it could be discharged into an oil tanker
near the development. Another floating systern under construction was designed for
extracting ojl from very small reservoirs. This was described as a single well oil
production system (SWOPS). It consisted of a ship-like facility which could be used
as a subsea production system on an existing exploration or appraisal well and possibly
1o develop some of the very small discoveries I have mentioned above. The oil could
be processed on board. The advantage of that system was that it could be moved
elsewhere when the reservoir had been exhausted.

16.60 It appears that satellite subsea developments and small unmanned installations
will increase as a proportion of future developments in the UKCS. However, the large
number of existing fixed platforms and the substantial, if decreasing, proportion of
new manned installations will continue to demand a high degree of attention to
personal safety. At the same time technological change and the increasing proportion
of unmanned installations will call for a flexible approach to regulation.
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Chapter 17
Safety Assessment

17.1 T now turn to outline the specific elements in the regime which I envisage,
starting in this chapter with safety assessment. I will first describe the nature and
value of safety assessment (paras 17.3-7), the models for its regulatory use furnished
by the Safety Case in the Control of Industrial Major Accident Hazards (CIMAH)
Regulations 1984 (paras 17.8-16) and by the arrangements in the Norwegian Continen-
tal Shelf (NCS) (paras 17.17-21), and the practice and intentions of the DEn (paras
17.22-28). Nexrt I will state my views on, and proposals for, the role of safery assessment
in the regime (paras 17.29-47). I will then consider the role of quantification and
quantitative risk assessment (paras 17.48-61). 1 will conclude by considering the
implications of my proposals for regulations, for the regime and for the regulatory
body (paras 17.62-71).

17.2 The Piper disaster involved the realisation of poiennial major hazards. There
was a leak and an explosion inside a module followed by the rupture of gas risers.
Although Occidental could not bur be aware of the existence of such hazards, it did
not possess any system which ensured that such remote, but potennally disastrous,
events werc subjected to systematic scrutiny. There was for major projects no
comprehensive system of safety assessment and management did not appear to
appreciate fully the contribution which it could make. By contrast, the evidence
showed that some companies, both those operating in the UKCS and in the NCS,
require the formal use of safery assessment for major projects, and did so prior to
Piper. The companies which gave evidence on this were clear that these activities were
beneficial in the identification and control of hazards.

Formal safety assessment

17.3 Formal safety assessment (FSA) involves the identification and assessment of
hazards over the whole life cycle of a project from the initial feasibility study through
the concept design study and the detail design to construction and commissioning,
then to operation, and finally to decommissioning and abandonment. The techniques
used include hazard and operability (HAZOP) studies; gquantitative risk assessment
(QRA); fault tree analysis; human factors analyses; and safety audits. The need for
FSA arises because the combinations of potential hardware and human failures are so
numerous that a major accident hardly ever repeats itself. A strategy for risk
management must therefore address the entire spectrum of possibilities.

17.4 In accordance with the usage of the main witnesses in this passage of evidence,
I shall use the term “formal safety assessment’, or IFSA, to mean the process of
assessment and “‘an FSA” ro mean the output from this process and in particular an
assessment essentially equivalent to a Safety Case. It is with this latter that I shall be
primarily concerned in the first part of this chapter.

Current use of FSA offshore

17.5 Some companies operating in the North Sea already produce FSAs for major
projects. Dr M S Hogh, Manager of Projects and External Affairs, Group Safety
Centre, BP International, described the formal system used within BP. There is a
formal Project Review Procedure conducted at 6 distinct stages in the course of a
project, starting with definition and feasibility and going through to operation, in
which independent audit tearns seek to identify any ouistanding safery issues. There
is a formal requirement to carry out HAZOP studies at the detail design stage and the
results are scrutinised by the audit team. FSAs were also described by Mr R E McKee,
Chairman and Managing Director of Conoco (UK) Ltd, who stated that since Piper
a separate group had been created to deal with this.
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17.6  The value of an FSA to the company was illustrated by the Engincering Safety
Plan for the Southern Basin Gas Development, or V Fields project, described by
Mr M Ferrow, Manager, Safety and Quality Assurance, Conoco (UK) Lid. The
development involved a number of gas fields some 50 miles east of the Lincolnshire
coast. The exercise was modelled on the Norwegian concept safety evaluation (CSE),
a form of FSA carried out at the conceprual stage. The objectives were 10 demonstrate
the safety and rehability of the design; to derail the operational requirements and
limitations; and to provide the basis for continuing safety assurance after handover.
One outcome of the work was a systematic, documented review of all significant
accident scenarios and the associated precaurions. Another was a lead in to the
operating group of all the issues which the design group felt were important for safety.
Some 500 operaring pracrices were derived from the work. The documentatjion
comprised in its detailed form some 11 volumes. The value of the plan was
demonstrated, when, following Piper, the company reviewed its safety precautions.
The avaijlability of the plan documentarion made this a relatively straightforward
€XCrcise.

17.7 As his own ritle indicated, Mr Ferrow regarded safety and quality assurance
(QA) as linked. He described FSA as a subset of quality assurance. The in-house
quality assurance system was used to ensure that findings of the V Fields study just
described were properly closed out.

The CIMAH model

17.8 I now turn to consider the role of an FSA in the regulatory regime. The Inquiry
heard of 2 existing models for this, the onshore Safety Case and the arrangements in
the NCS. The Safety Case was described by Dr A D Sefton, a factory inspector based
at Shefhield and leader of the HSE’s Hazardous Installations and Transport of
Dangerous Substances National Interest Group.

17.9 Onshore major hazard insrtallations are subject to the CIMAH Regulations. Reg
7 requires that the operator should provide the HSE with a written report on the
safety of the installation. The report is commonly called the Safety Case. These
regulations had their origins in the Flixborough disaster in 1974 and the work of the
Advisory Committee on Major Hazards (ACMH) and in the Seveso disaster. They
effect, and are confined 1o, the implementation of the EC Directive on Major Accident
Hazards, the so-called “Seveso Directive. They require demonstration of safe
operation (Reg 4), notification of major accidents (Reg 5), a written report (the Safery
Case) (Reg 7), updaring of the report (Reg 8), an obligation to supply the HSE with
further information (Reg 9), preparation of an on-site emergency plan (Reg 10) and
provision of information to the public (Reg 12). There are also requirements on the
local authority to prepare an off-site emergency plan (Reg 11).

17.10 The contents of the written report are specified in Schedule 6 of the regulations.
The 4 main headings relate to information on every dangerous substance involved in
the acrivity; on the installation itself; on the management system; and on the potenual
major accidents. The informartion required on the management system includes the
staffing arrangements; the arrangements made to ensure that the means provided for
safe operation are properly designed, constructed, tested, operated, inspected and
maintained; and the arrangements for training. That required on the potential major
accidents includes the potential sources of a major accident and the conditions or
events which could be significant in bringing one about; the features of the plant
which are significant as regards potential for a major accident or its prevention or
control; the measures taken to prevent, control or minimise the consequences of a
major accident; and the emergency procedures.

17.11 In the first instance the Safety Case is a means by which an operator
demonstrates to itself the safety of its activities. The valtue of such a demonstration
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was illustrated in the evidence of Mr Ferrow concerning an FSA which I have already
mentioned.

17.12 The Safety Case also serves as the basis for the regulation of major hazard
activities, as described by Dr Sefton. Existing major hazard installations were already
subject to the Health and Safety at Work etc Act (HSWA) and even before the
CIMAH Regulations bad been the subject of attention by the local inspector. A
CIMAH site is normally visited annually. On receipt of a Safety Case the HSE first
checks to ensure that all the information required is provided and o identify any
matter of immediate concern. The report is then assessed by a multi-disciplinary ream
including specialists from HSE’s Technology Division, the local area inspectors and
as necessary local specialists in the Field Consultant Groups. Any matters of concern
are then taken up by letter ot by visit. Following this initial response, the report
constitutes an important input into the inspection strategy and provides a basis for
selecting areas which should receive priority attention. Examples cited by Dr Sefton
were the use and maintenance of an item of hardware such as pressure relief devices
or a procedural matter such as operating instructions. In the course of in-depth
inspection of these items inspectors would always test management and organisation
of the installation by reference to any failings detected. Many operators have reported
that they found the exercise of producing a Safety Case valuable. Often it would be
the first time that a report had been made of the major hazard aspects of the installation.
Many stated that the exercise had led them to make changes in their approach and
improvements to systems and procedures. Dr Sefton was ar pains to pownt ourt that
the Safety Case was not a licensing or approval system, which might be thoughrt to
transfer some of the responsibility to the lhicensing authority. He was not even sure
that the HSE “accepted” the report. Whart it did was to satisfy itself that the
information provided complied with that required and then use that information in
its inspection; if there were any serious concerns arising out of the reporr, 1t would
take them up.

17.13  With regard to the level of expertise required within the company to prepare
the Safery Case, the guidance notes state:

“A partial answer is to suggest that if a manufacturer was unable to meet most if
not all of the aims of the Safety Case set our in para 106 by using his own sraff,
doubts would arise about his competence to manage a major hazard activity ...”
(para 114).

In practice Safety Cases submitted are for the most part prepared by the operator’s
personuel, although some us¢ is made of consultants for specialist work such as
consequence modelling, particularly by smaller companies. In assessing the Safety
Case, the HSE is able to bring to bear the full range of expertise required. It possesses
this expertise in-house. However, it does make use of consultants to assist with peak
workloads.

17.14 The Safety Case is concerned with management and software as well as with
hardware, as indicated by the information on management and management systems
required in para 4 of the Schedule. Amplifying these requirements Dr Sefton stared:

“Informarion should be given which details operation and revision of safety policies;
the setting or adoption of design and consrtruction standards; quality assurance
arrangements, operaring procedures, training, management supervision, monitoring,
staff welfare and management structure. All these separate elements are necessary
to describe fully a system of management control and the report should give some
indication of acrivity within every element. Control in the above spheres of activity
requires:

(a) identification of work required to achieve the desired objectives; (b) the
establishment of standards for described activities; (c) performance measurement
to assess the degree of compliance with standards; (d) evaluation of performance
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over time which 1s communicated to accouncable persons; and (e) the means to
correct deficiencies in performance standards.”

17.15 Dr Sefton was questioned on the way in which HSE goes about assessment
of management and management systems. He replied that it was not possible to
separate hardware and software concerns in the manner implied in the questioning.
Scrutiny of preventive mechanisms might reveal weaknesses in management controls.
Any perceived deficiencies in this area would be taken up by the local inspector. He
stated:

“It is one of the skills of inspecrors, to be able to interrogate the operations of
companies o Jook not only at the hardware thar is easy to see and easy 1o look at,
bur 1o get under the skin of a company, to ensure that they are setting the appropriate
standards, that they do know whart are the potentia! problems thar they have, and
thart they are monitoring and assessing what they are and what they are doing. Much
of the training of inspectors is associated with that. You cannot have one without
the other. You cannot simply look at the hardware; you have to look closely at the
management control of that hardware and of the hazards associated with it.”’

Asked whether an inspector would take the matter as high vp the management tree
as necessary, Dr Sefron replied:

“I think if we were convinced that there were failures of management we would go
very quickly to the very highest level of management. I do not think inspectors
would delay going to see and deal with the highest level of management. Once they
had evidence of management failings it 1s no good rtalking to a foreman or works
manager if the failing js a failing of the direction of the company. The great skill of
inspeceors, I suggest, is identifying quickly the failings that are leading to inadequa-
cies on the ground and identifying where in the overall management structure the
weakness 1s and homing in on it as quickly and eftectively as possible.”

If the Jocal inspector required assistance on matters of management, he could call for
specialist advice from the APAU.

17.16 The BHSE witnesses clearly thought that the CIMAH Regulations had been a
success. Mr Rimington called the regulations ‘‘a major step forward”, but also said
that when they were first brought in, he could not have said with confidence that they
would produce the results which they had in fact produced. Dr Sefton too thought
the regulatjons had largely achieved their aims. He believed this success owned much
1o the high level of technical experuse which the HSE had deployed and which the
indusiry respected. It had shown an understanding of the issues of managing industry.
Another HSE wimess, Dr A F Ellis, Deputy Chief Inspector of the Technology
Division, which includes the Major Hazards Assessment Unit (MHAU), was asked
whether he thought the Safery Case was working out well, and in particular the role
of quantification; he believed it was.

The Norwegian model

17.17 The Norwegian offshore regime, described by Mr Ognedal, has developed in
the same general direction. The requirement for some form of risk evaluation is a
long-standing one. The Regulations Concerning Safery Related 10 Production and
Installation 1n 1976 contained a requirement that if the living quarters were to be
Jocated on a platform where drilling, production or processing of petroleum was taking
place, a risk evaluation should be carried out. It was Mr Ognedal’s recollection that
at this date such an evaluation would have been mainly qualirative. In 1976 the NPD
rejected a design for the Statfjord B platform as a copy of Statfjord A and required
the living quarters 1o be put on a separate platform. In 1977 Mobil pur forward a new
concept of a platform integrated but with separation of the accommodartion by a 6
hour rated firewall, which was accepted. The Statfjord B exercise influenced the
legislation which followed.
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17.18 The move to a more quantitative approach came with the Guidelines for Safety
Evaluation of Platform Conceptual Design published in 1981. These centred around
the provision of a shelter area, required the conducr of a concept safety evaluation
(CSE), and specified numerical acceptance standards. A design accidental event was
defined as one which did not violate any of the following 3 criteria:

“(a) at least one escape way from central positions which may be subjected 10 an
acadent, shall normally be intact for ar least one hour during a design accidental
event

(b) shelter areas shall be intact during a calculated accidental cvent unul safe
evacuarion 1s possible

(¢) depending on the platform type, funcrion and location, when exposed to the
design accidental event, the main support structure must maintain its load carrying
capacity for a specified time.” (clause 5.2).

The following categories of event were required to be evaluated, where relevant: blow-
out; fire; explosion and similar incidencs; falling objects; ship and helicopter collisions;
earthquakes; other possible relevant types of accident; extreme weather conditons;
and relevant combinations of these accidents. It was required that based on these
design accidental events a set of design accidenial effects should be specified, expressed
in terms of heat flux and duration; impact pressure, impulse or energy; and acceleration.
Explicit numerical acceptance criteria were stated:

“In practical terms, it may be considered necessary to exclude the most improbable
accidental evenrs from the analysis. However, the total probability of occurrence of
each type of excluded situation (see 4.1.3) should not by best available estimarte,
exceed 107 per year for any of the main functions specified in 5.2, 5.5 and 5.6.”

“This number is meant to indicate the magnitude to aim for, as detailed calculations
of probabilities in many cases will be impossible due to lack of relevant data.”
(clause 4.2.2).

In eflect, therefore, since there were some 9 categories, the requirement was that the
frequency of the totality of events more serious than design accidental events, which
are termed residual accidenral events, should not exceed 9 x 10 per year, or in round
figures 107 per year. These numerical criteria have been applied with flexibility.

17.19 The role of this FSA in the regime, as described by Mr Ognedal, is that the
Guidelines are superior to the other, more prescriprive regulations. He confirmed that
this meant that if a regulation laid down a particular requirement but risk analysis
indicated that it was not necessary, an exemption from the regulation could be granted.
Conversely, the analysis might show that the minimum requirement in the regulation
was nort sufhcient.

17.20 The 1981 Guidelines were still in force but were to be replaced in 1990 by the
Regulation on Risk Analysis, currently in draft. These new regulations require that
safety analyses should be carried out through all phases from concept to operation,
but the choice of the methods would be left to the operator. The new regulations
would no longer conrtain a stated numerical acceptance criterion. Instead, the operator
would be required to establish its criteria before the start of the conceptual design.
Mr Ognedal stated that one of the reasons for the change was to ‘‘avoid further number
game discussions”. He affirmed that in making this change the NPD was nort
abandoning its original approach but building on it. The acceptance criteria required
would not be less stringent. The whole pbilosophy underlying the legislation is one
of progressive improvement.

17.2) The system operated by Srtaroil was described by Mr O ] Tveit, a senior
engineer with the company. In addition to carrying our 2 CSE at the conceptual stage,
a total risk analysis (TRA) is performed at the detail design stage; this latter is an
assessment developed by Statoil itself.
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DEn practice and intentions

17.22 Prior to Piper there was no requirement in the British offshore regime for an
FSA dealing with the whole range of major hazards. When I look at what the DEn
had done, including the regulations and the associated guidance, to which certifying
authoriries work, and at the evidence given by Mr Petrie, there seems to me to be an
imbalance between the attention given to the threars to the platform from environmental
conditions and ship collision and those from the hydrocarbons. The approach which
Mr Petrie described did not impress me as an effective one for the identification and
control of the major hazards from the hydrocarbons at high pressure. He agreed thart
a large proportion of the inspection effort was in fact concerned with high pressure
plant and that familiarity with pressure systems was a prime skill required in an
inspector, yet his inspectorate was not strong in this area.

17.23 Thart rthis failure affected large parts of the UKCS was illustrated by the
evidence of Mr A J Adams, a Principal Pipeline Inspector in the Safety Directorate
of the PED, that prior to Piper there were some 70 risers, out of about 400 covered
by the new ESV regulations, which did not have a true ESV and which required
changes to the valve itself or to its actuator, control logic, etc, to make it such.

17.24 The DEn presented a discussion document on Formal Safety Assessments of
Offshore Installations, which was spoken to by its author, Mr E ] Gorse, a Principal
Inspecror and head of the section dealing with the auditing of the work of the certifying
authorities. The document was in 2 parts, the first dealing with the principles of FSA
and the second with factors to be taken into accouni, and was meant 10 cover both
hardware and management aspects. The first part listed installations to be covered,
hazards to be considered, techniques which mighrt be used and project stages at which
assessments should be carried out. It stated thart there should be written procedures
for undertaking FSA and that the outcome of the FSA should be documented and
subject to independent regulatory review. The second part gave more detail of some
of the techniques, including HAZOP and QRA. In effect, therefore, the document
created a requirement for something analogous 1o the onshore Safety Case. However,
the document was perceived to be weak on management and human factors aspecrts
and Mr Gorse was questioned at length on this.

17.25 With regard to the regulatory review of such an FSA, it was the inteation that
the hardware, or technological, aspects, should be integrated into the cerrtificate of
fitness regime and that this aspect of the safety assessment should be taken into account
when the certificate was issued. The assessment of the hardware aspects of the FSA
would be done by the certifying authority. The importance of covering management
as well as hardware was recognised, but the Deparument was still working on how this
aspect should be assessed; it was “early days”. An engineer was being seconded from
the APAU on a permanent basis to assist. There was as yet no concluded view except
that the assessment of written procedures and human aspects would be subject to
some form of independent assessment. Questions were also asked on the expertise
available within the DEn on FSA, QRA and management assessment. Mr Gorse stated
that the Department did not possess the expertise to cover the whole range of ESA
and that it had no expert on QRA or on management aspects.

[7.26 The introduction to the discussion document described it as a major step
forward, but despite the similarity between the FSA described and the onshore Safetry
Case, the document made no reference, even in the bibliography, to the CIMAH
Regulations. Mr Gorse said that there were so many references which might have
been quoted and it was necessary to be selective. This is in line with Mr Pertrie’s
attitude to the CIMAH Regulations which I consider jn Chapter 22.

17.27 1t was made plain by Mr Petrie that in the regime which he envisaged an FSA
would complement rather than replace regulations, As far as concerns the kind of
regulavion, he was in principle in favour of regulations of the goal-setting type.
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However, although the Department had reviewed the body of regulations, it had not
started on the task of formulating goal-setting regulations. No existing regulations had
as yet been amended to goal-serting form. Whilst manpower constraints were a facror
in this, another factor was the question of the balance berween goal-setting and
prescription. His position was that he was reluctant to lose the ability to make
prescripuve regulations, though they would not be used unless there was a clear need
for them. In any case he thought the difference was not clear-cur. It appeared that
the Department continued to be attached to prescription of hardware. This was
illustrated by the discussion document on Fire and Explosion Protection, considered
in Chaprer 19. This document was intended to fit in with a regime which was moving
towards use of FSA. It still contained numerous prescriptive requirements for
hardware, albeit some were expressed as default requirements. A similar approach
underlay Mr Pertrie’s comments on guidance notes. He saw these as setting a minimum
standard. It was put to him that there seerned to be an iron law that material intended
as guidance came to be interpreted as mandatory. He agreed there was frequently a
misconception about the status of guidance, but believed the present sitvation struck
the right balance.

17.28 Mr Gorse confirmed that the FSA envisaged in the discussion document would
apply to mobile as wel) as fixed installations, i fact to all installations, including
floating production vessels and multi-purpose vessels.

Parties’ submissions on an FSA

17.29 UKOOA subrmitted that the operator should be required to carry out an FSA,
equivalent to a CIMAH Safety Case, in a planned manner at specific stages of the
project such that the findings could be incorporated into the design or any proposed
change in operating activity. The operator should define the design accidental events
and the acceptance criteria. Quantitative methods should be used where appropriate.
This FSA should be done by company personnel with the ourside consultants confined
1o specialised work such as consequence analysis or QRA. Specifically, it was submitted
that the following features should be dealt with 1n this manner:

Management systems; need for a safe haven and its location, protection and facilities;
locarion of accommodation and its protection against smoke; location and protection
from smoke of control room, radio room, and emergency command post; number,
locarion and protection of risers; subsea isolation valves; fire and gas detection
systems; protection against fire and explosion; escape routes and embarkation points;
evacration and escape system.

17.30 Further, UKOOA proposed thar the regime should move to one based entirely
on the single regulation for an FSA and that other regulations would then be
unnecessary. However, if this was not acceptable, the regime should at least cease to
be based on prescriptive regulations and should move 1o one based on goal-setting
regulations with compliance demonstrared by FSA.

17.31 The submissions of the Trade Union Group, the Piper Disaster Group and
the Contractors’ Interest all supported the concept of an FSA or Safety Case applicable
to both new and existing installations, though they differed in the extent to which
mandatory QRA should be required.

17.32 The Trade Union Group submirted that the Safety Case should be brought
in forthwith by implementing the CIMAH Regulations offshore. This proposal was
spoken to by Dr V C Marshall, a consultant, and its implications were examined with
Dr Sefton.

An offshore Safery Case

17.33 1 am convinced by the evidence that an FSA is an essential element in a
modermn safety regime for major hazard installations and that it has a crucial role to
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play in assuring safety offshore. Not only was there a consensus on this bur also a
large measure of agreement on how the matter might be raken forward. This consensus
was confirmed by the parties’ submissions. I consider that this FSA should rake the
form of a Safery Case.

17.34  The regime should have as its central feature demonstration of safe operation
by the operator. To this end there should be a requirement for a Safety Case, based
broadly on the CIMAH model for onshore installations. The CIMAH and Norwegian
models show that this is both practical and desirable, the DEn was moving in this
direcrion and it was in esscnce what UKOOA proposed.

Nature and purpose of Safery Case

17.35 Primarily the Safety Case is a martter of ensuring that every company proguces
an FSA to assure jtself thar its operations are safe and gains the benefits of the FSA
already described. Only secondarily 1s it a matter of demonstraung this to the regulatory
bodyv. Thar said, such a demonstratic. - both meets a legitimate expectation of the
workforce and the public and provides a sound basis for regulatory control.

17.36 Both the evidence which I have already described and that which T will describe
later make it clear that safety 1s crucially dependent on management and management
systems. The Safety Case should show among other things that the company has a
suitable safety managemenct system. I defer further considerarion of this aspect to
Chapter 21,

17.37 The offshore Safety Case, like that onshore, should be a demonstration that
the hazards of the installation have been identified and assessed, and are under control
and that the exposure of personnel to these hazards has been minimised. 1 envisage
thai the gencral approach of the offshore Safery Case will be similar in many respects
to that onshore. However, there will also be significant differences. In the offshore
case the demonstration that the hazards are under control should include as a central
feacurc a demonstranon that the threar from these hazards to the arrangements for
refuge for, and evacuation and escape of, personnel in the event of an emergency, is
under control. The Norwegian regime follows this approach. I consider these matters
further in Chapters 19 and 20.

17.38 An installation needs to be self-sufficient in providing protection for personnel.
The Safety Case should demonstrate that it possesses a temporary safe refuge (TSR)
and escape roures which will endure for a sufhicient tume to allow safe and full
evacuation. I consider these martters further in Chapter 19. It is difficult to see how
such a demonstration could be done other than by QRA and accordingly it is proposed
that QRA be required. This requirement therefore goes beyond what is required
onshore. It is clearly pracuical, since it is included in many onshore Safery Cases and
is the basis of the Norwegian CSE. It is considered justified for offshore installations
because large numbers of people not only work but live on them; the risks on the
installations are relatively high; it is expected that the proportion of cases where the
benefit of the QRA is marginal will be outweighed by those where it is substantial;
the installations are much less heterogeneous than those onshore; they are substantial
installanons which justify the resources required to perform the QRA; and, not least,
because in one tragic instance the hazards have been realised. It is proposed that the
requirement should be for the esumation of the frequency with which there occur
accidental events exceeding the design accidental events. In general, therefore, this is
a requiremcnt for explicit estimartion of both frequency and consequences. However,
it may be possible for certain hazards, perhaps even an appreciable proportion, to
meet the requirement by a calculation of consequences only which makes it unnecessary
to calculate the frequency. I consider QRA furcher in paras 17.48 ez seq.

17.39 I have considered burt rejected the proposal that a version of the CIMAH
Regularions should be applied offshore with only those changes clearly essential for
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such application. It will be apparent that the offshore Safety Case which I envisage is
sufhciently different from that onshore that this would not be the right way to proceed.

17.40 The Safety Case should normally be prepared primarily by company personnel.
I accept the argument that a company which is competent to operate an offshore
installation should be competent to produce the Safety Case. Moreover, involvement
of the company’s own personnel is the best way to obrain the full benefits within the
company and for the purpose of dialogue with the regulators. Strularly, it is desirable
that the operator should deal itself with the QRA aspects of the Safety Case rather
than contract them out. Familiarity with the system 1s essential for good QRA and
companies often prefer to employ engineers familiar wicth the system and train them
in QRA rtechniques rather than to call in risk analysts and acquaint them with the
system. Moreover, use of company personnel allows experrise to be built up in-house.
On the other hand consultants have a role in bringing an independent perspective and
assisting with novel and specialist techniques.

17.41 The Safety Case should apply to both fixed and mobile installations. The
question of the application of an FSA to mobiles was explored and no impediment
was identified. It was the intention of the DEn to make the FSA which they proposed
applicable to mobile as well as fixed installations.

Safety case for new installations

17.42 Onshore there is a requirement for a Safety Case both for new and existing
installations. I believe that the same should apply offshore. There is little dispute
abourt the benefits to be gained from a Safety Case for a new installation. For such an
installation there is clearly great value in some form of CSE. The initial form of the
Safety Case should have this character. As the design develops so should the Safety
Case, taking on more the aspect of a TRA. It is intended thart in the final form in
which it is submirtted the Safety Case should be based on detail design information. 1
note that the CIMAH Regulations require the onshore case for a new installation to
be submitted not less than 3 months before the commencement of the activity (Reg
7(1)), which indicates that the case will conrain detail design information.

17.43 It will be for the regulatory body to specify the precise stage in the project for
submission of the Safety Case. It is clearly desirable thar some preliminary assessment
of matters related to the Safety Case be submitted early in the project, preferably on
apphcation for Annex B consent. The regulatory body should consult with the industry
on this.

Safety Case for existing mstallations

17.44 I consider that a Safety Case should also be required for existing installations.
This is the requirement onshore. The risks offshoce are clearly no less. It is not
acceptable that installations should be operated withourt a thorough assessment of what
those risks are. While certain opuions are foreclosed once an installation is built, there
will generally be a variety of measures, both hardware and software, which can be
taken to improve safety if the risks justify them. Since in this case the full detail design
information is available, the Safety Case will have the character of a TRA.

17.45 Safety Cases for existing installations should be brought in as rapidly as
practicable, on a schedule to be determined by the regulatory body.

The continuing Safety Case

17.46 The Safety Case should be seen not as a one-off exercise but as part of a
continuing dialogue between the operator and the regulatory body. I have already
described the increasingly central role assumed by the Safety Case in the onshore
regime for major hazards and envisage a similar role for the offshore Safety Case. It
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follows that the Safery Case needs to be kept up-to-date. It should be updated at
regular intervals or if there is any material change affecting it. The most fundamental
change will be a change of operator; an updating of the Safety Case is essential in this
case. An updating should also be triggered if there is a major emergency on the
installation, with or without precautionary evacuation; if there are major modifications;
or if there is some major rechnological innovation or the discovery or improved
understanding of a major hazard which might justify it.

17.47 Given that the Safety Case should be updated if there is a major modification
to the installation, there will be a need for the regulatory body to define what constitutes
a major modification for this purpose.

Quantitative risk assessment
Role and starus of QORA

17.48 Accounts of QRA were given to the Inquiry by Dr Cox and Dr Hogh. I deal
here with just one or two points in order to make clear the role which I envisage for
it as an aspect of an FSA.

17.49 1 endorse the emphasis placed by both witnesses on the fact that QRA is only
one input to the decision-making process, though an important one. Its strength is
thac 1t provides a structured, objective and quanritative approach. It gives a better
understanding of the hazards and of the measures needed to controt them. The
operator 1s required by the HSWA 1o cake all reasonably practicable measures to
ensure safety. QRA is a prime means for the operator to demonstrate firstly to itself
and secondly to the regulator thar i1t has done this and thus provides a good basis for
the dialogue between operator and regulator. It should not be used, however, in
isolation or as an automatic mechanism for decision-making. The point is made in one
of the documents on QRA published by the HSE, “Quantified Risk Assessment: Its
Inpur to Decision-making”, quoted by Dr Cox:

“QRA is an elemenrt that cannot be ignored in decision-making about risk since it
is the only discipline capable, however imperfectly, of enabling a number to be
applied and comparisons of a sort to be made, other than of a purely qualitative
kind. This said, the numerical element must be viewed with grear caution and
treated as only one parameter in an essentially judgmental exercise.” (para 10).

17.50 I am aware that QRA has been a matter of some controversy. There was
general agreement that it 1s a complex subject. However, as Dr Hogh said, complexicy
is nor synonymous with difficulty. Whartever may have been true some 10 years ago,
both Dr Cox and Dr Hogh considered thar there was now no serious problem in
oblaining the data required to estimate frequency or models 1o estimate consequences;
the arca of human factors was acknowledged to be one where improved rechniques
were desirable. Dr Hoghin fact described QRA as a normal tool of project management.
In giving this evidence both witnesses were referring to the application of QRA
offshore as well as onshore. I am satisfied thar there is no impediment to the use of
QRA offshore. I agree, however, that it is desirable to be quite open about the
uncertainties inherent in QRA and to take these into account in its conduct and
evaluation, using the methods of sensitivity analysis described by the witnesses,

Regulatory uses of QRA

17.51 HSE’s view of the role of QRA in the regulatory regime was put by Dr Ellis
and Dr R P Pape, Head of the Major Hazards Assessment Unit. For nuclear
installations QRA is a normal part of the Safety Case. It does not have this status for
process plants.

17.52 HSE accepts that there 1s some controversy about the use of QRA and has

recently published 3 documents to make its views known and to stimulate discussion.
Dr Ellis quoted from the same publication as Dr Cox:
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“It 1s therefore ymportant o be able to predict what could happen and as far as
possible how likely or unlikely it is - as well as recording what has actually happened,
and then to see how best to control, and if possible reduce, the risks thar are
idenrified. For this QRA 1s an indispensable element, but one to be used with
caution and not applied mechanistically to demonstrate compliance with legislative
requirements.”” (para 15).

17.53 HSE’s own interest in QRA arises because it is an organisation which regards
it as important to found any legal or political judgement as firmly as possible on a
rigorous scrutiny of the facts, using the available techniques. It is conscious that it is
dealing with rechnologically based industries or scientifically numerate organisations
which expect a structured and logical approach. Equally, it is conscious that not all
health and safery problems can be reduced to mathemartical terms. Nevertheless, it
believes that quantification, or in some cases just the attempt to quantify, imposes a
discipline beneficia) to safety. Dr Ellis drew a distinction between quantification and
full QRA. He agreed there was enthusiasm in the HSE for the former, while for the
latter there was ‘“‘cautious enthusiasm”. In some cases the full process of QRA is not
necessary. The quanmification of the potential consequences of an accident may be
sufficient. HSE’s views were much stronger on quantification of consequences than
on full QRA. He quoted as an example of HSE’s attitude to quantification the following
extract from the guidance notes to the CIMAH Regulations:

“Whilst it may be possible for manufacturers to write a safety case in qualitanive
terms, HSE may well find it easier to accept conclusions which are supporred by
quantrified arguments. A quantitarive assessment is also a convenient way of limiting
the scope of a safety case by demonstrating either that an adverse event has a very
remote probability of occurring or that a particular consequence 1s relatively minor.”
(para 112).

Dr Ellis stated that while QRA might not be specifically required by regulations under
the HSWA, the general requirements of that Act could imply a need for QRA where
it is likely 1o be worthwhile. He agreed that in order 1o decide whether an installation
was acceptably safe, it is reasonable to want to know the level of risk which it poses.
Asked whether the HSE had the powers to require a QRA from an operator, Dr Ellis
said the question was difficult to answer; it had never tried to enforce such a
requirement,

17.54 The selective use of QRA by regulatory bodies was supported by Dr Hogh as
providing a framework for dialogue. However, the industry had been resistant 1o the
blanket application of QRA 1o existing onshore major hazard installations as a
requirement of the CIMAH Safety Case. It was an essentially futile exercise unless
carried out for a defined purpose.

Acceprance standards for QRA

17.55 The practice of QRA requires acceptance standards. There js more than
one form of acceptance standard. Examples are accommodation endurance times,
equipment availability targets and risk criteria. As far as risk criteria are concerned, I
would expect the general approach to be that described in the HSE discussion
document on the tolerability of risk and shown in Fig 17.1, which was introduced by
Dr Hogh and endorsed by the other witnesses. The upper line is that above which
risk is intolerable and action must be taken, the lower region is that in which risk is
negligible and no action is required, while in the intermediate region the requirement
is to reduce the risk “as low as reasonably pracricable” (ALARP). This latrer implies
a cost-benefit analysis. In formulating risk criteria, due regard should be had to risk
aversion, the aversion which sociery has to major accidents. Risk aversion should
receive recognition not only in setting the upper bound of whart is acceptable, but in
the cost-benefit analysis.

17.56 Itis normal practice thar acceptance standards for QRA are set by the operator.
This accords with the fact that QRA is generally an activity undertaken volunrtarily
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to demonstrate compliance. The HSE has published documents on risks and risk
criteria but as guidance. I consider that this is the approach which should also be
adopted offshore.

17.57 1 propose, however, one exception to this general principle. The Safery Case
involves a demonstration that the frequency of events which threaten the endurance
of the accommodation, or TSR, will not exceed a certain value. In order to provide
at leasrt one fixed point in the regime, both the minimum endurance and the frequency
with which there 1s a failure of such endurance should be specified by the regulatory
body, at least in the first instance. This proposal is described further in Chapter 19.

17.58 1 fully endorse the view expressed thar acceptance standards, including risk
criteria, should be interpreted with flexibility by the regulatory body.

17.59 This 1s not to say, however, that the acceptance standards should not be tough;
they should be. In the regime proposed these standards will be one of the main
pressures for improvement. Unless they are set sufficiently high, they will not be
effective. It is my intention that the regulatory body should require acceptance
standards which will resulr in real improvemenrts in safety. In particular, there needs
to be a reduction of the risks from major accidents. The Inquiry did not go into risk
comparisons, but it is clear that the historical risk to the workforce in the UKCS is
now dominated by a single accident, the Piper disaster. A simuilar situation pertains in
the NCS following the Alexander Kielland disaster in which 123 djed.

17.60 Whilst in general QRA requires some standard of comparison, it does not
always involve absolute risk criteria. The point was made that there is a distinction
between inherent features such as layout and add-on features such as a protective
system. It was not possible not to have a layout, the question is to choose between
different layouts, and QRA may be used to assist the choice by comparing safery
aspecrs, without necessarily using absolute risk criteria. On the other hand a protective
system 1s In a sense an optional extra and in this case the use of QRA to aid this
decision implies the use of some absolute criterion.

Application of QRA 1o existing installations

17.61 As I have already stated, I propose both that the Safety Case should involve
QRA and thart there should be a Safety Case for existing as well as for new installations.
It therefore follows that I am proposing QRA for existing installations. I have already
mentioned Dr Hogh’s comment thac the industry had been resistant to the blanket
application of QRA to existing onshore major hazard installations as a requirement of
the CIMAH Safety Case. ] am satisfied that the QRA in the Safety Case which I
propose has a well-defined purpose. In brief, it {s to assess the risks, to identify and
assess potential safety improvements, and to ensure that the TSR meets the standard
set.

Safety assessment and regulations

17.62 I now turn to consider some other aspects of FSA in the regime. So far ] have
deliberately confined myself to the question of an FSA, or Safety Case. I now consider
FSA in its more general sense, and in particular as an activity which may be undertaken
to demonstrate compliance with legislation.

17.63 The regime should not rely solely on the Safety Case. I reject the argument
of UKOOA that the only regulation should be one requiring an FSA as going much
too far. In general, any large system or problem is usually best handled by breaking
it down into more manageable parts, in some form of hierarchy. I propose that the
regulation requiring the Safety Case should be complemented by other regulations
dealing with specific fearures. This is in accordance with the approach taken onshore,
where the regulations continue to exist alongside the Safety Case, and this not just
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for historical reasons but as a matter of policy. With regard to the type of regulation,
the Safery Case would sit well with regulations which set goals rather than prescribe
solutions. These regulations would complement the Safety Case by setting intermediarte
goals and would give the regime a solidity which it might otherwise lack.

17.64 Construction of the installation, fire and explosion protection, and evacuation,
escape and rescue are all areas where 1 consider it appropriate to retain regulations,
thouglt in goal-setting form. One method of demonstrating compliance would then be
by FSA.

17.65 Since it may appear that these are all areas which might be covered by the
Safety Case, it may be helpful to give an example of a specific requirement of a goal-
setting regulation. It is proposed chat the regulation dealing with fire and explosion
protection should conrain a requirement for a reliability assessment of the fire pumps.
The precise means by which fire pump availability is to be achieved would be left to
the operator, but it should be able to demonstrate independently of the Safety Case
that, ar least for all evenrualities other than disablement by the accident itself,
availability targets have been specified and will be met. While arguably this, like almost
everything else, could be left 1o the Safety Case, it is inconceivable that there should
not be such an assessment, and it is therefore entirely appropriate to cover it by means
of a regulation. What the Safety Case contributes is a set of major hazard accident
scenarios against which the design of the system can be further assessed.

17.66 Tt 1s envisaged chat the operator will demonstrate compliance with a goal-
serting regulation by a variety of means. It may do so by reference to guidance, or to
in-house standards, or to FSA or to some combination of these.

17.67 The transition to the new regime cannot take place overnight. I propose that
there should be a regulation requiring a Safety Case and that this should be
complemented by a limited number of further, defined regulations, but beyond this
it must be for the regulatory body to develop the regime in accordance with the
principles outlined. As regards existing regulations and guidance during the transition,
1 do not envisage any wholesale revocation of regulations or withdrawal of guidance,
bur suggest that the regulatory body advise the industry of those regulations to which
it is prepared to grant exemption in the light of a demonstration of a satisfactory
alternative in the Safety Case.

Safety assessrment in the regime
17.68 The operation of the regime would then involve ESA
(i) 1in compliance with the regulation for a Safety Case;
(ii) in compliance with any other regulation requiring a safety assessment;
(1i1) as a means of demonstrating compharnce with a goal-setting regulation; and
(iv) as a means of demonstrating compliance with the HSWA,

In the first two cases the safety assessment would be mandatory, in the last two it
would be voluntary.

17.69 In some cases a goal-serting regulation will conrain a requirement that the
design should be subject to an analysis to demonstrate that it is satisfactory. I describe
below my proposals that there should be analyses of fire risk and of evacuation, escape
and rescue and I have already proposed that there should be a Safety Case. 1 envisage
that the Safety Case should test the design in respect of major hazard accident scenarios
and that the analysis should test it at least in respect of all matters short of those
scenarios. I have given above (para 17.65) the example of fire pump availability as
part of a fire risk analysis. Similarly, an analysis of evacuation, escape and rescue
would test among other things the arrangements for man overboard (MOB) incidents.
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Safety assessment and the regulatory body

1770 My proposal to assign to FSA in general and to the Safety Case in particular
a central role in the regime has obvious implications for the regulatory body. Although
this was considered in the Inquiry largely in relation to the ability of that body to
evaluate an FSA, the question is much wider than that. Onshore the Safety Case has
come to form the basis for the HSE’s inspection activity on major hazard installations.
Similarly, offshore the regime which I envisage i1s one in which the emphasis moves
to audit of the operator’s systems and in which the Safety Case provides a starting
point for such audit. The regulatory body must be one which is not only able to
evaluate the Safety Case itself but is at ease with this whole approach.

17.71 However, considering the narrower issue of the ability of the regulatory body
to cvaluate the operator’s Safety Case, it is clear 1o me that this must be done by a
single regulatory body. A strong plea for a single point of contact was made by Mr
Ferrow, who argued that the FSA is an integrared whole, comprising hardware and
software aspects which inreract, and it would not be satisfactory to split the evaluation
between different bodies. The weight of the evidence pointed to the need for a single
body competent in FSA, confident in its own abihity and capable of being flexible, and
credible with the industry. The nature of the decisions involved in responding to FSA
is such that they cannot readily be delegated and the attemprt to do so is liable to result
in divided responsibility, excessive caurion and undue delays, whereas what is wanted
1s an authoritative and prompt response. Separation of hardware and software is
artificial. It follows that I reject the approach which the DEn was intending to adopt.
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Chapter 18

The Prevention of Incidents Causing Fires and
Explosions

Introduction

18.1 In order to meet its duty to provide, as far as reasonably practicable, a safe
sysrem and place of work an operator has 1o seek to prevent incidents which can lead
1o fires and explosions, to mitigate the consequences of incidents which do take place,
and 1o provide a safe method of evacuation and escape and rescue. In this chapter |
will examine the first of these, the prevention of incidents.

18.2 The nature of the process fluids in any hydrocarbon plant is such thar they will
burn readily and, when combined with air, can Jlead to a mixture which will explode
if ignited. Consequently the first objective of any safety policy and programme is to
prevent incidents which may cause a loss of containment of hydrocarbons. This is
particularly important in the offshore industry as mitigation of the effects of fire and
explosions and evacuation or escape of personnel are inhibited by the remoteness and
isolation of oil platforms. I will consider the specific lessons which can be drawn from
the disaster on Piper in relation to preventing such incidents, with particular reference
to the PTW system, the control of the process, the introducrion of modifications to a
platform process, and the investigation of accidents.

18.3 However important those lessons might be no one incident, even one as
disastrous as that on Piper, can point up more than a few important tmprovements in
offshore safety. Equally in practice exactly the same accident hardly ever repeats itself,
so management needs to address the spectrum of possibilities and not just seek 10
prevent recurrences. Accordingly I have in the later part of this chapter examined
how offshore operators approach the issue of managing in order 10 prevent incidents
which can lead to emergency situations.

Permit to work systems

18.4 T have set ourt in earlier chapters thar the PTW procedure on Piper failed as a
component of a safe system of work. It suffered from deficiencies in regard to the
actions taken to suspend a permit, the absence of a procedure for locking off isolation
valves, the lack of cross-referencing, the lack of a procedure for handover of permits
at shift change, inadequate training of contractors’ staff and an weffective auditing
system. Evidence on those aspects of PTW systems was presented by Mr S R Kyle,
Environment and Safety Co-ordinator for the Brae Operations of Marathon Oil UK
and chairman of UKOOA’s working group on permits to work, supported by examples
from the procedures of particular operators. Mr G H Davies of the HSE set out the
practices in onshore industry, and Mr T ] Scanlon, who had been employed by Wood
Group Engineering, a major contracting company, gave evidence oun behalf of the
Contractors’ Interests.

Suspending a perniit

18.5 The bulk of maintenance work offshore is carried out on day-shifts only,
normally extending from 06.00 hours to 18.00 hours. Inevitably there are many tasks
that cannot be completed in one day. Additionally there are occasions where work will
be interrupted for longer periods, mainly when the platform has to await the supply
of spare parts from the shore. It is essenual that any PTW system incorporates a
procedure to ensure that in such circumstances the equipment being worked on 1s
retained in a safe condition and no attempt is made to use it in operations.
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18.6 Mr Kyle explained that the key procedural steps to achieve this are

— at the end of the shift when the work is 1o be suspended, the Performing
Authority should, after inspecting the site, sign the permit to the effect that the
work is suspended and return it 1o the Designated Authority;

— the Designared Authority, or one of his delegated operators, should inspecrt the
site to check that conditions are such that the work may be safely suspended and
should then sign the permit accordingly;

— the permirt, together with other suspended permits, should be located in
a prominent position in the control room or permit office clearly labelled as
“suspended”’;

— 1o ensure that equipment on which work is suspended is not used the PTW
system must be supported by a secure method of isolation (see para 18.10);

— prior to re-issuing the permit the Designated Aurthority must ensure that the
site 1s inspected again to make certain all required isolations are still in place.

18.7 Mr Davies explained thatsuspension of PTWs is not a practice widely recognised
in the onshore o1l and chemical indusiries and the common practice is for the permit
to be properly cancelled and re-issued when work is to resume. Whichever approach
1s adopted the principle that should apply is that, when work ceases for a temporary
period, the equipment must be left in a safe state. While it is not being worked on all
the specified precautions, such as isolations, must remain in place and when work is
to re-start those precautions must be checked. The importance of this principle was
emphasised by a recent survey in the onshore chemical industry which found that in
259, of the PTW systems examined there were inadequate handback procedures.

18.8 I am sartisfied that the procedural steps outlined by Mr Kyle are consistent with
the principle set out by Mr Davies of the HSE. They are simple to operate in practice
and straightforward to incorporate in any PTW system. They should be used in all
offshore PTW systems.

Locking off 1solation valves

18.9 It was Mr Kyle’s evidence that it is essential that a PTW systemn is supported
by a secure method of isolation and that necessary security should incorporate the
locking off of isolation valves such thar they cannot be accidentally or inadvertently
opened. One such method used by Marathon Qil UK and demonstrated to the Inquiry
involves a system of locks and key safes, whereby all the keys held by both Designared
Authority and Performing Authority have to be returned to the key safe box before
the box can be opened and de-isolation effected. Several offshore operators have similar
effective methods of securing isolation. Mr Davies was aware that locking off systemns
are {requently employed in the onshore industry.

18.10 I consider that a physical locking off system should be an integral part of any
PTW procedure because of the security it provides against inadvertent or unauthorised
de-isolation. Cerrtainly, if such a system had been employed on the Piper pladorm, it
would have prevented the operating staff from opening the isolation valves which
admitted condensate to the A condensate pump, which led to the Jeak of hydrocarbons.

Cross-referencing of permits

18.11 Both Mr Kyle and Mr Davies were agreed that where jobs involving separate
teams of people interact, particularly in relation to the isolation of equipment, the
permits for those jobs must be cross-referenced one to the other to ensure that no
interaction takes place which might threaten the safety of the personnel or the platform.
The responsibility for recognising the potentijal for interaction rests with the Designated
Authority who must be supported by a good communication system on a daily basis
to ensure that planned critical activities are made known to all affected personnel.
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18.12 Where it is necessary for more than one 1task 10 be carried out on one piece of
equipment or system utilising the same jsolations a means of ensuring the integrity of
the isolations until all jobs are complete must be established. In addition to cross-
referencing the permit forms, a physical means of achieving this should be employed.
Various methods are known and available to the industry, such as multiple locks or
keys and key safes used in conjunction with the physical locking off methods 1 have
recommended in para 18.10. At the completion of any one task the locking mechanism
specific to its permit i1s removed but de-isolation cannot be effecred until all such
mechanisms for every permit have been removed.

Handover of permits

18.13 Mr Kyle considered that company procedures should ensure cthat adequate
arrangements are in place for handover between Designated Authorities at shift change,
that those should include specifically effective means of communicating the status of
all active and suspended permits, and that sufficient time is available 1o achieve an
effective handover. The means of communicating the status of permits may be by
permit log books, permit files, or display boards. It would be expected that both
Designated Authorities, outgoing and incoming, should review each permit together.
Mr Davies’ advice was that the handover arrangements should include also that the
incomng lead operator sign for the continuation of any permit and no handover should
rely on memory alone or be solely verbal.

Training in the PTW procedures

18.14 It was Mr Kyle’s experience that PTW systems are only as good as the care
and competence of the people who operate them. It is therefore essential that all
persons who are required to operate the procedures and the tradesmen who work
under permits are adequately trained. Specifically, detailed and formalised training in
the PTW system for the platform on which they are to work should be given to both
Designated Authorities and Performing Authorities, and they should be formally
assessed prior to their appoinunent. Records of all PTW training should be maintained.
Designated Authorities require in-depth training covering all aspects of the PTW
system and procedures. Such training would take 2-3 days full ume, concluding
with a formal written examination. However, examination alone will not guarantee
competence and it is important that individuals have demonstrated adequate experience,
local knowledge and their ability to discharge their responsibilities competently prior
to appointment by the OIM. It was expected that formal training of a similar nature
for a Performing Authority would take one day full time. In this case also the
appointment should be confirmed by the OIM.,

18.15 Mr Davies’ view was that formal training in the operation of the PTW system
was a necessity and the system was unlikely to succeed in providing a safe system of
work if it relied entirely on on-the-job training by another, however experienced,
operator and if there was no formal assessment of how the training had been absorbed.

18.16 Mr Davies explained that onshore particular attention has to be paid to the
training of conuractors’ personne! who may not be familiar with the plant’s hazards,
with the work procedures or 10 any extent with the derailed equipment. That training
should be provided by the occupier of the installation - the operator in offshore terms -
and the training for contractors should be specific to the installation on which they
will work. This view was strongly supported by Mr Scanlon who argued that permits
and all they entail should be explained by the operators as “‘contractors are not the
best people to do that”. Mr Kyle's own company, Marathon Oil, require the same
training and assessment of contractors’ personnel who are going to act as Performing
Authorities as it does of its own employees and that each Performing Authority
undergo refresher rraining every 2 years. Marathon do not envisage contracting
companies giving any training to their employees in the Marathon PTW system.
Surprisingly Mr Kyle’s evidence was that this subject, the training of contractors’
personnel, had not been discussed in the UKOOA working group on PTW systems.
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18.17 There is no dispute that adequate training is a vital part of any PTW system
if that system is to be effective. The training of personnel who are to act as Designated
Authorities and Performing Authoritics needs to be particularly thorough. Irrespective
of whether those personnel are the operator’s own employees or are from a contractor,
I am convinced that thart training should be and can only be provided by the installation
operaror, as it has to be specific to the operator’s PTW procedure. There is also merit
in the OIM formally appointing Designated and Performing Authorites, after assessing
their general knowledge of the installation and its work practices.

Auditing the PTW procedure

18.18 Mr Kyle stated that a PTW system should include auditing of procedures in
practice and the frequency of audits would be determined by the operating management
on the basis of the size of the installation, the number of permits normally in use at
any one time, and the extent of discrepancies from the laid down system found on
previous audits. For large installations there should be

— daily monitoring by safety officers, departmental heads and the OIM on a spot
check basis for permit form accuracy, thar safety equipment specified was in place,
and thar all specified precautions were being taken,;

— more in-depth auditing undertaken on a routine weekly basis using prepared
check lists, covering for example isolation and shift changeover arrangements and
the training undertaken. These audits should be carried out by the platform’s chief
safery officer or a nominated deparimental head. The completed check list should
be signed by the auditor and retained;

— auditing by persons not employed on the installation on an annual basis as a
minimum. These audits would use the check list in the OIAC guide to PTW
procedures which addresses the overall design of a permit to work procedure.
Reports on these audits should be reviewed by a nominated manager.

If persistent faults were discovered the frequency of audits would be increased until
the situarion was satisfactory again.

18.19 Mr Davies’ view was thar arrangements 1o monitor that the permit procedures
were being followed and for review of the procedures were a necessary part of a
complete PTW system. Over time there js an increasing probability that the procedure
in practice will have departed from that originally Jaid down. Monitoring is required
to pick up these changes in a umely way. It is then necessary for management to
decide whether the system should be modified in the light of the perceived departures
or wherher additional training is required to ensure operation as originally intended.
Monitoring is also required to ensure that individuals parucipating in the permit
system comply with the duties placed upon them by the laid down procedure. Auditing
by persons not directly responsible for operation of the plant and procedure is required.
This should be on an annual basis looking not only at the operation at the ume of the
audit but also performance over the previous year. In the onshore survey of PTW
systems referred to previously the most commonly encountered defect reported was
the lack of a monitoring system. On monitoring frequency Mr Davies would not
expect to see daily monitoring. This would suggest that the PTW procedure was not
working correctly. Instead there should be a weekly check by the immediate supervisors
and perhaps monthly by managers.

Standardisation of PTW systems

18.20 Borth the Trade Union Group and the Conrtractors’ Interests submitted that
there was considerable merit in seeking to standardise the PTW system throughout
the UKCS. The offshore workforce was composed in the majority of contracting
personnel, varying from 609, to 809% of personnel on a platform. While some of the
contract workforce was seconded to a particular installation on a long-term basis, there
would be a considerable number, especially at times of major maintenance or
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modification, who were unfamiliar with the platform’s procedures. In such circum-
stances standardisation of PTW systems would avoid confusion and thereby promote
safety. Standardisation for example would enable training to be given as a matter of
routine 1o all persons who required it. The training would be given on a regular pro
forma basis onshore in a standard training centre, such as RGIT. There would be no
need 10 rely on busy platform supervisors giving on-platform briefings.

18.21 Mr Kyle explained that UKOOA had carried ourt a survey of PTW systems
among 1ts members to determine to whar extent standardisation of procedures could
be achieved. From that review 1t was concluded that much common procedure already
existed in the various operators® PTW systerns bur that detailed standardisation of
permit forms and procedures would not be practicable or beneficial. Detailed
procedures depended on offshore management structures. Installations having different
populations and different types of operation might well have different management
organisations. Procedures must be sufhciently flexible and be capable of regular review
and improvement to suit local situations. Additionally, significant changes in forms or
procedures might require a major re-training programme for all operators; this could
give rise to a Jengthy period of confusion during which unsafe conditions could arise.
All operators had procedures which complied with the requirements of the Operational
Safety, Health and Welfare Regulations which detailed requirements for PTW systems.
Further, operators’ permit systems generally reflected the guidance given in the OIAC
guide. The overriding requirement was that operators provide 2 safe place and a safe
system of work, not that they had identical permits and procedures. Given that there
was compliance with the regulations and guidance, it followed that the main framework
upon which safe PTW systems are based was the same for all operartors.

18.22 In spite of that argument Mr Kyle explained that the UKOOA working group
on permits to work believe that 1t would be beneficial if certain key elements were
common to all operators. Those areas where further harmonisation is both desirable
and practical are:

— the colours of permit forms;

— validation and life of permits, such that permits should be revalidated every 12
hours or at the completion of a shift;

— isolation arrangements. These must be effecuive and provide secure 1solation,
be fully documented and referenced in all relevant work permits, including provision
for labelling of isolation valves, switches and equipment and, where practicable,
urilise a locking arrangement which physically prevents accidental or unauthorised
operation. All operators should prepare formalised procedures in advance for
isolation of plant and equipment. This would not preclude the necessity for thorough
checks when plant is isolated;

— a munimum number of specified signatures to a permit;

— copies of the permit retained at the work site, in the control room and by the
Designated Authority if he was located remote from the control room;

— check lists which should be used on permits or separate sheets for assessing
hazards and the precautions required;

— formal detailed handover procedures.

Mr Kyle believed that the combinatuon of existing regulations, the planned tightening
of and addjtions on isolation and training to the OIAC guidelines, and the UKOOA
working group recommendations on common procedures set out above would provide
the right balance 1o ensure operators could meet all the desired objectives. This would
leave sufficient flexibility to enable operarors to develop procedures 1o suit their specific
site situations.

18.23 For the HSE, Mr Davies’ view was that the PTW system was part of a safe
system of work which was very dependent on the culture of the operating organisation.
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It had to take that overall culture into account in 1ts design for that particular location.
The PTW system was likely to fall into disrepute more easily if it was at odds with
the overall systerns of the installation. While most steps in a PTW systern were
common and there could be a standardisation of principles, there would need to be
flexibility to allow individual variations. For example, the needs of large companies
and small companies might differ. Any system must take account of the underlying
philosophy of the company, how it controlled all its systems of work, whether they
were maintenance procedures or operational procedures. While there were advantages
in standardisation there were also advantages in having the system as job specific as
possible.

18.24 The Trade Unijon Group and the Contractors’ Interests as advocates for
standardisation considered thar the UKOOQOA objection on the grounds of differing
management structures might be overcome by seeking a common organisational theme.
The problem of large scale re-training was there in any case as PTW systems were
being continuously modified to effect irnprovements. The UKOOA proposals on
common procedures implicitly accepted that a substannal degree of standardisation
was possible.

Intentions of the Depariment of Energy

18.25 The requirement for operators of offshore installations to have in place a PTW
system is covered in the Operational Safety, Health and Welfare Regulations. In the
light of its own investigation into the Piper disaster the DEn issued Safery Notice
16/88 in November 1988 asking operartors to review the scope, operation and control
of PTW procedures. This was followed in July 1989 by the DEn setting out for
comment its intention to strengthen the statutory requirements for work permit
procedures. Its proposals are for an extension of those areas of work on an offshore
installation which must be covered by a work permit system and the clarification of
administrative procedures which should apply. The larter have much in common with
some of the dertailed principles set out by Mr Kyle as to be included in the UKOOA
guide.

Conclusions on PTW sysiems y

18.26 It s clear to me thar much needed to be done to improve the general standard
of PTW procedures in the UKCS, demonstrated by the number of changes that have
already been introduced by various operators, as the evidence to the Inquiry showed.
Many operators formed specific teams to ensure that the lessons of the Piper disaster
were analysed in relation to their own activities. That was a praiseworthy response by
the industry. The deficiencies revealed in the Occidental PTW system were not new
problems, cither offshore or onshore, and the better PTW systems have avoided them
by straightforward procedural steps.

18.27 1 am not persuaded that the introduction of a standardised PTW system
offshore 1s either necessary or desirable. The concept originates in seeking a solution
to the problem of contractors’ supervisors having to act as Performing Authorities. |
am satisfied this problem can be safely overcome by ful) and adequate training but it
is clear that the responsibility for and the cost of that rraining should rest with the
operator of the installarion and cannot and should not be undertaken by the management
of the contracting company. While it is preferable that an operator’s own employees
act as Performing Authorities it 1s inherent in the nature of the way maintenance work
is execured offshore that there will be the need for contractors’ staff o act in that
capacity.

18.28 Standardisation is not desirable because the PTW system must marry with
the individual operator’s safety philosophy, organisation and methods of doing work.
Additionally the need to change PT'W procedures in the light of audit findings would
be inhibited and the implementation of improvements made cumbersome if the whole
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industry were subject to each derailed change. Although standardisation in detail is
undesirable there 1s no doubt that there must be common principles under)ying any
PTW system. Accordingly I welcome the UKOOA proposals on guidehnes applicable
throughout the offshore industry and 1 look to that organisation to accept the
responsibility for ensuring that those cormmon principles are implemented by each
and every operator.

18.29 Such an approach would be consistent with seeking to have goal-setting rather
than prescriptive regulations. However two improvements to PTW practices are of
such overriding importance they should be incorporated in the current review of the
Operational Safety, Health and Welfare Regulations planned by the DEn. They are:

— all permit to work systems should incorporate a mechanical isolation procedure
which involves, wherever pracricable, the physical locking off and tagging of isolation
valves to prevent their accidental or unauthorised opening;

— operators should be responsible for and undertake the training of all staff, the
operators’ own or those of contractors, in the detailed PTW procedures where those
staff are required to act as Designated or Performing Authorities. The training
should be recorded and staff should carry documentary proof of having undergone
such training.

Control of the process
Piper Alpha

18.30 It was evident in examining the circumstances of the disaster thar the Piper
control system had some limitations when it came to handling a developing emergency
situation. In reacting to the events in the condensate system nothing could be done
from the Control Room. The lead process operator, Mr Vernon, had to leave the
Control Room to take command at the site of the condensate pumps. In consequence
the supervisor with the responsibility and authority to decide whether the developing
situation warranted partial or complete shutdown of the platform was absent from the
control centre. He was not aware of the gas alarms and other signals that preceded
the explosion. The Control Room was more a monitoring and message station thap_a
place from which the process could be controlled. While instrumentarion in the
Control Room showed the status of equipment and alarms, the actual panels from
which equipment operation could be adjusted were located within individual plant
modules. These panels gave more detailed information on the condition of the plant;
and the equipment controls could be operated from them.

Modern control systems

18.31 Mr M Ashworth, a Senior Control Engineer of BP Internauonal, explained
that the type of control system on Piper was out-dated. It was expensive to provide
in terms of space, weight and cost. Equally it was expensive to operate and maintain,
being manpower-intensive and based on older technologies. There had been a
progressive development of control room facilities over the past 15 years, the overriding
influence being the rechnological advancement in computers and data communication.
The modern concept was to provide a single central control room. The instrumentation
was designed to control the platform process within a defined safe operating range.
By means of alarms operators were warned when this range was likely 1o be exceeded;
and such warning was given in time to allow the operator to initate corrective action.
The Control Room gave a detailed display of all equipment and process conditions
and contained the necessary means of control for both normal and emergency operation.
This allowed the installation to be operated safely with greater efficiency at reduced
cost. The control roorm should be manned at all times by an experienced and trained
control room operator.

Emergency shutdown systems

18.32 Mr Ashworth also pointed out that, in a modern control system, the first
objective of a properly designed ESD system was to prevent an uncontrolled or
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hazardous situation occurring, in additon to jts wider known use in reducing the
consequences of a hazardous event when activated manually by an operator observing
an emergency situation. By connmually monitoring the process equipment with a range
of protective instrumentation and taking automatic action to shut down when a
predetermined value is reached, the ESD system became the principal mechanism for
secting the installation to a known and safe state by stopping the process and isolating
electrical equipment. The ESD system was therefore one component in a network of
equipment and procedures which were designed to prevent process incidents developing
in such a way as to lead to a release of hydrocarbons, and to maintain safe operation
in both normal and emergency situations. The philosophy was to control the process
within normal bounds and 1o detect and restrain abnormal events before they could
escalate into an emergency.

Regulation of control systems

18.33 Apart from the requirement to have an ESD system there is no regulatnion
specifying the type of process control system that should be installed on an installation.
Mr M Ognedal, Director of the Safery and Working Environment Division of NPD,
gave evidence that in Norway also there was no regulation as to the control of the
process. The operating company was responsible for control of the plant. It was in its
own interests to avoid unnecessary use of the ESD system and the stopping of
production.

Training of control room operators

18.34 Mr Heiberg-Andersen, the OIM of Statoil’s Gullfaks C platform, explained
that it was necessary to give contro! room operators thorough training before they
took up their positions on a platform. He described the onshore traiming of process
operators using a process simulator which was a full scale replica of the platform
control room together with an operating computer. The Gullfaks Control Room
operarors receive training on such a simulator before being appointed to the platform.
That training included specific trajning in responding to an emergency.

Conclusions on process control

18.35 I am satisfied that there is no need to specify by regulation rthe type of control
system that should be used on North Sea platforms, as it is in an operator’s own
interests on safety and cost grounds to adopt the available modern technology. What
1s clear from the evidence presented is that the control room should be manned art all
rimes and be in the charge of a person trained and qualified to undertake the work of
a control room operator. The training of control room operators must include
instruction, in a2 properly developed onshore course, in the handling of emergencies,
and that should involve pracrtice in simulated emergencies.

18.36 It is evident that there are a number of platforms in the UKCS which have
control systems which are of the same age as that on Piper and therefore are less able
to deal with an emergency than a modern control system. This i1s a matter which could
not be tackled effectively within the Inquiry although it was clear that complete
replacement of those systems is not practicable. As a minimum I recommend that
alterations should be made such that key process variables, as established by the FSA,
are capable of being monitored and controlled from the Control Room.

The installation of modifications

18.37 1 have pointed out in Chapter 6 that the insttution of the temporary process
system to inject merthanol into the Piper process to prevent hydrate choking left much
10 be desired. The deficiencies in that rask could have led to a potentially serious
process upset and the release of hydrocarbons.
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18.38 The requirement for the safe management of the installation of modifications
is well known throughout the oi) industry, in part as a result of the investigation into
the major onshore disaster at Flixborough in 1974, which was traced to the inadequate
management of a modification to the process and equipment. However, the circum-
stances surrounding the methanol injection system on Piper demonstrate that offshore
operating companies would do wel) to monitor continuously their systems for the
design and installation of modifications.

Incident reporting
Faral accident on Piper

18.39 In Chapter 14 I commented adversely on Occidental’s investigation of the faral
accident to Mr Sutherland and on the dissemination of lessons from that accident.
The investigation lacked thoroughness in thart it did not seek out the root causes of
the accident or try 1o determine whether the particular fajlures associated with the
incident were endemic in the way operations were carried out on Piper. The lessons
from the investigation were not properly communicated throughout the organisation.

Offshore industry practice

18.40 The Inquiry heard evidence on the practice as to the investigation of incidents.

18.41 In Conoco (UK) Ltd it is part of the safety policy that all accidents or near
misses are auromatically invesrigated. A “near miss” is defined as a near accident thac
could have 1nvolved serious injury or had the potential for serious damage to property
or the environment. The chief executive has a system to ensure that he is informed
imunediately of every significant incident and virtually all accidents no martter how
minor. He 1s kept fully briefed on the progress and results of any investigation. Any
personal injury greater than “first aid” severity is discussed in forwnightly meetings
of the company directors. I have to point out that the frequency of accidents in Conoco
is so Jlow that the commitment of time by the directors to the discussion of injuries is
not burdensome. It is also company policy to disseminate incident reports up and
down throughout the organisation.

18.42 Tt is also the policy of the Amoco (UK) Exploration Company that all accidents
and dangerous occurrences are the subject of an investigation and report describing
the incident, the cause and the proposed corrective action. That action is checked out
by both line management and safety specialists to ensure it is adequate. Significant
dangerous occurrences or accidents involving injury to either company or contractors’
employees are investigated by a committee of non-involved staff, normally comprising
a safety specialist, an operating supervisor and an engineer. Written procedures exist
for the investigating team to follow and their report is distributed throughout the
company and specifically to the chief executive officer. Once agreed, corrective actions
are followed through until all are complete.

Conclusions on incident investigarion and reporting

18.43 I am convinced that learning from accidents and incidents is an important way
of improving safety performance. That view 1s comrmonly held throughout the UK
offshore industry. In relation to preventing incidents which cause hydrocarbon leaks
that could lead to fires and explosions I consider it would be useful if there was a
systematic means by which what could be learnt from such accidents and near misses
was shared by all operators. The regulatory body should be responsible for maintaining
a database with regard to hydrocarbon leaks, spills and ignitions in the industry and
for the benefit of the industry. The regulatory body should

— discuss and agree with the industry the method of collection and use of the
dara;

— regularly assess the data to determine the existence of any trends and report
them to the industry;

299



— provide operating companies with a means of obtaining access to the data,
particularly for the purpose of carrying out quantified risk assessment.

Manpaging to prevent incidents
Iniroducrion

18.44 While T am convinced that the lessons from the investigation of the Piper
disaster which ] have ser out above will lead to improvements in safery offshore I
recognise that those improvements are inevitably limited in their scope by the
circumstances of the disaster. The preventon of incidents in the industry at large is
dependent on the approach and quality of the management of safety by each and every
offshore operator. Accordingly I sought evidence in the Inquiry as to good industry
practice in the management of safety. Mr R E McKee, Chairman and Managing
Director of Conoco (UK) Ltd and Mr R A Sheppard, Vice-President of Production
and a Director of Amoco (UK) Exploration Company Ltd gave evidence. As would
be expected the approach of the 2 companies was different in detail and it would not
serve any useful purpose to list those differences in this report. However there were
many basic and common principles.

Commitment by rop management

18.45 Companies with a good safety record are dedicated 1o the proposition that
safety starts with the unfailing commitment of the most senior management, and that
of the chief executive officer in particular. They are personally responsible for setting
the safety standards for the whole company and for setting the safety philosophy and
communicating it to all the workforce. The latter may be expressed in such simple
and easily understood concepts as “‘nothing is so important thac it cannot be done
safely’ or “‘if we cannot do it safely we won’t do it”” but underlying those i1s the belief
that safety is a basic element in conducting business and cannot be considered z
discrete and separate acuvity. Safe, prudent working practices and procedures are
good business practices.

Creating the safety culture

18.46 It 1s essential 10 create a corporate atmosphere or culture in which safety 1s
understood to be, and is accepted as, the number one priority. Management have to
comununicate the safety philosophy at all times and at all levels within the organisation
but most particularly by their everyday decisions and actions in tackling the many
1ssues that arise in operating in the North Sea. Those provide the opportunity for
subordinates to see real, practical substance put to the safety philosophy and for
exploring the soundness of the safety policy against the realities of operating.

Organising for safety

18.47 To ensure that the safety philosophy becomes a tangible safety programme
there must be defined organisational responsibilities for safety; and each part of the
organisation has to be set and held accountable for safety objectives. It is essential
that from che conceptual design stage of any installation the first objective is to design
a safe plant. Thereafter safery has to be a prime objective of on-going operations.
Typically the bulk of the responsibility for safety rests with line managers and
supervisors, normally backed up by a safety or loss prevention department, which
supports and advises Jine management. Safety objectives have to be built into both
short and long term plans, and achievements against those defined objectives have to
be part of personnel performance assessment.

Involvement of the workforce

18.48 It is essential that the whole workforce is committed to and involved in safe
operations. The first-line supervisors are a key Jink in achieving that as each is
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personally responsible for ensuring that all employees, whether the company’s own or
contractors, are trained to and do work safely and that they not only know how to
perform their jobs safely but are convinced thar they have a responsibility to do so.
Possibly the most visible instrument for the involvement of the workforce in safety is
a safety committee system. In Conoco the system involves every member of the
platform crew artending a safety committee once per tour of dury, while the Amoco
system is based on safety representatives. Both draw no distinction between their own
employees and those of contractors. Both companies consider the safety committee
system an integral part of managing safety, providing an opportunity for new ideas
and new solutjons to safety problems to be brought up and a means of passing verbatim
and uncensored safety comments up the management line. It also helps reinforce the
principle that each employee is responsible for his own safety and thart of his fellow
workers.

Safery auditing

18.49 Monitoring and auditing the safety process is a critical activity to ensure that
any safety programme is being followed. These may be conducted by first line
supervisors, managers, safety department staff or personnel from outside the organisa-
tion. The requirement for auditing is normally written into company procedures and
will encompass the design as well as the operational practices on installations. Audit
reports are assessed by management and all recommendations pursued to a conclusion.
The chief executive ofhicer will be involved in the processing of the outcome of major
audits.

Observations on quality of safety management

18.50 I am convinced from the evidence from both Conoco and Amoco, and indeed
from the examination of the background to the Piper disaster, that the quality of safety
management by operators i1s fundamental to offshore safety. No amount of detailed
regulations for safety improvements could make up for deficiencies in the way that
safecy is managed by operators. It therefore is imperative that the quality of safety
management should be a component in the regulatory regime. I will return to that
issue 1n Chapter 21, but before doing so 1 will consider in Chapters 19 and 20 the
achievement of the objectives of mitigating the effects of incidents and the securing
of safe evacuation or escape and rescue in an emergency situation.
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Chapter 19
The Mitigation of Incidents

19.1 The measures which I addressed in the preceding chapter were those required
to prevent accidents. In this chapter I turn to measures to mirtigare the effects of any
accident which may occur. These measures fall under 6 broad headings. Three of
these are concerned with minimising the escalation of any leak: (1) the minimisation
of hydrocarbon inventory on the platform and in risers and pipelines and isolation of
pipelines (paras 19.4-37); (11) fire and gas detection and emergency shutdown systems
(paras 19.38-43); and (ii1) fire and explosion protection (paras 19.44-103). The next 2
topics are concerned primarily with the protection of personnel: (iv) temporary safe
refuge, or safe haven, escape routes and embarkation points (paras 19.104-175); (v)
emergency centres and systems (paras 19.176-194); and the final topic is (vi) pipeline
emergency procedures (paras 19.195-197). 1 conclude with my observations on the
mitigation of incidents (paras 19.198-199).

19.2 In the aftermath of Piper there were many calls for there to be requirements
for particular hardware solutions and these were echoed in some of the submissions.
Exarnples are subsea isolation valves, blast walls, separare accomumodation platforms
and enclosed escape routes. I have heard a wide range of evidence on these matters.
I will give my views 1n this chapter on the extent to which it 1s appropriate for me 10
make specific recommendarions and, where I do not, I will explain how I believe the
matter should be handled.

19.3 As I have indicated in Chapter 17, I am in favour of goal-setting regulations
and a Safety Case. Some topics, such as fire and explosion protection, may be dealt
with both by regulations and by the Safety Case. Broadly speaking, the regulations
set goals for the basic design and operation of the system. The Safety Case demonstrates
the adequacy of the system in relation to major hazard accidents.

Hydrocarbon inventory, risers and pipelines

19.4 The Piper disaster highlights the importance of the hydrocarbon inventory both
on the platform itself and in the pipelines. The scale of the fires was due to the failure
first of the Tartan gas riser and later of the other gas risers. In the words of one of
the survivors, Mr | M MacDonald: ““The Piper did not burn us; it was the other rigs
which burnt us.” As far as concerns the inventory on the platform, the gas and
condensate in the plant appear to have been vented and blown down within a few
minutes, but there were significant quantities of oil in B Module, the major sources
being the separators and the MOL, which fed the pool fire responsible for the further
escalation.

19.5 In this secrion I will review the evidence on the ways in which hydrocarbon
inventory on the pladform may be minimised and will consider the prospects for
reducing the number of pipelines and risers connected to it and, failing thart, for
minimising the risk from them, in particular the various types of valve available for
shutung off the flow in an emergency.

Minimisation of mstallation tmventory

19.6 Increasingly minimisation of hydrocarbon inventory is being made a design
objective for onshore plants. It was a major theme of the Advisory Committee on
Major Hazards (ACMH). Such inventory reduction is a specific example of the more
general principle of inherently safer design, that is to say, designing hazards out. It is
necessarily more difficult in any plant handhing fuels. Nevertheless, the principle is
valid offshore also and should be applied.
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19.7 A well designed venting and blowdown system is able to dispose of most of the
inventory of hydrocarbon gas and condensate on the platform to flare within a few
minutes. The guidance notes to the Construction and Survey Regularions deal with
blowdown and venting of the hydrocarbon inventory. There appears to be no other
explicit requirement for, or guidance on, the minimisation of the hydrocarbon inventory
on the platform.

19.8 The other main sources of hydrocarbons are the liquid inventories, particularly
the oil in the separarors and the diesel fuel. The contribution of the oil in the separators
to the fires on Piper has already been described; that of the diesel fuel is not known,
but may well have been significant. Mr A B Fleishman, Senior Safety Engineer with
BP International, in his risk assessment of the Gyda platform found that the diesel
fuel gave rise to an appreciable risk. Measures taken to minimise inventory in the
design of the Shell Kittiwake platform were described by Mr P A C Doble, Deputy
Project Manager. He devoted a section of his account of the design to this topic and
described the efforts made 1o minimise inventory in the separators.

Minimisation of number of risers

19.9 In accordance with the principle of inherently safer design, the first possibility
which should be considered in addressing the hazard from the risers is to remove them
altogether.

19.10 Some means of exporting the products, oil and/or gas, is unavoidable on a
production platform. Such a platform will normally have an oil and/or gas export
riser. In many cases platforms have additional risers. Historically, there are a number
of reasons for this, including the ease of tving in a new connection on a platform
compared with doing so beneath the sea; and the need of some platforms such as
Claymore to import gas. Developments in the UKCS, spoken to by Dr Taylor, to
which I referred in Chapter 16, mean that there will be an increasing trend to tie in
satellite developments to existing platforms by pipeline so that the number of risers
will tend to increase. Many of these pipelines will be flow lines, containing 2-phase
gas-oi] mixtures.

19.11 Evidence on the potential for reducing the risk from risers by keeping their
number 10 a minimum was given by Mr R Willatt, Senior Pipeline Engineer in the
Engineering Pipelines Group of BP. The burden of his evidence was that the scope
for reducing the proportion of pipelines which were brought on to platforms was
limited. Typically additional pipelines were brought to a platform from satellite
developments and from remote platforms. The need 10 tie in a pipeline to other
pipelines was one reason. There were availabie methods of undersea tie-in such as the
use of Y and T pieces, but these might involve problems of line diameter, pressure
letdown and pigging. Another reason was that for satellite developments the consider-
able advances made in subsea separation and instrumentation had not yet obviated the
need for fluid processing and metering on a parent platform.

19.12 A separate riser platform allowed pipelines to be brought to a main platform
which might have limited space or inadequate strength for additional risers. Normally
the riser platforrn would be bridge-linked to the main platform and the pipelines
would pass across a pipe bridge. The main platform would be less vulnerable to riser
failure and the risers would be less az risk from process incidents. A separate riser
platform was, however, a very costly solution. Mr Willatt was unaware of any platform
which has the sole function of supporting risers.

Minimisation of risk from risers

19.13 Given that a pipeline is to come to a platform, measures need to be taken to
minimise the risk from the riser. Measures available include the design of the riser,
location of the riser, fire protection of the riser, and the fitting of valves which will
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shut oftf flow. These may include a topsides emergency shutdown valve (ESV) and
subsea valves, whether a non-return valve (NRV) or a subsea isolation valve (SSIV).

19.14 Mr Willatt described some of the features to be considered in location of risers,
in order both to reduce the frequency, and to limir the consequences of, failure. The
riser might be at risk from fire and explosion from process or wellhead areas or other
risers, from dropped objects, or from attendant vessels. It might constirute a hazard
to the safe haven and the control room and to the process and drilling areas. He
advocated that the length of the riser pipe between sea level and the pig trap be kept
ro a minimum and long horizontal runs avoided.

Fire protection of risers

19.15 Fire protection of a riser may be active fire protection using a water deluge or
passive fire protection using a fire resistant coating. Passive fire protection using a fire
resistant coating appears attractive because it is less hiable to be disabled by the incident
itself. Unfortunately, it has the disadvantage that corrosion of the riser pipe may occur
under, and be aggravated by, the coating. Mr Ognedal described one of the first major
accidents in the North Sea which occurred on 1 November 1975 when a 10 inch riser
burst on Ekofisk A, a severe fire followed and 3 men died due to maloperation of a
rescue capsule. The faijlure was caused by corrosion of a section of riser which had
been repaired but had nort been properly recoated and which was located more or less
at sea level. Passive fire protection of risers was explored with several witnesses. The
risk from corrosion will depend partly on the type of corrosion which occurs. Some
types reduce the thickness of the metal, others weaken the metal which remains; the
latter would be particularly insidious. It was Mr Willatt’s expectation that the corrosion
would tend to be general pitting corrosion, but that the extent of corrosion which
might occur berween normal inspection intervals could be significant. On the
fireproofing of risers Dr R B Gilbert, Chief Engineer on the Nelson Project Team
with Shell, was asked whether the state of knowledge was such that it was not known
whether the application of fireproofing might make the situation worse or not, and
agreed this was a fair statement of the position. Mr A J Adams, Principal Pipeline
Inspector with the Safety Directorate, described a joint programme of research
commissioned by UKOOA and the DEn at the British Gas Spadeadam site on the
ability of coatings used for fireproofing to withstand the erosive effect of jet flames.

19.16 With regard to practice in respect of the fireproofing of risers, Mr Adams
stated that it was not common practice. Mr E F Brandie, Safery and Compliance
Manager of Chevron (UK) Ltd, knew of no riser with fireproofing in the UKCS. Mr
Ognedal stated that since the Ekofisk A accident it has been normal practice in the
NCS to consider fireproofing of risers, but he was unable to give even an approximate
figure for the proportion which are fireproofed. Mr T Nordgard of Srtaroil stated that
the risers on Gullfaks A are not fireproofed.

Observations on mintmisation of inveniory and on risers

19.17 The minimisation of the hydrocarbon inventory both on the installation and
in the risers and pipelines connected to it should be a design objective and should be
a feature of the Safety Case. As regards the former, the Safety Case should address
the minimisation of hydrocarbon inventory not only in the main process plant but
also in fuel storages such as those for diesel and aviation fuel.

19.18 Emergency disposal of gas and condensate is effected during ESD through the
venting and blowdown system. No evidence was heard of any serious deficiency on
Piper in the venting and blowdown system, either during the disaster or otherwise.
However, it is right to emphasise that this system is a vital part of the arrangements
for preventuing the fuel inventory from feeding a fire.

19.19 A major role was played in the Piper disaster by a large pool fire. The risk of
such a pool fire would be greatly reduced if some method could be found of disposing
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of the large oil inventories such as those in the separators. This is doubtless not
straightforward, but studies should be undertaken to determine whether a practical
method can be found.

19.20 Control of the hazards from hydrocarbon tisers should be a fearture of the
Safery Case, but should also be addressed in those regularions dealing with aspects
which bear on the problem, including those dealing with the emergency shutdown
system and with fire and explosion protection. Possible risks from later, additional
risers should also be considered in the Safety Case.

19.21 Studies should be done in support of the aim of minimising pipeline connections
to platforms. The development of subsea technology for fluid treatment and metering
should be progressed so that there is Jess need to bring pipelines to platforms.

19.22 The regulatory body should press hard for the resolution of the question of
passive fire protection of risers. Passive fire protecrion of risers is attractive in that it
appears less likely to be disabled by the incident itself. There is the risk, however,
that corrosion of the riser may occur beneath the coanng and acrually cause riser
failure. There 15 also some question whether the coatings available will withstand jet
flames. Work needs to be done on both these aspects. The aim should be to bring the
technology rapidly to the point where either such protection is a reasonably practicable
option in a much larger proportion of cases or it is shown that jt does not have a
significant contribution.

19.23  Active fire protection of nsers should not be neglected, but due allowance
should be made in any assessment for the possibility that such protection will be
disabled by the incident.

Emergency isolation of risers

19.24 Prior to the Piper disaster the isolation requirements for pipelines were tnose
given in the Submarine Pipelines Safety Regulations. Reg 6 requires the provision of
effective means of shutting down a controlled pipeline at each of its initial termination
points, The inadequacy of these arrangements was revealed when, following Piper,
the DEn wrote to operators requesting them to examine their arrangements for pipeline
isolation. Analysis of the responses indicated that there were appreciable differences
in respect of such valves and 2 principal defects. Some risers had valves which were
not true ESVs and needed changes ro their actuarors, control logic, etc. Although
some valves were located near sea level, others were much higher up. Mr Adams
agreed that prior to the disaster nieither the industry nor the DEn had appreciated the
importance of locating these valves low down on the platform. I note that Piper was
provided with ESVs on the 3 gas risers, but that one of these, the Claymore line ESV,
had only recently been uprated and that the valves were not near sea level but high
up on the plarform.

19.25 The regulations now made by the DEn, the Emergency Pipe-line Valves
Regularions 1989, require that a full ESV be fitted on a riser and that, in effect, this
valve be located as near to sea level as pracricable. The regulations apply to some 400
existing pipelines. They have resulted in modifications to some 200 pipelines. Of these
modifications some 130 involve relocation of the ESVs, some 40 upgrading of the
valves to make them fully functiona) as ESVs and some 30 installation of new valves
where the existing valves were not suitable for such upgrading.

Subsea wvalves

19.26 Another method of isolating a pipeline is the use of a subsea valve. Such a
valve needs to be located some distance from the platform, so that it is less ar risk
from objects dropped from vessels or dragging anchors and so that it is far enough
away to ensure thac a gas cloud from a rupture on its far side is not ignited from the
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platform. There is necessarily therefore an appreciable inventory in the pipeline
between the valve and rhe platform. [t was emphasised by Dr Gilbert that if riser
rupture occurs, a subsea valve cannot prevent a release; it can only mitigate it.

19.27 There is a distincrion to be made in subsea valves between NRVs and SS1Vs.
An NRV may be installed on an export pipeline, but, by jts nature, not on an irmport
line. An NRV has the advantage that it responds very rapidly, but it has a number of
disadvantages, It may prevent a flow in an export pipeline being reversed for operational
reasons such as routine depressurisation, it makes it more difficult to pig the line, it
is hable 10 be damaged by pigging and it will not prevent a small leak.

Subsea 1solation valves

19.28 Two studies conducted to assist in deciding whether to install subsea isolation
valves (SSIVs) were presented to the Inquiry, one by Dr Gilbert and one by Mr M
P Broadribb, Central Safery Engineering Superintendent with BP Exploration.
Although the approaches taken in these 2 studies appeared quite different, the BP
work comprising a full QRA and the Shell work concentrating on consequence
modelling, Mr Gilbert did not admit any fundamental difference. In his case there
were no areas of doubt which might make a full QRA necessary. The company had
sufficient information from the consequence modelling to make its decision.

19.29 The Shell study highlighted the importance of the criteria used for the integrity
of the accommodation and its supporting structure with a jet flame playing on 1. For
guarters with an A60 wall it was estimated that the air temperature would reach the
breathing tolerance limit in abour 25-30 minutes, but that fumes generated from the
insulation would render the air unbreathable within abour 16-17 minutes. The
endurance of the quarters was thus taken as 17 minutes. It was estimated that an
unprotected supporting structure would fail to support the quarters after abour 8
minutes, and this period was thus taken for the endurance of such a structure. The
endurance of a fireproofed structural support was estimated as about 60 minutes.

19.30 Anorher significant point in the Shell study was the effect of the duradon as
well as the length of the flame. A full bore rupture was not necessarily the worst case,
Partial ruprure which resulted in a longer duration flame was in some cases a greater
threat. In modelling the flames use was made of research into large natural gas jet
fires carried out in 1988 by Shell and British Gas at Shel)’s Thornton Research Centre.

19.31 The Shell study, which covered some 48 gas risers, resulted in the decision 1o
install SSIVs on the 8 risers rupture of which could cause failure of the quarters; and
to take other measures in the case of 11 other risers. In 3 cases these measures were
to provide shielding for the quarters and in the other cases to review the fireproofing
of the structure. The BP study had led to recommendations of about 8 SSIVs on some
5 separate installations.

Subsea valve reliabiliry

19.32  The reliability of all 3 types of valve - ESVs, NRVs and SSIVs - was explored
ia some derail. For all 3 types the reliability of prime interest here is the probability
of giving tight shutoff on demand. The other aspect of reliability is the probability of
avoiding spurious action. For ESVs Mr Broadribb quoted a 0.97 reliability for tight
shutoff based on a published collection of offshore reliability data. For subsea valves
Dr Gilbert stated that the reliability has in the past proved less than sartisfactory. He
doubted if data on the probability of successful operation on demand of any large
population of such valves were available. From the cases he quoted I understood that
he was referring mainly to NRVs. As for SSIVs, Mr Broadribb described them as not
yer a mature technology. The valves are not commercially available in the full range
of sizes and classes. The number of SSIVs installed is not large and the database from
which to determine their reliability is therefore small. He considered SS1Vs as nowhere
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near as reliable as the equivalent topsides valves. The value which he used for the
reliability of SSIVs was 0.95, which he said was a figure which the industry expects
to be able to achieve in the relatively near future.

Subsea i1solation valve practicalities

19.33 Dr Gilbert was questioned on the details of the SSIVs which Shel) are
installing. The inscallations will consist of a pair of valves at each location. The larger
30 inch valves are among the largest produced; the valves are “specials’’; and the
number of suppliers 1s limited. The time for delivery was estimated as perhaps 15
months and that for completion some 6 months thereafter, burt installation would be
possible only during the summer. He was not able to give the cost of an SSIV or its
installation, but agreed that putting in the SSIVs described was one of the largest
single safety bills currently faced by his company and that an estimate for the cost of
the best part of £50m secemed reasonable. It was also indicated in the submission by
Occidental that the company believes that the technology of SSIVs has progressed to
the stage where these valves have a sigmificant contribution to make to safety, though
they are not necessary on every pipeline. Such valves have been installed on the
hyvdrocarbon pipelines on the Claymore platform and it is the intention to install them
on new platforms. As far as concerns Norwegian practice, it was Mr Ognedal’s evidence
that there are NRVs installed in, for example, the Statfjord field, bur that 1o date there
were no SSIVs. Research by Shell on the reliability of subsea valves was described
by Dr Gilbert. A programme to improve valve reliability was started in the early 1980s
and is still continuing. The work is concerned particularly with problems of corrosion
and mainrainability on the seabed.

Observations on emergency isolation and subsea valves

19.34 Hydrocacbon risers, except those which present no threar, should be fitted
with a full ESV located as near to the sea leve) as practicable, taking into account the
need w avoid corrosion and to maintain the valve. The DEn has already acted to
ensure this through the Emergency Pipe-line Valves Regulations. This action 1s
endorsed.

19.35 The requirement to have an ESV and to locate it near sea level is a specific
prescriptive requirement relating to hardware. In general I take the view that
prescriptive requirements on hardware are undesirable, but there are exceprtions.
There are cases where a measure addresses a significant hazard where there is an
overwhelmingly clear balance of advantage in its favour; where it is clearly reasonably
practicable; and where this situation is likely to pertain for an appreciable period, so
that it {s inconcejvable that it should not be taken. I regard this as such a case. My
support for the DEn regulauon in this case, therefore, 1s based on the view that it is
appropriate, and not simply on an unwillingness to disturb a set of regulations before
they have had a fair trial.

19.36 It was submitted that the Inquiry should also recommend rhat there should be
a requirement for SSIVs. The Trade Unijon Group and the Piper Disaster Group
wished to see essentially default requirements for SSIVs. However, 1 accept the
evidence that there 1s a wide variety of situauons involving risers and that the variation
of risk is correspondingly great. This being the case, SSIVs can make a major
contribution to safety by reducing the risk from risers, but they are a reasonably
practicable solution only in a proportion of cases. The proper approach, therefore, is
to determine the need for SSIVs on the basis of the Safety Case.

19.37 Nevertheless, it is my view that the evidence also shows that if progress were
made in the technology of SSIVs, there would be a larger proporticn of cases where
it would be reasonably practicable to use them. It is praiseworthy that some companies
have gone ahead and installed SSIVs despite the undoubted difficulties. There remains,
however, a chicken and egg situation: installation of SSIVs is held up by lack of
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information on performance but the latter will be slow in coming unless more valves
are installed. There needs, therefore, to be pressure towards the development of more
reliable and less costly subsea isolation valves. The aim should be to bring the
technology rapidly ro a point where such a valve js a reasonably practicable option in
a much larger proportion of cases. Since it 1s the field performance of these devices
which matters and since a reasonably large sample is hkely o be required, the
regulatory body may need to develop unconventional methods of progressing rthis
work. Configurations where there are 2 SSIVs in parallel will permit more frequent
test closures. Work should also be done to advance the technology of NRVs.

Fire and gas detection and emergency shutdown sysiems

19.38 Turning to fire and gas detection and emergency shutdown systems, there are
3 main points which I take from the evidence on these systems on Piper. Firstly, the
explosion occurred before signals from the gas detection system had led 1o either a
manual or automatic ESD. Secondly, the ESD of the gas pipelines was not part of the
platform ESD, and ESD had to be effected manually for each pipeline separately from
the Control Room. Thirdly, some of the ESVs appear not to have closed fully.

19.39 1 did nort seek evidence in Part 2 on fire and gas (F&G) detection systerns, but
It is convenient to mention here a particular point made by Mr E F Brandie, Safety
and Compliance Manager of Chevron (UK) Ltd and Chairman of the UKOQOA Fire
Prorection Working Group. It concerns infra-red (IR) fire detectors. In the guidance
notes to the Fire Fighting Equipment Regulations the fire detection devices referred
to are limited to ultra-violet (UV) detectors, but these have proved historically to be
prone to spurious trips from welding or from flare radiation with the result that
systems are sometimes keyed out. He went so far as to agree that for some applications
such systems were not fit for purpose. IR detecrors which at one time were prone to
spurious trips are now much more reliable in this regard and should be zllowed as an
alternative to UV devices. He did not, however, recommend a blanket change.

19.40 I have already referred in Chapter 18 to the account given by Mr Ashworth
of control and ESD systems.

Observations on fire and gas detection sysienis

19.41 In the light of the evidence in Part 1 I am not convinced that gas detection
systems are making their full contribution to protecting against leaks which may cause
serious explosions. In parucular, if a leak occurs which warrants an ESD, it is very
desirable that this ESD be effected before ignition of the Jeak occurs, since there is a
risk that an explosion will interfere with the smooth execution of the ESD. In the case
of Piper the leak ignited quite quickly and it is perhaps debarable whether a gas
detection system which gave higher quality information would have made much
difference. In other cases it might.

Observations on emergency shurdown systems

19.42 In general, ESD is well covered in the guidance notes to the Construction and
Survey Regulations, but I am concerned by the 2 points which I mentioned above.
One is the activation of the ESD for the pipelines. There were reasons for the system
on Piper in which ESD had to be effected separately for each gas pipeline, since ESD
of a pipeline would force an ESD on the connected platform and such forced ESD is
generally undesirable. However, the arrangements for the ESD of pipelines are a
matter of some importance if the full value of ESVs and SSIVs is to be realised, They
should be one of the features considered in the Safery Case.

19.43 The second point concerns the failure of ESVs 10 close under severe accident

conditions, which include fire, explosion and strong vibration. Platform vibration, or
shock, caused by the explosion was discussed by Dr Cubbage and was one of the few
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explanations advanced for the apparent incomplete closure of ESVs on Piper. Work
needs to be done to determine the vulnerability of ESVs to severe accident conditions
and to enhance their ability to survive such conditons.

Fire and explosion protection

19.44 I turn now to protectrion against fire and explosion. The ipitial explosion on
Piper knocked our the Control Room and disabled power supplies, communications
and the fire-water deluge system, and caused severe vibration which may have affected
the ESD system. It generated missiles and led within seconds to further releases and
fires, in particular a major fire which gave a massive smoke plume enveloping large
parts of the installarion and leading within about 20 minutes to the rupture of the
Tartan riser. From the starr the fire and smoke threatened the accommodation and
hindered escape, both from the accommodartion and outside, and access to and use of
the lifeboats.

19.45 1 will give in this section my review of the evidence on protection against both
fire and explosion, starting with the latter, but will defer my observarions till the end,
since I have come 10 the conclusion that what js needed is an integrated approach.

Explosions in partially confined modules

19.46 The explosion on Piper occurred in a partially confined module and it was on
this type of explosion that attention was concentrated. An account of partially confined
explosions, or vented explosions, was given by Dr G A Chamberlain, Technical Leader
of the Fxplosion Protection Review Task Force of Shell Expro. His account made
clear thar such an explosion 1s a complex process. The over-pressure developed in the
explosion derives in the first instance from the volume producrion of hot gas but there
1s also a conrribution from the effect of flame speed. The pressure is reduced by release
of gas through vent apertures and increased by obstructions which cause the flame to
accelerate. There is also the possibility of an external explosion, unambiguously
confirmed only in 1987, which in turn reacts back on the pressure in the module. The
severity of a vented explosion depends on a large number of facrors, including the
fuel, fuel-air rauio, initial temperacure, initial turbulence, location and strength of the
ignition source, enclosure size, vent area and obstrucred regjons.

19.47 There i1s no fully sanstactory fundamenral method of predicting the over-
pressure of an explosion within a vented enclosure. There exist empirical equations,
bur they are generally of limited use; they have usually been derived for empty vessels
and tend not to rake into account complicating factors such as internal obstacles or
external explosions. More useful are computer models and scale model experiments.
Computer models include the FLACS code of CMI and the CLICHE code of British
Gas, to which I have already referred in Chapter 5. Dr Chamberlain also described
another kind of computer model exemplified by the Shell VENTEX code. The model
is semi-empirical and is based on extensive experimental work at Thornton Research
Centre. The purpose of the code is to provide the engineer with a knowledge of the
principal features of a vented explosion and an indication of the extent of the hazard,
prior to the use of more fundamental models. These theorerical models may be
complemented by scale model experiments.

19.48 Turning to practical applications, Dr Chamberlain described the features
which affect the severity of a vented explosion and which the designer should take
into account. The explosion severity is minimised if the volume of the enclosure and
the extent of the obstacles in it are munimised and the venrt area is maximised. Long
narrow modules should be avoided. The distance between obsracles should be increased
and the blockage ratio decreased. He presented a number of examples illustrating
layout features which enhance or reduce the severity of a vented explosion. The
principal measures favoured by Dr Chamberlain to mitigate an explosion in a pactially
vented module were good ventilation and good venting. Essentually the approach
advocated was 1o keep down the over-pressure of the explosion.
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19.49 Dr M W Vasey, Manager of Safety Modelling and Offshore Safety at British
Gas Midlands Research Station, described work being done by British Gas to
investigate the efficacy of water deluge for the suppression of explosions in modules.
The concept behind the work was that if water deluge could be activated to drench a
flammable gas cloud before it ignirted, the strength of the explosion might be greatly
diminished. This concept is being tested in experimental work at Spadeadam by
British Gas. The work has shown that water deluge can effect an appreciable reduction
in explosion over-pressure. There is, however, a significant problem in acuvation of
the deluge, which, to be effective, needs to be operating before ignition occurs. Dr Vasey
envisaged that it might be activated by the gas detection system, but acknowledged a
difficulty in effecting such activation and suggested as an alternative the possibility of
water curtains spaced at about 5m intervals and running continuously. He agreed this
would affect the natural ventilation.

Explosion mitigarion by venting and other methods

19.50 Dr Chamberlain went on to describe the design options for mitigation of
explosions by way of venting and other methods. He prefaced his remarks by
emphasising the importance of preventing explosions by eliminating leaks and ignition
sources and by dispersing leaks by ventilation. The measures which have been used
to mitigate any explosion which does occur are to provide vents to reduce the over-
pressure and blast walls to conrain it.

19.51 Venrt area may be provided in a module by leaving open the ends, by the use
of open grating for floors and ceilings, by putting hatches in ceilings and by removing
walls or weakening them so they fail at low pressures. There has been some move
towards the use at open ends of lightweight weather barriers which both promote
natural ventilation and provide a vent area. Where an open grating floor might create
problems with spillages, use has been made of lightweight blowout panels sufficient
to channel away any spillage but weak enough to come off in the event of an explosion.

19.52 For a new platform, measures which can be taken to mitigate an explosion
include the Jayout of the modules and of the equipment within them. Venting is less
effective 1n long, narrow modules, particularty if the ignition source is far from the
open end; short, wide modules are preferable in this regard. The vessels, equipment
and pipework may be arranged so as to reduce their eflect as obstructions in enhancing
an explosion. For an existing platform, where the layourt is fixed and the equipment
not readily rearranged, venting may be improved by modification of walls, floors and
ceilings, as described above. Dr Chamberlain gave examples of retroficting involving
the installation of grated floors and cejlings and of removal or weakening of walls.
This general approach was supported by Dr Vasey, who stated that it was his belief
that if walls between modules were removed and solid floors replaced by grating, this
would greatly improve the effectiveness not only of venting of explosions but of
dispersion of leaks. However, he drew attention to the fact that in some cases this may
be contrary to regulatory requirements. The allusion was evidently to Reg 11 of the
Fire Fighting Equipment Regulations and the associated guidance on reference areas.

18.53 The practical application of methods of mitigation of explosions, and particul-
arly venting, in the design of the Kittiwake platform was described by Mr Doble.
Studies were done involving extensive wind tunnel tests to ensure good ventilation to
disperse leaks. The segregation of vulnerable features from high risk areas by platform
layour provided the first defence against explosion. Explosion modelling was used to
assess the risk from these areas. Venting was utilised extensively to minimise explosion
over-pressures. [he outer sides of the process and wellhead modules were provided
with walls of just sufficient area to provide protection from the weather and with gaps
top and bottom and weak enough to act as vent panels in the event of a strong
explosion. In some areas, particularly the wellheads, use was made of grated decks.
Walls in the process area at one end of the platform constituted vent panels. Mr Doble
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was examined on possible difficulties due to spillages in using grated floors. He agreed
there was some problem, particularly wich mud spillages in the wellhead area, but did
not regard it as a major one, in either rthe wellhead or the process areas.

Explosion containment by blast walls

16.54 The design of blast walls to contain an explosion was described by Mr A W
Van Beek, Head of Offshore Structures Engineering of Shell Expro. He stressed thar
the designer should seek first to reduce the explosion over-pressure by venring and
other measures. For a new platform there was a range of layour and venting options,
while for an existing one the venung method which was often practical was the use of
open grating. .

19.55 As far as concerns existing platforms, Mr Van Beek confirmed that some
platforms had only firewalls and not blast walls. He was asked whether such firewalls
could be strengrhened to protect against blasi, but was reluctant to commit himseif.
He agreed that the measures to strengrthen a wall which he described might well mean
tearing the whole wall apart. He was asked wherber he was aware of any blast wall
fitted since the Piper disaster, but did not know of any. Installation of blast walls
presented problems of space and weight, which were especially severe for retrofitting
of existing platforms. Access might be a further difficulty. With regard to the strength
of blast walls on existing platforms he was reluctant to generalise, but stated that from
analyses done the strength of a typical blast wall (not a firewall) on an existing platform
was of the order of 0.4-0.5 bar. In new designs a typical range of strengths was 0.2-
1 bar.

19.56 Comments on blast walls were also made by Mr Brandie. He pointed ourt that
the fire resistance of a wall bore no relation o its blast resistance; a wall with a I-hour
rating might withstand explosion over-pressures better than one with 4 hours resistance.
He was asked about combined fire and blast walls; he believed walls approved agajnst
both fire and blast existed. He did not know of any installed. He regarded firewalls
and blast walls as ‘““different animals”.

19.57 Although in the Kitiwake design the prime emphasis is on venting, use is also
made of blast walls. Two main blast walls are installed to contain the effects of an
explosion, one between the process area and the wellheads; and one between the
wellbeads and the utilities. Earlier blast walls had been designed to withstand by
elastic deformation an over-pressure of 0.3 bar. The blast walls on Kittiwake have
been designed using explosion modelling and using an alternative failure criterion
based on plastic deformation. Mr Doble stated that it was practice in such modelling
to use a worst case ignition source location angd he believed the scenario considered
had been a module filled with a stoichiomertric mixture. For the blowout preventer
(BOP) area the original predicted over-pressure was 0.8 bar. In this cas¢ there was
scope 10 provide 259%; additional vent area by urilising the area under the drilling
derrick; and the predicted over-pressure was reduced to 0.6 bar. The blast wall was
designed to withstand 0.6 bar. For the separator area the predicted over-pressure was
0.9 bar and no method of improving the venting had been found. It was necessary to
design a correspondingly stronger blast wall,

19.58 The use of a blast wall iavolves the danger that if an over-pressure occurs
which the wall 1s not strong enough to withstand, the wall will disintegrate and give
rise to missiles. The higher the pressure at which the disintegration occurs, the greater
the energy imparted to the missiles.

Fire prevention and protection

19.59 Fire prevention and protection was spoken to by Mr Brandie in a paper devored
to chis and also in his paper on safe haven. He began by listing some of the basic
concepts of prevention, mingation and protection, described active and passive fire
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protection and went on to develop the argument that currently design against fire was
hampered by the regulatory requirements and that the regime should move to one
based on fire risk analysis.

Fire risk analysis

19.60 In Mr Brandie’s view the principal threat to the platform was major fires.
Essentially means existed to cope with lesser fires, but major fires were becoming of
growing concern to fire engineers. Increasingly the fire hazard was the subject of a
fire risk analysis. This involved in the first place the identification of fire scenarios.
The scenarios might be studied using the methods of risk analysis such as fault trees.
The risk might then be eliminated. Alternatively, preventive or protective measures
might be taken.

Pool fires, jet fires and smoke

19.61 The 2 principal types of fire against which fire protection is required are pool
fires and jer fires. In Mr Brandie’s view jet fires constituted the greater threat. He felt
fairly confident of being able to control any but the largest pool fire; he was less
confident about a jet fire. As videos shown to the Inquiry illustrated, a large jet flame
may traverse a module. The heat flux from a jer fire tends to be much greater than
that from a pool fire. According to Dr Gilbert, the levels of thermal radiation from a
non-impinging flame, from an enveloping pool fire and from a riser jet fire were some
100, 250 and 300 kW/m?, respectively.

19.62 However, as the disaster showed, a large pool fire is also a significant hazard.
One measure which can be taken to minimise this is reduction of inventory. Another
is sloping the floor under vessels and pipework containing significant inventory so that
any liquid oi) spill is drained away, and generally taking steps to minimise the areas
of potential pool fires. As far as control of a pool fire is concerned, the method used
is to smother it with foam inducted through the regular water deluge system.

19.63 As far as Mr Brandie was aware, the minimisation of smoke from platform
fires had not been per se the subject of much investigation, but measures which
minimise or control a pool fire, particularly foam blanketing, would reduce smoke.

Acrive and passive fire protection

19.64 Ideally fire protection should be a suitable combination of active and passive
measures, but in Mr Brandie’s experience the adoption of the best technical solution
has been hampered by the split of the regulatory requirements for passive and active
fire protection between 2 different sets of regulations administered for the DEn by
different authorities. Passive fire protection was dealt with in the Construction and
Survey Regulations and active fire protection in the Fire Fighting Equipment
Regulations. For these the industry had to deal with the certifying authorities and the
DoT, respectively. The existing guidance on passive fire protection did not acrually
prevent the operator from implementing acrive fire protection in addition but by
failing to allow credit for the active fire protection it tended to frustrate the best
technical solution. Similarly, guidance on active fire protection tended not to allow
credit for passive measures. Moreover, Mr Brandie believed that the volume of detailed
guidance, running to some 80 pages, on active fire protection had led to an over-
empbasis on this to the detriment of other measures. In his view there were other
aspects of fire protection which in some cases were more important, including layout
and passive fire protection, but there was much less guidance on these. He stated thart
in 1986 the UKOOA Fire Protection Work Group had made a strong plea to the DEn
for the relevant sections of the 2 guidance notes to these 2 sets of regulations to be
amalgamated. However, he saw the draft fourth edition of the Construction and Survey
guidance notes as perpetuating the split.
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19.65 Although he described ir as a ““black art” and a developing one, Mr Brandie
considered that passive fire protection had an important role ro play. It had the great
advantage that it gave immediate protection without the need for specific initiation
and was less dependent on systems which might be disabled by an explosion such as
power supplies. Moreover, it had relatively low maintenance requiremnents. As against
this it provided protection for a limited duration compared with active systemns. It
might degrade due to weathering and marine environment effects. Its resistance to
impact and explosion and toc water jers was uncertain. It might conceal or even
aggravate corrosion of the surfaces to which it was applied. Overall, however, his
company considered passive fire protecrion sufficiently valuable to have spent some
£2m in the last 2 years on refurbishing and upgrading passive fire protection on 3 of
1ts platforms.

Water deluge systems by reference areas

19.66 The Fire Fighting Equipment Regulations require in Reg 11 that an installation
should have a water deluge system or monitors, or both. The guidance notes introduce
the concept of a ‘“‘reference area’ for application of the warer bounded by vertical
class A divisions or the edges of rthe instaliation; and give a minimurmn water rate of
12.2 litres/m? min. This reference area concept is unique to the UK offshore oil
industry. It is not recognised for onshore plants in the UK nor does it occur in the
codes of the Nanonal Fire Protection Association. The guidance notes srate that ““the
intention is to assess proposals for water protection on an installanion by installation
basis’’; and again that “A water deluge system designed and installed in accord with
a suitable standard or code which meets the specificaion of the general reference area,
might be accepted.” Despite this Mr Brandie estimated that more than 909 of deluge
systems installed offshore followed the guidelines in the guidance notes. He pointed
out that acnive fire protection was typically designed by contractors who found it
easiest 1o adhere to the guidance. The approach had become stereotyped.

19.67 One adverse effect had been on venrtilation. Reference areas were basically
defined as the complete floor areas of hydrocarbon processing modules and were
enclosed by A or H rated firewalls and the edges of the installation. In order to limit
the size of reference areas, and hence the water to be delivered, additional firewalls
had often been used, so that modules became compartmentalised. This reduced narural
ventilation and led to the need for mechanical ventilation and might increase the risk
of explosion.

19.68 Another effect had been the insrallation of massive water deluge and pump
systems. The deluge systems used involved a vast number of individual nozzles and
associated small bore pipework. The delivery of a uniform water rate of 12.2 litres/m?
mun over the whole reference area Jed to very high water requirements; and the need
1o provide additional water to counter the ‘shadow’ area underneath equipment could
almost double the requirements.

19.69 Even so, the systems might be of limited effectiveness against major fires. For
protection of individual items of equipment, the water directed straight at che floor
was “wasted”’, though it was a high proportion of the total. On the other hand only
very limited pool fires would be extinguished by an application of 12.2 litres/m? min
and this would require the use of foam induction.

19.70 These deluge systems with their small bore pipework were prone to uneven
distribution of the water. Discharge nozzles close to the deluge control valve might
be at a pressure up to 3 bar higher than remote nozzles. The systems tended to suffer
from severe blockage problems. Nozzles and small pipework were prone 1o plug. This
had led to the use of wet tests to check the state of the system, which tended to
compound the problem. Often the systems were too large to be drained, flushed with
fresh water or blown dry. Plugging even occurred in the headers. Older systems using
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galvanised steel were partcularly prone to blockage, but despite the use of corrosion
resistanit materials the problem persisted.

19.71 As far as concerns explosion, the warer deluge pipework added significantly to
the “clutter” effect and might enhance the over-pressure from an explosion. The
systems themselves with their small bore pipework were vulnerable to explosion.

Fire protection systems by scenario-based design

19.72 The alternative approach advocated by Mr Brandie was the use of fire risk
analysis and what he called “’scenario-based design’. This was already practised by
companies to varying degrees, but he sought a regulatory regime which would positively
encourage it. The scenario-based design approach involved carrying out a fire risk
analysis to identify and assess the fire scenarios. Measures to control the risk derived
from these scenarios might or might not involve active fire protection. The latter was
only one weapon in the fire engineer’s armoury. In a given case some combination of
measures might be more appropriate which might involve in addition or instead
measures such as layout or blowdown or passive fire protection. As far as concerned
active fire protection, the method involved protection of specific items such as vessels
and equipment rather than blanker protection of areas. On the basis of the fire risk
analysis the objectives of the fire protection were then defined; these mighr be to
control or to extinguish the fire or to provide fire exposure cooling. A deluge system
was then designed to fulfi] these funcrions.

19.73 The system of nozzles and pipework suitable to a deluge directed 10 specific
items was quite different from that required for area coverage. The nozzles required
were fewer but larger and they could be selected 1o ensure better penetration of even
jet flames by the water droplets. Larger bore pipes could be used, with consequent
benefits in facilitating fresh water flushing, reducing blockage and imbalance problems,
minimising the ‘“clutter” effect and rendering the system Jess vulnerable to explosion.
Mr Brandie expected that with this method the total water requirement would be
somewhat less, although averaged our over the total area it would comfortably exceed
the standard 12.2 litres/m? min. This appeared to mean that the standard rate would
be exceeded with all deluges operating, bur that in practice even the worst design
scenario would not require this.

19.74 Mr Brandie saw a number of advantages in his proposed approach. Major fire
hazards were specifically addressed and protecrion afforded commensurate with the
risk. Vulnerable items might be protected with larger quantities of water. Water was
conserved and directed to points where jt would be most effective. He was questioned
on possible disadvantages. He believed that the principal perceived disadvantage was
that it would require greater expertise in both the operator and the regulatory
body. The current approach made design of active fire protection systems fairly
straightforward. He was also asked about possible disadvantages of foregoing a uniform
deluge. He believed that the omission of the odd scenario in the hazard identification
would not be too serious; the system should cope and there was manual fire-fighting
back-up. He considered that the system would be more effective against major fires,
both jer and pool fires. Items at risk would be protected with larger quantities of
water. The system should also be more effective against minor fires, which would tend
to be on items protected by the deluge. In any case minor fires were usuaily conrtrollable
without the deluge. Asked whether he saw any role for the reference area concept, he
replied that some situactions mighe well be adequartely protected by that approach, but
he was opposed to bringing in the scenario-based approach simply as an addition to
the existing reference area system.

Fire pump systems
19.75 Existing ofishore fire-water systems based on the reference area concept had

a very large capacirty and required very large fire pumps. The pump capacity was
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governed by Regs 9 and 11 of the Fire Fighting Equipment Regulations which were
commonly understood to mean that each fire pump unit should have the capacity 1o
supply the water requirement for the largest single reference area, which was invariably
the wellhead area. Fire-warter requirements could exceed 3000 m*/h. The pump
capacity required could be very large. Four or even 5 pump units might have (o be
installed.

19.76 The requirement for assured power supply to the fire pumps had led to the
mstallation of diesel-driven pumps. It had been the invariable practice, therefore, 1o
install large diesel fire pumps. Historically such pumps had required a high degree of
maintenance and bad had a poor availability on demand, which in turn had necessitated
additional pumps to meert the regulatory requirement. Many of these pumps were now
ageing, which compounded the problem. The enclosures needed to house such diesel
fire pumps were also large. Mr Brandie quoted an enclosure size of 10m x 8m. It was
therefore no easy task 1o locate such enclosures to achieve segregation.

19.77 A move away from reference areas would alleviate this situation, by reducing
the fire-water supply capacity needed and permitting the use of smalier, electrically
driven pumps. This would ease problems of location, segregation and protection.
Provided the electrical supply was assured, such pumps were highly reliable. There
remained, however, the problem of disablement of the electrical supplies by severe
accident conditions.

19.78 Mr Brandie was asked about the requirements for fire pump availability given
in a DEn letter of 31 May 1989. He agreed that this created an apparent requirement
for 1009, pump unit availability and that such a requirement was based on a different
philosophy from that usually applied in the design of procective systems, such as
instrumented protective, or trip, systems, where some unavajlability, albeit usually a
very small one, js accepted.

Hydrocarbon fire rest

19.79 1 have already discussed the role of acceptance standards. One of the principal
such standards required in fire protection work is a hydrocarbon fire test. However,
Mr Brandie stated that there was still no internationally recognised hydrocarbon fire
test standard, thart this was a problem and that he believed it had been so for some 15
years. The conventional fire cest involves putting the assembly in a furnace, heating
it up according to a standard time-temperature curve, and determining the times of
failure of the assembly and of any insulation. There are 2 principal types of fire test,
those for cellulosic, basically wood, fires and those for hydrocarbon fires. These lead
to A and H ratings, respectively. Failure in the test is defined in terms of integrity
and load bearing capacity and of insulation performance of the assembly.

19.80 Fig 19.1 is that shown by Mr Brandie to illustrate a number of well known
rime-temperature curves. The BS 476 curve is for cellulosic fires and leads to an A
rating; its use for hydrocarbon fires leads to a design with a Jower safety margin unless
suitable allowance 1s made. Another somewhat similar curve is the American Society
for Testing and Materials (ASTM) E119 curve. The SOLAS curve, referenced in the
MODU code, 1s equivalent to this ASTM curve. The curve shown as “oil company”’
is commonly referred 1o as the Mobil curve; and purports 1o be more representative
of hydrocarbon fires. The NPD curve is the Norwegian hydrocarbon fire test curve.
The curve marked in the figure with ap asterisk 1s an interim hydrocarbon fire curve
proposed by the DEn. The Mobil, NPD and DEn curves lead 1o hydrocarbon fire
test, or H, ratings. The Mobil and NPD curves are both well recognised.

19.81 According 1o Mr Brandie, the ume-temperature curve method is regarded as
far from satisfactory. He considered there was a consensus thar ideally the test should
be based on heat flux. This was confirmed by Mr A R Mclntosh, Principal Inspector,
who stated that the DEn had commissioned the Fire Research Station to develop a
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heat flux test. However, there proved to be severe practical difficulties and the work
was aborted in 1983. Work on such a test had come to a stop. UKOOA submitted
that the appropriate Government depariment should be required to assist industry in
developing a hydrocarbon fire test.

19.82 Mr Brandie was at pains to emphasise that the standard fire test was no
guarantee of the behaviour of a structure in a real fire. In his words: ““I think one of
the major misconceptions in fire protection is the belief that an assembly rating
indicates the time the assembly will survive in an actual fire.”
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Fig. 19.1 Some principal fire test time-temperature curves. The curve marked
with an asterisk is the Department of Energy’s interim hydrocarbon
fire test curve.

Fire protection in the regulatory regime

19.83  Witnesses led by UKOQOA argued thart fire protection should become an aspect
of the FSA; and the submission of UKOOA was to this effect. UKOOA also submitted
that the concepr of reference areas and the specification of water rates for the deluge
systern should be removed from the guidance.

19.84 The evidence of the DEn witnesses was that the Department was to some
degree moving in the direction of FSA. The most up-to-date statement of the
Deparument’s position was the discussion document on Fire and Explosion Protection,
spoken to by Mr McIntosh. The document proposes (Sec 2(a)) that an operator should
carry out an FSA of the fire and explosion hazards of the installation and should be
able to demonstrate that passive and active fire and explosion protection facilities are
sufficient. It also, however, sets out certain specific requirements for all installations
(Sec 2(b)). The means of complying with these latter are given in the guidance notes
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in the form of default criteria, which may need adjustment in the light of the FSA.
The document illustrates some of these default criteria. For example, it states that
guidance would recommend the use of H120 external boundaries for the accommoda-
non and control stations unless it can be demonstrated that some other standard is
sufficient. As another example, it states that guidance would recommend that escape
routes between the accommodation and lifeboat embarkartion stations close to it should
be enclosed and raced 1o H120 standargd unless other standards are demonstrated as
sausfactory.

19.85 Questioned on this document, Mr Brandie supported the use of FSA as
proposed in Sec 2(a). As far as concerns fire and explosion, he envisaged that there
would be a fire risk analysis as part of the FSA. He was opposed, however, to the
proposal in Sec 2(b) for specific requirements with default criteria. He interpreted the
reference to default criteria as meaning that there would be specific absolute require-
ments from which the operator would need to apply for an exemption. He thought
that the use of FSA and specific requirements was somewhat contradictory. He cited
as an illustration of the problem scenario-based design proposals for the Ninjan
platforms. These proposals were based on fire risk analysis and would supersede the
existing system based on reference areas. The company had felt 1t necessary to purt its
proposals to representatives of the DEn and the DoT ar a single meeting so as to
ensure that they were acceprable to both; it stil) had to ““cross the barrier of what the
certifving authority might think”’,

19.86 Mr Brandie considered that the DEn’s proposals gave little encouragement to
scenario-based design, though it was not actually prohibited. The UKOOA Fire
Protection Work Group had held meetings with the DEn over a number of years at
which 1t had pressed for the scenario-based design option, but the DEn had seemed
half-hearted. He believed that one reason might be lack of the necessary expertise.
Likewise, the perpetuarion of rhe split between active and passive fire protection
shown by the draft fourth edition of the Construction and Survey guidance notes
suggested that acceprance of a unified approach was still some way off.

Observations on fire and explosion prorection

19.87 It is clear to me thar prevention of and protection against fire and explosion
requires an integrated approach. Design in this area involves balancing a number of
factors and making compromises. For example, it is desirable 10 have good ventilation
to disperse any leak which occurs ang desirable to prevent fire in one area spreading
10 another, but the use of additional firewalls for the latter purpose may frustrare the
former. There needs, therefore, to be a regulatory framework which facilitates such
an integrated approach.

16.88 To this end I have considered 2 options. One is to subsume fire and protection
in the Safety Case. The other is to treat it separately by means of its own ser of
regulations. I have decided to adopt the second option. The fire and explosion hazard
will necessarily be a major feature of the Safety Case. However, there are certain
features within the Safery Case which have a disuncrt identity and which will exist on
virtually all installations. One of these is fire and explosion protection. It seems sensible
to provide for such fearures by means of goal-setting regulations and thus strengthen
the framework of the Safery Case. Furthermore, whereas the emphasis in the Safety
Case 1s on major hazards, these regulations will deal in the usual way with all degrees
of hazard.

16.89 The essential requirements for fire and explosion protection should be
stated in regulations and should be supported by guidance. Compliance should be
demonstrated by reference to a combination of company compliance standards,
guidance notes and safety assessment.

16.90 There should be a requirement in the regulations for a fire risk analysis
covering both major and lesser hazards. This analysis should involve the identification
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of the locations where fires may occur; the scenarios of fire and of their escalation; the
mitigatory measures available; and the assessment of the hazards and mitigarory
measures. The acceptance standards for the design should be developed by rthe
operator.

19.91 The regulations should be framed in such a way as to allow fire protection to
be treated as an integrated whole. This means that it should be acceprable for the
design options to include the use of active or passive fire protection measures or a
combination of the two, and that the design should be assessed on the totality of the
measures taken. Here | have in mind the whole range of measures available, including
minimisation of hydrocarbon inventory; drainage of spills of flammable liquids;
installation layout to segregate vulnerable targets from high risk areas; ventilation to
disperse leaks; elimination of ignition sources; systems to give early detection of gas
and fire; localisation of fire by fire resistant walls, Hoors and ceilings; passive measures
of fire protection; and active measures 1o control fire and to cool exposed structures
and equipment.

19.92 Likewise, the regulations should be framed in such a way as to allow explosion
protection to be treated as an integrated whole, enabling the designer to utilise the
whole range of available measures, including installation layout; reduction of over-
pressures by equipment layout, venting, and other measures; localisation of explosion
effects by blast resistant walls, floors and ceilings; and minimisation of missiles.

18.93 Further, the regulations should be such as to allow protection against explosion
10 be integrated with protection against fire, so that the designer is free to adopt a
design which achieves the best overall compromise berween various aspects of fire and
explosion protecnon.

19.94 To be explicit, in order to make best use of advances in knowliedge, [ believe
that che operator should have the freedom 1o consider designs guire different from
those which have perrained historically; specifically, designs involving features such
as larger vent areas and more open layouts; more frequent use of combined passive
and active fire protection; and water deluge systems which emphasise cooling of
equipment. It is not, however, for me to say how this freedom should be used in
dertail.

19.95 As a general principle, the regulations should be sparing in their use of specific
requirements, although, as I have already indicated, I do consider that there are cases
where it is inconceivable that there should not be a specific requirement.

19.96 Likewise, as a general principle, the regulations and guidance should be so
framed and interpreted as to avoid the creation of default requirements from which
variatjon can be obtained only by means of a lengthy exemption process. For example,
requirements for the use of fArewalls or blast walls in particular applications and
specification of the standards of fire resistance such as A60 or HI120 or of blast
resistance such as the 0.3 bar criterion, should be used sparingly if at all.

19.97 A fire-water deluge system should be provided to control fires of hydrocarbons
which have been released; to cool vessels and equipment containing further fuel which
may feed the fire; and to cool fire barriers. The standards for the system should be
set by the operator and should cover the function, configuration, capacity and
availability of the system and its protection against fire and explosion.

19.98 The regime governing the fire-water deluge system should move towards
scenario-based design with no requirement for any particular water deluge rate(s).
The scenarios considered in the design of such deluge systems should be comprehensive;
they should cover both pool and jet fires; and both small fires which tend to occur
more frequently and large fires which occur rarely but which constitute a major threat.
I recognise, however, thart the current regime and mosrt existing systems are based on
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the reference area concept and propose that this approach should be retained in
guidance as an option, at least in the medium term.

19.99 Similar principles should apply to the fire-water pump system. Current
regulations and guidance are onerous, being framed so that they apparently purport
to assure zero unavailability. It is indisputable thar the availability of these pumps
should be very high, burt the proper approach is for the operator 10 set the acceptrance
standards, in this case the capacity and the availability, and to demonstrate these by
FSA.

19.100 The regulations and guidance should promote an approach to the design of
fire protection systems which ensures thar as far as is reasonably practicable the
systems are able to survive severe accident conditions, including fire, explosion and
strong vibration. The fire protection systems referred 1o here include the fire-water
deluge system, the fire pump system, and the fire pump startup and changeover
controls. The ability of these systems to survive severe accident conditions should also
be a feature of the Safety Case.

19.101 The behaviour of a fire bartier under actua) accident conditions is inevitably
subject to uncertainty, burt this is increased by the lack of an intemationally recognised
hydrocarbon fire test. It is clearly desirable that any test used be realistic. It is equally
desirable that problems of devising a test should nort prevent or delay the installation
of fire barrers which, though perhaps not 1deal, nevertheless constitute important
safery features. The essennial problem is not that of a test per se burt of the informarion
which the test provides to the designer about the probable behaviour of the fire barrier
in real hydrocarbon fire conditions and of the degree of uvacerrainty the designer can
live with, bearing in mind that there is inevitably uncertainty in the fire exposure
scenarios. The DEn has already issued an iterim test standard. This standard is based
on a time-temperature test, the profile of which is broadly intermediate between the
widely used Mobil and NPD curves. In che short term the regulatory body should
use this standard. It should work with the industry to obtain agreement on how this
and other tests should be interpreted for design purposes. If in the view of the
regulatory body there exists a need for an improved test, possibly a heat flux test, it
should work with the industry to develop one.

19.102 The DEn discussion document on Fire and Explosion Protection is not
compatible with the approach just outlined and should be withdrawn.

19.103 The fire risk analysis is one of the measures which the regulatory body should
ask operators 1o undertake forthwith.

Safe haven (or temporary safe refuge), accommodation, escape routes and
embarkation points

19.104 I now come to the protection of personnel in the immediate aftermath of a
major accident. As the fires on Piper escalated, there was no place which provided
protection from the flames and the smoke where they could shelter and try to control
the emergency and organise evacuauon or escape. Such protection as was provided by
the ERQ proved inadequate. Personnel working outside were unable to reach the ERQ
or the lifeboats.

19.105 This evidence pointed to the need for there to be on an installation a temporary
refuge which provides shelter against fires which may be massive and prolonged and
against the associated smoke. There need also to be routes which remain passable long
enough for personnel to reach the refuge and 0 move from the refuge to the
embarkartion points.

Parties’ submissions on safe haven

16.106 The concepr of a safe haven was a principal feature in the submissions of the
parties. UKOOA proposed that the need for, location and protection of, and facilities
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in, a safe haven should be a feature of the FSA. A safe haven was part of the
submissions of the Trade Union Group, the Piper Disaster Group and the Contractors’
Interest, all of whom also made specific proposals for its protection.

Safe haven and temporary safe refuge

19.107 The general assumption was that the safe haven would be the accommodation
upgraded as necessary to provide a defined degree of protection. Mr Ognedal stated
that the safe haven is part of the toral conceprt of evacuation. It provides a place where
persons can remain while either the sjtuarion is brought under control or a safe
evacuation is organised.

19.108 However, several parties expressed reservations on the use of the term, mainly
because it might suggest chat there is an area on the installation which can be
maintained in a liveable condition for an indefinite period and in all circumstances.
UKOOA therefore proposed instead the term “temporary safe refuge” (TSR). I will
therefore adopt this latter term. Moreover, for the avoidance of confusion, I will use
this term in describing evidence even where the witness referred originally to safe
haven.

TSR in the regulatory regime

19.109 There should be a TSR on all manned installations. As I stated in Chapter
17, a central feature of the Safety Case should be a demonstration of the integrity of
the TSR in relation to the major hazards of the installation. Thus the TSR imparts
structure to the Safery Case. In this section I give further consideration to the TSR
and 1o the associated escape routes, embarkation points and lifeboats, to the construction
of the accommodation and to the role of the Safety Case and of regulations in relation
to these.

Function of and facilities in TSR

19.110 Mr M ] Booth, Head of Operations Safety in the Safery and Environmental
Affairs Department at Shell Expro, described the TSR as a place where personnel can
muster without being exposed to undue risk. It was a place in which personnel should
not simply huddle but should act 1o assess and control the emergency and prepare
evacuation. This is essentially how I see the function of the TSR.

19.111 The concept of a TSR has implications for mustering. The 2 main witnesses
who spoke to this topic, Mr Brandie and Mr Booth, said that it was the policy of their
companies to muster in the accommodation, but acknowledged that practice differs,
another policy being to muster at lifeboar stations. I make no proposals on mustering
as such, but clearly any policy on mustering should be compatible with the TSR
concept.

19.112 Assessment and control of the emergency from the TSR requires the
availability within it of the necessary facilities. I consider this aspect in para 19.176 et
seq.

Endurance of the TSR

19.113 There was general agreement that the basic approach to the design of the
TSR should be to specify an endurance time for occupancy and then to identify the
hazards to which it may be exposed; to define agreed scenarios which it is to be
designed to withstand; and to perform a risk assessment to confirm the design.

19.114 Two general types of consideration were put forward as governing the choice

of endurance time, namely the exhaustion of the threat and the time to arrange
evacuation. For example, Mr Brandie referred to the need to allow the platform
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inventory 1o exhausr itself; Mr Booth to the need to allow any event on the platform
1o subside. The risk assessments showed that the safety measures taken obviated the
need for a longer period. The riser hazard, for example, was handled by limitation of
the nisk rather than extension of the endurance time.

16,115 The other considerarion derermining the endurance is the time to effect
evacuation. Here the lead times for helicopter evacuation will tend to give long
endurance time requirements. Mr Booth disagreed with the suggestion rhat the
endurance should be such as to allow for evacuarion by helicopter.

19.116 Mr Booth stated that the endurance time used by his company was 60
minutes. It was the period necessary rather than the limit of what was technically
achijevable. Mr Brandje also made reference 10 an endurance time of 60 minutes, but
was reluctant to give a firm figure.

19.117 As far as concerns the pracricality of particular endurances, Mr Booth said
thar risk assessments had been carried outr on all his company’s platforms. The 60
minutes period was seen as the practical figure to aim for. He supported the use of
H120 firewalls where the risk assessment showed that this was necessary, but he
considered that even with H120 firewalls it was difficult to assure occupancy for more
than 60 minutes and that it was realistic to adopt this figure. He regarded this as
consistent with the Norwegian approach, described below.

19.118 It is clear that there are a number of factors which may limir quite severely
the period for which the TSR is occupiable. Factors mentioned by Mr Booth included
heat, smoke, combustion products, toxic fumes and disintegration. Similar factors
underlic the endurance criteria used by Dr Gilbert in his study of SSIVs, which 1
have already described.

19.119 The endurance set for the TSR in the Norwegian system, which is 2 hours,
was spoken to by Mr Ognedal and Mr Nordgard. This comprises one hour for
collecting personne] into the TSR and one hour for effecting evacuarion. While this
time may be to a degrec arbitrary, it has some basis in evacuation trials carried out on
platforms. The time for blowdown of the hydrocarbon inventory on the platform is
also a factor. Mr Nordgard stated that this 2 hour period was given in regulations and
in guidance. However, while the Guidelines for Safety Evaluation of Platform
Conceptual Design set a ime of one hour for the availability of at least one escape
route against a design accidental event, there was no corresponding specified period
for the shelter area, or TSR. Asked directly where the 2 hour period was actually
stated, Mr Ognedal said that it was referred o in terms of the HI20 firewall in the
Regulation for Production and Auxiliary Systems 1976. Para 6.5.2 of these regulations
stated thar as a minimum the outer surfaces of the living quarters which mijght be
subjected to a hydrocarbon fire should be protected 1o H120 standard. He indicated
that the NPD had made no decision on whether to make any change 10 the endurance
required. With regard to the endurance achievable, Mr Nordgard was of the view that
it was not much more difficult to design for an endurance of 2 hours than for one of
one hour and that there was no great benefit in specifying the shorier period. In this
context he stated thart the design accidental events did not include riser failure; such
failures were dealt with by reducing the frequency.

19.120 The DEn discussion document on Fire and Explosion Protection states that
the TSR should remain viable for ar least 2 hours unless demonstrated otherwise by
FSA. Mr MclIntosh agreed that this figure was somewhat arbitrary. He said it was
related to the proposal that the accommodation should be protected by H120 firewalls
unless the FSA showed otherwise.

Protection of accommodation against external fire

19.121 Two pnincipal threats 1o the TSR are external fice and smoke. The construction
of the accommodation is one of the items covered in the Construction and Survey
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Regulations. The associated guidance notes give guidance on its protection. The third
edition states that the bulkheads separating the accommodation from the wellhead and
process areas should be to A60 standard or to a standard providing equivalent
protection. The draft fourth edition states that the control stations and the accommoda-
uon, as a TSR, should have fire durability commensurate with the possible exposure
and reiterates the requirement thar boundaries between the accommodation and the
wellheads and process areas should be to A60 standard. It adds, however, that where
the risk of a hydrocarbon fire exists, it should be assumed in the absence of other
information that all external boundaries require H120 protection, unless some other
level of protection 1s shown to be appropriate by reason of the likely extent, durartion
and severity of the fire exposure.

19.122 It was Mr Brandie’s evidence that the general practuice in the British sector
was to put an AG0 division on the side of the accommodation facing the hydrocarbon
risk and in a number of cases to continue around the sides and inside, if there was a
possibility of exposure. Oun some platforms this passive prorection was complemented
by water drench systems. The accommodation protection taken by Dr Gilbert as
typical for his company’s platforms was A60.

19.123 The Norwegian requirements for fire protection were described by Mr
Nordgard and Mr Ognedal. They referred to the Regulaton for Production and
Auxiliary Systems, which required thar outer surfaces of the accommodation which
might be exposed to a hydrocarbon fire should be protected to H120 standard and
those which might be exposed to fire from other areas should be protected to A60

standard. The fire exposure, and hence the protection required, was obtained from
the QRA.

19.124 I have already mentioned, in the context of the hydrocarbon fire test, the
point made by Mr Brandie that a particular nominal rating of a firewall was no
guarantee that the wall would exhibit that degree of endurance in a real fire. An
essentally similar point was made by Mr Mclntosh when he said that there was
nothing sacrosanct about H120 protection; it was to some extent arbirrary. It was not
cerrain that such protection would necessarily last 2 hours. It represented an
improvement on A60 protection rather than an absolute leve! of protection. Likewise,
Mr Booth said he would supporrt the use of H120 protection where FSA showed it to
be necessary, but as a means of achieving an endurance time of 60 minutes.

19.125 This evidence indicates to me that the proper approach is to define the
endurance required and hence the necessary degree of protection rather than to specify
the means in terms of firewalls of a particular rating and that the way to do this is
through the Safety Case.

Prorection of accommodation against smoke

19.126 Theendurance of the TSR will be determined in large part by the breathability
of the air within 1t. This topic was addressed by Mr G A Dalzell, a Fice and Safety
Engineer with BP International. The principal factors which might render air in the
accommodation unbreathable were heat, smoke and toxic fumes. Heat transfer through
the external walls would heat the air and heating of the walls may produce toxic
vapours, but he estimated that both effects would be delayed for one to 2 hours,
depending on the firewall rating and the fire exposure. Carbon dioxide build-up should
not be significant wjthin the 2 hours. Nor should oxygen depletion by the occupants.
The main problem addressed by Mr Dalzell was therefore smoke.

19.127 Mr Dalzell reviewed the main potential sources of fuel for smoke-generating
fires, outlined some of the scenarios for such fires, and described the use of wind
tunnel testing to investigate smoke movement for design purposes. The first lines of
defence in reducing the risk of smoke jngress into the accommodation were the
prevention of and reduction of scale of fires; orientation of the installation so thar the
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prevailing wind blew the smoke away from the accommodation; layout which segregated
the accommodation from areas where smoke generation might occur; and positioning
of the accommodation at a low level so that at least its lower part was below the main
sources of smoke.

19.128 Weak points on the accomunodation through which smoke might enter
included penertrations through the external walls, doors, windows, and ventilation air
intakes and exhausts. Mr Dalzell distinguished 4 classes of door: main entrance doors;
emergency entrance doors; emergency exit doors, or escape doors, otherwise known
as crash doors; and evacuation doors. The main and emergency entrance doors needed
to be on the front of the module, facing the rest of the platform, and hence were more
vulnerable. The evacuation doors should be at the back close to the lifeboats. The
escape doors, intended for escape from an internal fire rather than evacuartion, were
commonly put at the end of corridors; they tend to be fairly numerous. Essenrtially
his proposals for doors were that escape doors should be kept shut and main entrance
and evacuation doors provided with air locks. He recognised that escape doors might
be used and left open, thus letting sraoke in. He believed that mustering at low level
and muster discipline should minimise the problem, burt agreed thac self-closing doors
were both desirable and practical and saw some merit in break-glass panic bolts, He
considered that escape doors did not need protection by air locks. He did advocate air
locks for the main entrance doors, where they had traditionally been fitted, and for
evacuation doors. Air locks served to conserve air and maintain positive pressurisation.
They could be defeated, however, if a continuous stream of people passed through,
so keeping the doors open, and needed therefore 10 be large enough, say 3-4m, to hold
6-10 people. Few accommodarion modules were fitted with windows, though more
recent designs might have them on the rear wall. There was a problem in obraining
windows rated for hydrocarbon fires. Mr Dalzell said that windows rated A60 were
available and he believed some had been tested to H60 rating. He suggested there
might be small strategic observaton windows near doors and agreed the problem of
fire rating mighr be overcome by fitting such windows with small covers.

19.129 Smoke could be prevented from entering if there was a positive pressure in
the accommodartion. This pressure was maintained by the ventilation system, of which
there were basically 2 main types. Both consisted of inlet fans, ducting and exhaust
fans. A forced ventilation systemn was the basic type. It might give a high degree of
protection against smoke ingress if optimised for thjs, bur it was not designed to
maintain positive pressure ang some rooms might be at negative pressure. The system
was balanced for one set of wind conditions and it could compensate for other
conditions. It was also liable to deterioration and needed careful maintenance to
achieve optimum performance in excluding smoke. More modern platforms might be
fitted with a positive pressure venulation sysiem, essentially a refinement of forced
ventilation, which was more flexible and gave closer control of pressure, typically
maintaining 6-12 mm water gauge. Ventilation systems were not classed as emergency
systems and generally were not powered from the emergency power supply (EPS).
However, on some platforms, for reasons of commissioning or maintenance, the system
could 1ake power from the EPS. Some platforms had one iniet and one exhaust fan
on the EPS. In general Mr Dalzell was opposed to running the ventilation from the
EPS, being reluctant to risk jeopardising the other emergency funcrions. If the
ventilation inlet fans were lost, positive pressure would be maintained only for a few
minutes. It would not be maintained if a door was left open, though for a period the
air flow would be outwards, reducing smoke ingress. The period during which smoke
was excluded could be maximised by the use of air locks on doors and of dampers on
the ventilation ducts.

19.130 The ventilation air intakes were a weak point through which noxious gases
might be drawn into the accommodation. Prevention involved shurtting ofl the
ventilation and closing dampers in the intakes. The extent of provision for automatic
shutdown of the ventilation system on detection of fire, gas or smoke was unclear from
Mr Dalzell’s evidence, but he described in some detail the arrangements for closure
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of the inlet dampers. For these only remote manual closure and automatic closure on
heat detection were universally provided, but it was common in addition to have
automatic closure on detection of lammable gas. There might also be automatic closure
on detection of a particular toxic gas such as hydrogen sulphide. The arrangements
for exclusion of gas and of smoke were similar and in many cases the former already
exist, so that it was not difficult to add the latter. Some platforms had smoke detectors
on the air inlets prior to Piper; most which did not, had since fitted them. Mr Dalzell
considered that reliance on manual closure of the ventilation intake dampers was not
appropriate; closure should be automatic. Apart from closure on heat, gas and smoke
he favoured closure on loss of power but not on loss of positive pressure, since the
latter could be caused by an open door. The vulnerability of the ventilation air intakes
10 smoke ingress could be reduced by positioning them low down, below the level of
most smoke plumes. However, the Jocation must take account of exhaust fumes from
platform sources and from vessels. Mr Dalzell conceded that it might be possible to
provide emergency intakes, but foresaw a possible problem with changeover.

19.131  Mr Dalzell recommended that all installations should have a smoke ingress
assessment of the accommodation module; automatic shutdown of ventilation and
closure of intake dampers on smoke detection; and air locks on main entrance and
evacuation doors. Relocation of air intakes and doors to minimise their vulnerability
to smoke should be considered and also provision of observation windows. Forced
ventilation systems of older platforms should be reassessed to improve maintenance
of positive pressure and new insrtallations should have positive pressure ventilation
systems. For new designs smoke movement should be assessed by wind tunnel testing
and smoke ingress should be a factor considered in positioning of the accommodation.

TSR as a ciradel within accommodation

19.132 For longer term refuge Mr Brandie envisaged the use within the primary
protected areas of a secondary protected area, a ““box within a box”, and instanced
the application of this on the Ninian installations. This 1s effectively a citadel, although
he did not use that word. '

Upgrading of accommodation to TSR on existing platforms

19.133 The practicability of upgrading the accommodation to a TSR on existing
platforms is clearly of prime importance. Mr Brandie described some of the measures
which may be taken on an existing installation. These included upracting A60 firewalls
to H rating; use of combined passive and active fire protection; installation of radiation
screens; removal or reduction of close proximity hazards; enhancement of structural
protection; and major incident prevention. He also drew attention to some of the
problems in uprating existing A60 protection to H rating which may make such
upraring impractical. He agreed that the problems were common to both A and H
class protection.

Additional refuges

19.134 It was recognised that at least on some existing large platforms there might
be a need for temporary safe refuges additional 1o the main TSR for personnel who
would need to muster elsewhere. Mr Booth instanced the drill crew, who have to make
the wells safe. This was a point which Shel]l were still considering.

Bridge-linked accommodation platforms and flotels

19.135 One of the principal measures canvassed after Piper has been the provision
of accommodation separate from the main production platform, typically in the form
of a separate, bridge-linked quarcers platform or flotel.

19.136 A generalised study of the comparative risks of different platform configura-
tions, originally commissioned in August 1988 by the DEn from Technica and the
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Offshore Certification Bureau, was described by Mr J R Spouge of Technica. The
cases considered were: case A: Base case design: a base case platform, representative
of design practice in the UK Central and Northern North Sea before systematic
considerarion was given to the safety implications of topsides layout; case B: Modern
design: a modern equivalent of the base case, characteristic of recent design practice
in which the topsides layout is heavily influenced by safety consideranons; case C:
Bridge-linked flotel: the base case with accommodation on an adjacent flotel linked by
a bridge; case D: Helicopter-linked flotel: the base case platform with accommodation
on a nearby flotel linked by helicopter; case E: Smaller capacity platform: a smaller,
4-legged platform, representative of a modern trend towards lifi-installed jackets with
cantilevered, integrated decks; case F: Bridge-linked quarters platform: the base case
platform with accommodation on a separate quarters jacket platformm linked by a
bridge. These configurations are illustrated in Fig 19.2. Cases A-E were specified by
the DEn and case F for the Inquiry. Initially the aim was 1o determine the frequency
of impairment of strucrure, accommodartion and escape routes by residual accidental
events along the lines of a Norwegian CSE, bur this was later extended to determining
the average annual fatalities from high fatality accidents (10 or more deaths) throughout
the drilling and production phases.

19.137 The average annual fatalities in high fatality accidents for the 6 cases are
shown 1o Table 19.1. The study showed thar the average annual fatality risk for the
modern design, case B, and for the bridge-linked platform, case F, was abour a third
of that for the older platform, case A, and that for the bridge-linked flotel about a
half, while that for the helicopter linked flotel, case D, was about half as much again,
due largely to the contribution of helicopter accidents. The smaller capacity platform,
case E, had a risk about one ninth, but also a production rate one quarter, of the base
case. A sensitivity analysis had been performed but it remained true that the risks of
case B were 50-75%, lower than those of case A and that the risks of cases B and F
were within 209, of each other.

19.138 The reduction in risk as between cases A and B was due mainly to the stronger
jacket on the latter; other significant features were opsides layour, firewalls and riser
protection. The reducrion as between case A and case F, on the other hand, was due
largely o reduction of exposure of personnel. In case F the office staff, who numbered
35, were located on the quarters platform so that the proportion of personnel remaining
on the main platform was reduced to 259, of the base case. This effect of the location
of office staff was a significant result of the study. The benefit was not available in
case C, because the flotel had ro stand off in rough weather and so office staff had to
be accommodated on the main platform.

19.139 Of the measures considered in the study for reducing the risk of an existing
installation, Mr Spouge stated that the provision of a bridge-linked quarters platform
was the most effective. The study did not, however, address other measures such as
relocation of ESVs nearer to sea level or the installation of SSIVs. On the practicality
of a bridge-linked quarters platform, he stated that such arrangements existed in the
southern sector of the UKCS and in the Norwegian sector of the North Sea. In the
northern sector of the UKCS he was unaware of any dedicated quarters platform,
though he did know of one 2-platform concept where one platform housed the quarters
and some other facilities.

19.140 Mr Spouge was careful to point out the limitations of the study, which was
a generalised ranking exercise, and agreed that for a particular site it would be necessary
to do a specific study. He stated that the same methodology was in fact being used by
operators 1o assess options, especially in respect of accommodation, ESVs and SSIVs.

19.141 Risk assessments described by Mr Tveit implied a reduction in risk as between
an older and a newer platform of about 4, but he was unable 1o say how typical these
figures were.
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19.142 The only example of a decision to install a bridge-linked quarters platform
about which I heard evidence was Mr Ferrow’s evidence that Conoco had decided to
locate the accommodation for their Southern Basin Gas Development, or V Field, on
a separate platform. The decision, in early 1984, was made at a very early conceptual
stage, and before the major hazard review.

19.143 The Trade Union Group and the Piper Disaster Group submitted in effect
that there should be a default requirement for quarters separated from the main
production platform, the former advocating a separate bridge-linked accommodation
platform and the latter separate accommodation, either fixed or floaring. UKOOA
disagreed and submitted instead thart the location of the accommodation should be a
matter to be considered in the FSA.

Escape routes 10 TSR

19.144 A necessary complement to a TSR is escape routes to and from it. On Piper
within minutes of the initial explosion virtually all the escape routes provided to the
accomunodation became impassable and the area on the north face of the ERQ was
engulfed in fire and smoke. Evidence on escape routes was given by Mr Booth, who
said that since Piper perceptions had changed, the magnitude of the hazard was better
appreciated and companies had been conducting reviews of escape routes on their
platforms.

19.145 The thrust of Mr Booth’s evidence was that escape routes should generally
be the normal routes which were used in moving around the platform and which thus
had the advantage of familiarity. Passability should be ensured by layour rather than
by protection. On existing platforms careful consideration had gone into the design
of routes, bur this had related primarily to location, path and number of routes and
dertailed design features rather than to protection against fire, smoke and falling debris.
He listed certain principles of escape route design. Escape routes should be as direct
as possible. They should lead from internal areas to an external escape route. Primary
escape routes should be located wherever practicable external to the modules. He was
in favour of permanent walkways around the perimeter of the platform ar all levels.
Escape routes should not be routed through areas of increased hazard nor past
explosion vents or relief walls. Given that the escape routes were afforded protection
by their position, there was generally only limited need for other types of protection.

19.146 Conditions for the passability of escape routes are given in Annex 9 of the
Petrie Final Report, a report by Technica, quoted by Mr Booth. The report also refers
1o the criterion that escape routes should remain passable for 30 minutes. He considered
this figure reasonable.

Escape routes from TSR to embarkation points

19.147 As far as concerns the escape routes 10 the embarkation points Mr Booth
envisaged that the embarkation points might be in a Protected Area, a rerm used in
Shell to denote an area in the lee of the accommodation and sheltered from the fire
hazard. Thus if the wellhead and process areas were on the south end and the
accommodation on the north end of the platform, the Protected Area would be at the
north face of the accomumodation, on the outside. He envisaged that there would be
suffictent lifeboats ar this point to take everyone in the accommodation. In answer to
the point that the area on the north face of Piper did not in fact provide protection
for evacuarion by lifeboats but was engulfed by smoke within minutes, he replied that
a great deal could be done 10 reduce the risk and that too much should not be taken
from this one case.

19.148 He advocated thar the escape routes from the TSR to the embarkation points

should be short so that movement through them was swift. He envisaged that such
escape routes would often run through the Protected Area. They could if necessary
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be provided with protection such as radiation screens, structures to prevent falling
debris and even firewalls, but he stressed that it was important that the OIM should
not lose contact with people going to the lifeboats. This would be the probable result
of making the escape roure an H120 rated tunnel. He agreed thar the escape routes
from the TSR should survive so that they were usable by personnel at the end of the
endurance period of the TSR.

Protection of escape routes and embarkation poinis

15.149 The essential requirement for an escape route was that it should be passable.
It was preferable to achieve this by layout. Otherwise, it might be necessary to protect
either the escape route itself or the people passing along it, or both. The protection
required was principally protection against heat and smoke. Given the choice, Mr
Booth expressed a strong preference for protection of the escape routes rather than
reliance on personal protective equipment.

19.150 The main protection which he described was the use of anti-radiation mesh,
usually known as radiation screens. Standard double-sided heat shields would provide
protection against fire; they might be complemented by a water spray. Water sprays
might also be provided on the escape routes themselves; he referred to the relief
provided to people on Piper by the water spray from the Tharos. He was strongly
opposed to the proposal in the DEn discussion document on Fire and Explosion
Protection that escape routes might be protected by an enclosure, or tunnel. He said
it “confirmed his worst fears”. He considered in effect that such runnels would actually
cause safety problems. There would be problems of access to the tunnel, of its
ventilation and lighting, of possible loss of integrity, of ingress of smoke, and of
disorientation and possibly panic among people using ir. He referred to the 1987 fire
at Kings Cross Underground Station as an 1llustration of some of the problems.

19.151 Escape routes needed to be provided with lighting which would function in
an emergency. Mr Booth suggested the use of high intensity emergency lighting with
battery back-up. He also referred to the use of photoluminescent signs as suggested
by survivors of Piper. He agreed that lighting along the floor of the walkways, as in
aircraft, would be helpful and that this might best be provided by photoluminescent
Strips.

16.152 Mr Booth made no proposals for the protection of escape routes from smoke
and, while in general preferring to protect the escape route, he agreed rhat consideration
should be given to smoke-hoods and also to lightweight BA sets to allow people to
use the escape routes in the face of smoke. He was less disposed to rely for protection
against hear on the use of fire-suits, which were cumbersome.

19.153 The protection which he described for the embarkation points was broadly
similar to that which he proposed for the escape routes. He was opposed to enclosed
embarkarion points and concerned that protection should be provided only where it
was shown to be necessary. He envisaged that embarkation points would be open to
the sea but with radiation screens inboard where appropriate.

Protection of lifeboats

10.154 The lifeboats needed to survive unt! it was safe for personnel to leave the
TSR and go 1o them to evacuate the platform. The endurance required of the lifeboats
was therefore related to that specified for the TSR. Mr Booth thought that it might
be necessary to relocate or protect the lifeboats but believed this would not be necessary
in most cases. He saw some merit in the suggestion that the lifeboats might be located
within the TSR, though there were potential problems such as doors jamming. He
did not think such an arrangement favoured free-fall lifeboats particularly.
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Escape routes and embarkation points on exisiing platforms

19.155 Mr Booth outlined 3 number of measures which could be taken to uprate the
escape routes on existing platforms, prefacing his proposals by stressing that account
should be taken of the original design philosophy. Steps which he mentioned included
measures to reduce the risk from risers, relocation of lifeboats, provision of additional
escape doors in the TSR, and protection of routes. He also suggested the provision
of smoke-hoods and BA sets.

Observations on TSR, accommodarion, escape routes and embarkation points

19.156 The Piper disaster demonstrates that there is a clear need on a platform for
a TSR. The industry has recognised this. Companies are already acting to ensure that
the main accommodation is protected to a standard such that it constirutes a TSR.
There are a number of reasons why the accommodation is the logical choice. Usually
it 18 located furthest from the more hazardous activities, is often the only suitable
space in which 1o assemble large numbers of personnel and at any given time contains
a considerable proportion of those personnel. The TSR is therefore taken here to
mean the main accommodation.

19.157 1 have already proposed in Chapter 17 that the TSR should be a central
feature of the Safety Case. The operator should specify the function, the endurance
and orther acceptance standards for the TSR and should demonstrate by QRA thart it
has provided one which meets those srandards.

19.158 The acceptance standards for the TSR will be of 3 types. The first is the risk
criteria, including one for the frequency of loss of integrity of the TSR. The risk
criteria should follow the ALARP principle. The second type is the endurance times.
The third type is the standards defining loss of integrity. Formulation of these will
involve defining the function which the TSR is to perform, the conditions which
constitute integrity, the endurance time for which these conditions are to be maintained
and the events which may cause these conditions to be violated. The endurance
specified for the TSR will determine which hazardous events are residual accidental
events which the TSR is not designed to survive. All types of acceptance standard
should be specified by the operator.

13.159 However, initially at least, the regulatory body should set minimum standards
for the main risk criterion, the frequency of loss of integrity of the TSR. Further,
initially ar least, the regulatory body should set a minimum endurance time for the
TSR. I have weighed carefully the arguments for and against this. The argument
against is basically the general one that this is a matter which is best handled as part
of the operator’s own FSA. The argumenrt for is thar the choice of the risk criterion
and the endurance necessarily involves a degree of judgement ang is 10 some extent
arbitrary; that any gain in flexibility is outweighed by the introduction of a point of
probably rather sterile contention; that there is no detriment to safety; and that it puts
the Safety Case on a firmer basis.

19.160 The hazards to which the TSR may be subjected should be identified. The
hazardous events should be classified as design accidental events and residual accidental
events. The TSR should be designed to survive design accidental events. It need not
be designed to withstand residual accidental events, though if put 10 the test it may
well survive some of them. The relation between the risk criterion and the endurance
time should be seen in this light. For many scenarios the operator will find it more
effective to meet the standard by reducing the risks, especially those of fire and
explosion, rather than by providing the TSR with extreme levels of protection. This
is so parucularly in relation to risks from risers.

19.161 It may not be necessary that the whole accommodation module be nominated
as the TSR. It should be an option that the TSR should be 2 Jimited, protected area,
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or citadel, within the module. However, since this is uncharted territory, the approach
should be a caurtious one. In any event, a design based on such a TSR should meet
the full requirements for the TSR and escape routes.

19.162 It may be that in some cases the Safety Case will show that the requirements
for the TSR can be met only by the use of accommodacion separate from the main
production facilities such as on a bridge-linked platform. As I have already indicated,
it is my view that decisions of this sort be made in the light of the Safety Case.

19.163 The congditions for the integrity of the accommodation are crucial to the risk
assessment for the TSR burt 1t is clear that the criteria currently available are rather
crude. There is a need for models of the development of the air conditions in an
accommodation module and for criteria against which the results from such models
can be assessed. The models should address high temperature due to heat transfer
through the walls, smoke due to smoke ingress, and toxic fumes from heated fire
insulation and any other likely sources. The endurance ume used by Dr Gilbert for
living quarters exposed to fire, based on build-up of toxic fumes, was relatively short,
only 17 minutes. On the other hand Mr Dalzell did not envisage toxic fumes being a
problem for 1-2 hours. Unless these matters are sorted out, they are likely to creare
difficulues 1n assessing the integrity of the TSR and hence in the development of the
Safety Case.

19.164 Staying with the Safety Case, the TSR should be complemented by escape
routes to and from it and by embarkation points and lifeboats. These should be treated
along with the TSR as central features of the Safety Case. For each location on the
platform at least one escape route to the TSR should be passable for a defined
endurance time against design accidental events. Likewise, the escape routes from the
TSR to the embarkation points, the embarkation points themnselves and the lifeboats
should each have a defined endurance against design accident events. These endurances
should be defined by the operator.

19.165 For existing installations any requirement for upgrading of the accommoda-
tion, or TSR, escape routes, embarkation points and Jifeboat protection should be
decided on the basis of the Safety Case.

19.166 As the TSR, the accommodation will be dealt with in the Safety Case, burt it
1s also a proper subject for regulations on construction. These regulations should set
goals for the design of the accommodation and may also contain specific requirements.

19.167 Before considering the protection of the accommodation, I wish first to
comment on the loss of integrity of the main accommodation module on Piper, the
ERQ, which I described in Chapter 8, and in particular on the special features of this
case. The ERQ was protecred on the face nearest the fires, the southern face, by other
structures. This must have reduced the extent of generation of toxic gases from the
module walls which in other circumstances might be much more serious. On the other
hand the ERQ was actually breached by the fire. Flames entered in at least 3 places;
at the doorway from the LQW, the southern external door to the helideck and in the
north-west corner cabins, notably cabin Cl.

19.168 As far as concerns the entry of smoke, the evidence is that the ventilation air
intakes were not a major route for smoke, but this appears to have been due largely
to the fact that loss of power stopped the ventilation fans. There were no smoke
detectors to shut the dampers on the air intakes. But for the fortunate chance of this
stoppage large volumes of smoke would probably have been sucked in unul the
dampers closed on high temperature. There was, however, gross ingress of smoke and
hot gases through the doorway from the LLQW. The southern external door was a
second major route for smoke; it was not possible to say which was the more significant.
Smoke also entered through broken windows in the cabins on the north-west corner.
It may also have entered through other doors and windows.
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12.169 Open fire doors allowed smoke 1o spread within the ERQ. The door between
the reception area on D Deck and the stairwell, which was hooked open, attracted
most attencion, but smoke also spread through open doors along the north corridor of
C Deck angd into cabins C1 and C11. On the other hand where fice doors were closed,
they were effective. This was the case with the door between the passage from reception
and the dining area, the other doors off the stairwell angd the doors to other cabins on
C Deck north corridor. The reception area on D Deck was both a general thoroughfare
and an emergency control centre. It was no doubt for this reason that the door to the
stairwell was hooked open. Another major route for spread of smoke within the ERQ
was through the ceiling voids. This spread was prevented, however, where walls
extended through the ceiling or where there were cavity barriers.

19.170 Regulatuons on construction should include among the goals for the design
of the accommodation protection against external fire, exclusion of smoke, prevention
of smoke movement and maintenance of breathable air. They should allow an integrated
approach to the achievement of these goals which covers the external firewalls, the
internal construction, the doors and the ventilation system.

19.171 The need for an integrated approach is illustrated by the venrilation system.
It is clearly essential that smoke should not be sucked into the accommodation through
the ventilation intakes. On the other hand, positive pressure maintained by the
ventilation system allows the use of air locks to prevent smoke entering through main
entrance and evacuation doors. The power supply for the venulation sysiem introduces
another factor, since ir is essential that emergency power to other funcrions in the
accommodation should not be jeopardised. In shorr, the ventilation system needs 1o
be thought through to minimise the chance either of its being ineffective or defeated
or of irs actually making things worse.

19.172 There is, however, one specific measure which I am satisfied I should supporrt.
The air intakes of the venrilation system should be provided with hydrocarbon gas
and smoke detectors and on alarm the ventilation and dampers should shut down. I
note that the draft fourth edition of the guidance notes to the Construction and Survey
Regularions contains provisions on this matter.

19.173 In due course assessment of smoke ingress into the accommodation will be
part of the Safery Case. Meanwhile, such an assessment is one of the measures which
the regulatory body should ask operators to underrake forthwith.

19.174 Escape routes also are a proper topic for creatment in the regulations on
construction, which should set the goal that the escape routes should be passable. The
regulations should allow an approach integrated as between the twin threats of fire
and smoke, as between the different options for protecting the escape route itself, and
as between protection of the route and use of personnel protective equipment.
Embarkartion points should be treated in a similar way.

19.175 There is one set of specific requirements which it is appropriate for the
regulations on construction to include. This is that escape routes be provided with
adequate and reliable emergency lighung and with photoluminescent direction signs
which are not dependent on survival of power supplies.

Emergency centres and emergency systems
Emergency centres

19.176 The next ropic which I wish to consider in this chapter 1s emergency centres
and emergency systems. As the emergency on Piper developed there were no facilities
in the ERQ to assess or exercise control over it or to communicate with the outside
world. The Control Room was knocked out and was in any case outside the ERQ as
was the Radio Room, which was abandoned at an early stage. There was no means of
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obtaining information from, or of determining the status or action of, any of the
emergency systems such as the F&G detection, ESD or deluge systems. In an attempt
to discover what was happening people opened doors, which led to further ingress of
smoke into the accommodation.

19.177 The need for facilities within the TSR which would allow the occupants to
assess the situation outside and to exert some control over it was one of the points
made by Mr Brandie. He instanced the need for comrunications and controls,
including fire-fighting facilities. He envisaged that the TSR would contain emergency
power generation and fire pumps. Controls were most readily available if the control
roomn was located within the TSR. This was his preferred solution for new platforms,
though he recognised that on some existing platforms the control room was outside.
Mr Booth stated that in his company the control room was always in the TSR and
that this was the practice on modern platforms. Both witnesses also envisaged the
TSR as containing the radio room. The general trend described by these and other
witnesses was towards locating the radio room in the accommodation and to locating
the contro) room either in 1t or readily accessible from it.

Observations on emergency centres

19.178 T believe there 15 a clear need for there to be available within the TSR certain
mimimum facilities for controlling an emergency. There should be means of internal
and external communication, of obtaining information on what is going on ourtside,
and of exercising at leastr some degree of control over it. In general terms, what [ have
in mind here is information on key process, pipeline and fire system variables and on
the operation of the ESD system together with certain key controls on these systems.

19.179 Most of these minimurmn facilities already exist in the control room and the
radio room. It is logical therefore to locate the control room and the radio room in
the TSR. This ensures that the facilities are accessible and protected.

19.180 Where on an existing installation the control room, the radio room, or both,
are outside the TSR, the minimum facilities need to be made available in the TSR.
This requires that there should be created within the TSR an emergency control
centre, an emergency radjo room, or both, as the case may be, which conrain the
necessary minimum facilities. The fuller facslities in a control room or radio room
outside the TSR may sti}l be valuable and any such rooms should be prorected and
should have secure means of communication of information with their opposite
numbers in the TSR.

19.181 It 1s not intended that either of these rooms should act as the emergency
command centre, which should also be within the TSR burt in a separate room.

19.182 I make no proposals on the precise nature of the minimum facilities which
should be made available within the TSR. A radio room and a control room which is
designed to allow control as well as monitoring are likely to contain most, though
perhaps not all, of the facilities required. The provision of these minimum facilities
within the TSR should be part of the Safetry Case and their selection should be
specified by the operator.

Emergency systems

19.183 Turning to the emergency systems, whilst there is some uncertainty as to the
precise extent and cause of damage to individual emergency systems on Piper, the
general picture is clear. Both the main and emergency power supplies were knocked
out, and possibly some of the UPS. Battery power supplies dedicated to individual
equipment mainly performed well. The main means of communication to the generality
of people on the platform, the GA/PA systemn, may have been disabled, though this
is unicertain. In any event it was not used and the other means of internal communication
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such as telephones and hand-held radios were no substitute, One of the main means
of external communication, the tropospheric link, lost its power supplies, but in this
case the existence of alternative links allowed comununications to be maintained as
long as the radio room functoned.

19.184 Evidence on electrical power supply systems was given by Mr J Day, Head
of Electrical Engineering of Shell Expro, with special reference to maintenance of the
mntegrity of emergency power supplies. He took the view that in an accident it was
not unlikely chat the main generators might be lost and that effort should be
concentrated on ensuring that the emergency supplies remained available. The general
wnproach was 1o classifv equipment and services by priority and to match the integrity
of the emergency supplies to those priorities. He described modern developments in
igh integrity generation, implemented on Kitawake, including fire pumps driven
solely by electricity and without diesel back-up, and in recombination cells for barttery
power supplies.

19.185 Mr Day was asked abourt protection of electrical power supplies against the
eflects of an explosion and particularly against severe platform vibration, or shock. He
said he did not know of any case where his company was designing to protect against
an explosion. He was unaware of any case where shock, whether from explosion, vessel
bumps or dropped objects, had caused loss of electrical systems, other than what may
have happened on Piper. Mr Nordgard confirmed that vulnerability of the electrical
supplies to platform vibration was not something to which particular attention was
paid.

19.186 Mr Day referred to the statutory requirement 1o provide emergency power
1o a mumimum of 24 hours. He was asked whether any relaxation of the time period
would open up the possibility of alternative means which would give a more reliable
emergency supply, but he did not believe it would.

19.187 A number of witnesses in Part | suggested thart it would be helpful if there
was a greater degree of uniformity in the alarm systems for emergencies. This would
be of particular assistance to contractors’ personnel, moving as they do from installation
to installation. The starus light systems used on some platforms were also advocated.

Observarions on emergency sysiems

19.188 It is clear that great efforts are made to maintain power supplies 1n accident
conditions, but it is also clear that if the accident is a severe one, even the emergency
supplies may be vulnerable to effects caused by the accident. This vulnerability is
shared by the emergency systems generally and I have already referred to the
vulnerability of ESVs and of fire protection systems. 1 am concerned that all emergency
systems should possess in a high degree the ability to survive severe accident conditions.
The emergency systems which I have in mind include the emergency power supplies
and systems, the ESD system and the communications systems and the severe accident
conditions to which 1 refer are primarily fire, explosion and strong vibration.

19.189 The regulations and guidance should promote an approach to the design of
emergency systems which ensures that as far as is reasonably practicable the systems
are able 1o survive severe accident conditions. The ability of these systems 10 survive
severe accident conditions should also be a feature of the Safety Case.

19.190 Work needs to be done to determine the vulnerability of emergency systems
to severe accident conditions and to enhance their ability to survive such conditions.

19.191 In due course assessment of the ability of the emergency systems to survive
severe accident conditiops will be part of the Safety Case. Meanwhile, such an
assessment is one of the measures which the regulatory body should ask operators to
undertake forthwith.
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19.192 I believe there is merit in the status light systems which are installed on some
platforms and would wish to see them promoted.

[9.193 1 note that status light systems have the characteristic that they are, or can
be designed to be, fail safe. That 1s to say, they can still convey their essential message
even on loss of power. This is a feature which can be crucial in accident conditions
and which would seem to have application to other aspects of platform comununjcations.
The regulations should promote this general concept.

19.194 I accept that a greater degree of uniformity in the startus light systems and
the alarm systems for emergencies on installations would be helpful. I can see no
argument for not trying to achieve standardisation.

Pipeline emergency procedures

19.195 The disaster on Piper revealed deficiencies in command in emergencies. It
also revealed deficiences in the emergency procedures for the other platforms connected
1o it by pipeline. T will consider in Chapter 20 all matters related to command and
procedures for emergencies on the platformn affected by an accident and confine myself
here to the pipeline emergency procedures. It was clear from Part 1 of the Inquiry
thar the emergency response of platforms connected by pipeline to a platform affected
by an accident is a problem area. No further evidence on this topic was led in Part 2.

Observations on pipeline emergency procedures

19.196 The quality of pipeline emergency procedures needs to be improved. There
should be more co-operation between operators in a field in the formulation of
arrangements and the writing of manuals. There should also be more ivolvement in
these activities by the personnel most directly affected, those on the installations, to
ensure that the information conrained is correct and that the procedures proposed are
the most practical and effective. The procedures should be reviewed regularly and the
manuals updated in a co-ordinated manner.

19.197 The pipeline emergency procedures for the installation should define the
conditions which constitute reason to believe that there has been an incident on another
insrallation connected to the first by hydrocarbon pipeline and the conditions for
shutdown of the first instal)ation. The overriding aim should be to ensure that the
siruation on the affected installation is not exacerbated. In general, shutdown should
be the defaulr action and should be effected at once unless it can be positively and
reliably confirmed that the incident on the other installation 1s minor. The shutdown
procedures should be reviewed regularly and the manuals updarted.

Observations on mitigation of incidents

19.198 T said at the beginning of this chapier that 1 was conscious of the calls which
have been made for there to be requirements for various types of hardware. I have it
fact made very few such proposals. In a limited number of cases I have taken the view
thar it is nconceivable that a particular measure should not be adopted. The
requirements in the recent regulations on ESVs are a case where [ do consider that
this is so. In general, however, [ have found that the matter is one which shouid be
decided oan the basis of the resolution of the often conflicting factors which design
typically involves and of what 1s reasonably practicable. For each particular issue [
have explained this as [ went along. Here I wish to make a further point. The decisions
on the various hardware proposals cannot be viewed in isolanon. This is another
argument for dealing with these matters in the Safety Case.

19.199 Finally, itis convenient to deal here with a general point concerning acceptance

standards, parricularly those for protective systems such as the fire-water deluge
system and for emergency systems such as the emergency power supplies. I am
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proposing reliance on goal-setting regulations and on the Safety Case and eschewing
prescription of hardware. Such an approach therefore depends heavily on the
acceprance standards for achievement of the goals. In general 1 propose thar these
should be set by the operator. | envisage that it is around these standards that much
of the dialogue between the operator and the regulatory body will centre.

Table 19.1 - Study of installation configurations: average annual fatalities in
high fatality accidents

Event Faralities per 1000 installation years
Case

A B C D E F
Blowouts 7.9 7.5 6.7 4.9 1.3 4.8
Riser failures 30.2 6.7 14.4 13.2 2.3 8.8
Process leaks 40.4 22.0 15.8 18.7 9.2 10.3
Collisions 4.6 5.0 11.3 55.3 1.9 5.8
Structural events 82.7 9.5 40.0 50.6 3.5 23.0
Non-process fires 0 0 0 0 0 0
Helicopter accidents 0 0 0 101.2 0 0
Toral 165.8 50.7 88.2 243.9 18.2 52.7
Noces:

(a) Case E has a production rate one quarter that of the other cases. The complements
are 200 persons on cases A and B, and extra 20 marine crew on the flotels in cases
C and D, and an extra 5 maintenance crew on the quarters platform in case F;
case E has a complement of 60 persons.

(b) Case D includes faralities from in-field helicopter accidents, regardless of the
number of fatalities. Fatalities during crew changes are not included for any of
the cases, since they would be the same for all.
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Chapter 20
Evacuation, Escape and Rescue

Introduction

20.1 In Chaprers 8 and 9 I described how the personnel on board Piper responded
to the emergency on the night of the disaster, escaped from the platform and were
rescued from the sea. In this chapter 1 comment on the requirements and regulations
for safe evacuation, escape and rescue and review the arrangements and facilities used
for them in North Sea conditions. Finally, I discuss the requirements for effective
comummand and control in offshore emergencies.

Evacuation, escape and rescue: definition

20.2 To avoid confusion or doubt, the scope of the terms of evacuation, escape and
rescue, as used throughour this chapter, are defined below:

Evacuation refers to the planned method of leaving the installation without directly
entering the sea. Successful evacuation results in those on board the installation
being rransferred to an onshore location or to a safe offshore location or vessel.

Escape refers to the process of leaving an offshore installation in the event of part
or all of the evacuauon sysiem failing, whereby personnel on board make their way
into the sea by various means or by jumping.

Rescue refers to the process by which escapees and man overboard (MOB) casualties
are retrieved 1o a safe place where medical assistance is available.

History of evacuation, escape and rescue

20.3 Dr J Side of the Institute of Offshore Engineering, Heriot-Watt University,
described 4 major offshore incidents, all occurring outside the UKCS, that have
themselves been the subject of Government inquiries. All the incidents occurred to
mobile offshore structures. In March 1980 the semi-submersible accommodation
vessel, the Alexander Kielland, sank in the Ekofisk field off Norway due to a structural
failure. The considerable heel of the structure when it capsized made the launching
of survival craft extremely difficult but attemprs were made to launch 5 of the 7 craft
on board. 3 were crushed against the side of the rig and destroyed. One which had
not been launched but had been entered, came to the surface inverted after the rig
had capsized and was eventually righted. The fifth craft, with 26 men on board,
released 1ts hooks with considerable difficulty. Of the 212 men on board, 123 lost their
lives. In February 1982 the semi-submersible drilling rig, the Ocean Ranger, capsized
and sank in a very bad winter storm off Newfoundland. Warnings that the weather
would deteriorate had been broadcast 24 hours before the disaster occurred and drilling
operations on the rig had been discontinued some 12 hours before the incident.
However a mayday requesting helicopter evacuation was not sent until 2 hours before
the rig capsized. At least one survival craft was launched but although the standby
vessel made contact with it no one could be saved. The entire crew of 84 persons was
lost. In October 1983 the drillship Glomar Java Sca capsized and sank in the South
China Sea during a severe typhoon, with the loss of 1ts entire crew of 8] persons. The
investigation found thart the failure to evacuate at least non-essential personnel from
the drillship, after it had been given nearly 3 days’ warning of the typhoon, was a
contributory factor leading 1o the loss of life. Examination of the wreckage suggested
that attempts had been made to launch one lifeboat; another had torn free as the vessel
sank. Neither lifeboat was ever recovered. At least 36 of the 81 crew were trapped in
the drillship as it sank. In October 1985, in the Gulf of Mexico, the jack-up drilling
rig Penrod 61 collapsed during a hurricane. Soil failures beneath one of jts 3 legs
apparently caused the failure. The standby vessel, a normal crew boat, which was
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unable to operate safely in very severe weather, had to leave the area to seek refuge
from the worsening weather about 9 hours before the rig collapsed. The crew of 41
escaped to the sea in 2 survival capsules and an inflatable raft; one man jumped into
the sea with a life-jacket. Only one life was Jost when one of the survival capsules
subscquently capsized. In all the last 3 incidents weather conditions at the time of the
accident had deteriorated to the point when helicopter evacuation was impossible.

20.4 Dr Side also described 18 precautionary evacuations in the UKCS bertween
1975 and 1987, following incidents that could have led to 2 major emergency on an
oftshore 1nstallation. Commeoen to all of these was the immediate requirement for an
urgent, unscheduled demanning of personnel. Except for 3 transfers by personnel
basket to a vessel, and one in which the means of evacuation remains unknown, the
rest were by helicopter. Survival craft were not used. In August 1988 rthe first full
emergency evacuation using survival craft occurred when the crew of the semi-
submersible drilling rig Ocean Odyssey had to abandona the rig after a blowout and
fire. One man died but the actual evacuation, in good weather, went smoothly.
Previously in the NCS rhere were 2 recorded cases of survival craft being used, apart
from thar of the Alexander Kielland described in para 20.3. In November 1975 an
explosion on the Ekofisk A platform led to an evacuation. The platform shut down
automatically and the situayon was brought under control but due to the failure of its
launching mechanism a survival craft was dropped from the deck level and 3 men
were killed. In March 1977 another Ekofisk platform was evacuated by 112 men using
3 survival craft following a blowout. The evacuation was orderly and disciplined; and
the weather and sea state were remarkably good at the time.

20.5 Innonc of the |8 precautionary evacuvations in the UK CS did the initial incident
develop into a major emergency but the disasters which resulted from delayed reacrions
10 weather warnings demonstrate how severe the resulting penalty can be. They
provide the lesson thar where there is doubrt as to the implications of an incident it is
berrer to achieve certain safety by a precautionary shutdown and evacuarion than to
risk lives by postponing the decision. A precautionary evacuation wili normally be by
helicopter which 1s the preferred and widely available method for such circumstances.
As I show later in para 20.14, if a major incident has already developed such a method
is unlikely to be available; and evacuation will depend on the uncertainties inherent
in the use of survival craft. The decision to evacuate an installation as a precautionary
measure is dependent on the perception of the OIM. I will discuss command and
conrtrol in emergencies later in this chaprer (se¢ paras 20.56 ¢/ seq).

General approach
Reguirements and regulations for evacuation, escape and rescue

20.6 The objecuve of ensuring safe evacuation, escape and rescue on offshore
insrallations was summarised for the Inquiry by Mr Perrie, Director of the Safety
Directorate of the DEn, in saying that “Offshore installations should be designed,
equipped and organised so as to provide means of safe evacuation of all personnel on
the installation in the widest pracricable range of circumstances’ and that '‘the means
of evacuation should be available for immediate use.” The requirements for safe
evacuation, escape and rescue are covered by Reg 10 of the Emergency Procedures
Regulations and the code of practice for the assessment of the suitability of standby
vessels attending offshore installations; and by the Life-Saving Appliances Regulations.
As a result of lessons learnt from the Piper disaster the DEn has proposed amendments
1o the last-mentioned regulations in a statement of intent 1ssued in August 1989,

20.7 Mr Pertrie explained that where a bridge link to an adjacent installation was
available, this was the preferred means of evacuauon. Leaving aside a bridge link,
helicopters represented the safest means of evacuation provided that there was sufficient
time and no conditions adverse 1o evacuation by this means existed, such as fire, smoke
and emission of combustible gas. The circumstances required for helicopter evacuartion
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might not prevail when an emergency bad developed; and installations must be
provided with another primary evacuation system, wholly controlled from within the
installation, not dependent on any external intervention, and capable of securing safe
and full evacuation of all personnel in as wide a range of emergencies as practicable.
This evacuation system was based on totally enclosed motor propelled survival craft
(TEMPSC). He said that if for any reason these primary systems were partially or
wholly unavailable there should also be provided means of descent to the sea and the
means of rescuing people from the sea, which should be effective in the widest possible
range of weather conditions. Appropriate personal survival eguipment should be
provided for all the personne] on board. ] will deal with all these requirements
individually later in this chapter.

Evacuation, escape and rescue and the Safety Case

20.8 In discussing the mitigation of incidents in Chapter 19 I expressed the view
thar the integrity of the temporary safe refuge (TSR) should be a central feature of
the Safety Case (see para 19.109). It is plainly appropriace that the process of formal
safety assessment should cover all aspects of the protection of personnel in the event
of an emergency and therefore should cover the process of evacuation, escape and
rescue. This should accordingly form part of the Safety Case. 1 would note that Mr
Ognedal, Head of the Safety Division of NPD, emphasised that under the Norwegian
regulatory regime the operator is required to have a thought-through evacuation and
escape philosophy which formed part of the framework of the whole system for the
safery of personnel on board.

Evacuation, escape and rescue and the regulations

20.9 Evidence on the regulatory requirements for safe and full evacuarion, escape
and rescue was heard from UKOOA, the DEn, the NPD and Statoil. UKOOA urged
that due to the diversity of installations offshore, the present prescriptive regulations
should be replaced by goal-setting regulations which would allow operators more
flexibility and would not stifle innovanon. Mr Ognedal stated that future Norwegian
regulations on evacuation, escape and rescue would be mainly goal-oriented; the
emphasis would be on the licensee identifying the best evacuation systems for the
installation in question, through purposeful and systematic analysis. Prescriptive
regulations would, however, be retained in a few selected areas. The DEn accepted,
in general, the replacing of specific requirements by general principles but would also
wish to retain specific requirements in defining acceptable standards in certain well-
defined cases. I fully support the acceptance of goal-setting regularions in this area.
In particular I see an immediate need for regulations under which operators are
required to submit to the regulatory body an analysis of the facilities and other
arrangements which would be available for evacuation, escape and rescue in the event
of an emergency. The analysis would cover the formal command structure, helicopters,
TEMPSC, life rafts and other means of escape to the sea, standby and other vessels,
fast rescue craft and personal survival and escape equipment. This analysis would also
form a part of the Safety Case in 1ts demonstration that adequate provision had been
made for ensuring safe and full evacuation, escape and rescue. Operators wiiich have
not already done so should be asked to undertake such an analysis without waiting for
legislation. While I fully support the acceptance of goal-setting regulations I also take
the view that there are certain basic points on which certain minimurmn standards
should be laid down by legislation. Examples of these are given later in this chapter.

Evacuation by helicopter

20.10 Helicopters are the normal means of iransport for personnel to and from
offshore installations. Everyone working offshore accepts the use and discipline of
helicopter travel and would automatically look to helicopters as the prime means of
evacuating them from an installation. There are no specific regulatory provisions
compelling the use of helicopters although there are provisions in the Construction
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and Survey Regularions for ancillary matters such as landing arrangements and fire-
fighting facilities, and the accessibility of the helicopter deck from the accomumodation.

Helicopter availabiliry

20.11 Evidence on the performance and availability of helicopters on the North Sea
was given by Captain Ginn, Head of Air Transport for British Gas. Availability is
high offshore. Commercial traffic in normal day-tume working hours between 07.00
and 18.00 hours on week-days would enable berween 100-300 helicopter seats to be
located in any one of the 4 sector areas in the northern and central North Sea and
thus available to an emergency in less than 30 minutes. All helicopter operators require
their crews to make ‘‘operations normal’ calls into base every 20 minutes or so;
and one helicopter company maintains a “‘flight following” system whereby the
identification, position and full status of each machine in the air is entered routinely
into a computer at base. If an offshore emergency were to occur, the 1dentity and
location of the nearest helicopter ang time required to reach the emergency site can
be obtained immediately. The shore-based natjonal air traffic service radios do not
reach the more distant areas of the North Sea; in the East Shetland basin the Viking
Approach system on Cormorant Alpha supplements the shore-based service. Some
companies use, or are planning to use, flight information liaison officers (FILOs) on
their insrtallarions, with whom rthe pilots of helicopters make contact so that the
installation has a constantly up-dated record of helicopter availability in s area. At
the time of the disaster Piper was the only installation in the North Sea utilising
FILOs. It appears to me that a North Sea-wide flight following system based onshore
and operated as a service 1o all offshore installations would be more efficient than the
duplication inherenr in individual installation systems burt I appreciace that operators
may feel more secure with their own systems.

20.12 In addition 1o Jand-based helicopters, offshore helicopters are based for
togistical purposes on 5 UK and 2 Norwegian North Sea installations. These offshore-
based helicopters are smaller (4-13 seat capacity), are crewed on a 24 hour basis, and
except for 2 in the UK sector, are equipped for search and rescue. The cost of basing
helicoprters offshore 1s very high, amounting to over £2m per year per helicopter for
the charter of the helicopter and the provision of crew accommodartion offshore. This
does not include the capital costs of modifying the facilities where there may be
severe structural constraints, particularly on exisnng installations. Search and rescue
helicopters are also available from a number of onshore military establishments as well
as from 2 civil helicopter bases maintained by the DoT, at Sumburgh and Stornoway.
The declared response times (call-out to rake-off), often betrered in practice, are {5
minutes by day and 45 minutes at night. Commercial helicopters are also available
after normal working hours from the Aberdeen, Sumburgh and Unst bases and would
be desparched to an emergency within 10-30 minutes of call ocut. In an emergency it
is most likely that the evacuation of an installation by helicopter would be iniuated
by offshore-based logistics helicopters and/or en route commercial helicopters, depend-
ing on the time of day. This would generally be in less than an hour. Out of normal
working hours (Mondays to Fridays, 07.00-18.00 hours) the first helicopters to arrive
would normally be the offshore-based helicopters, in less than one hour, followed by
the onshore-based machines. The mosrt rapid evacuation method would be to shuttle
personnel on board 1o nearby installations; or it may be possible to fly them directly
to shore. Shortage of helicopters 1s unlikely 1o be a problem; access to the helideck
becomes the limiting factor when the number of helicopters in a shuttle reaches say
4 or 5. The cycle of a helicopter approaching, landing, and boarding up to 19 evacuees
(in the case of the Super Puma) and then taking off is unlikely 1o average less than 5
minutes,

20.13 The evacuation of 6 typical installation types by helicopter was assessed by
UKOOA who found that the maximum time to evacuate (by shuttling ro nearby
installations or to shore) would be in the order of 2 hours and 45 rmunutes from call-
out for the worst case (an isolated drilling unit at night). Two actual precautionary
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evacuations, both in late 1989 (North West Hutton and Penrod 92), confirmed thar
the findings of the study were realistic. Both were in daytume: one was totally evacuated
70 minurtes after call-out (110 men), the other in 40 mjnutes (70 men). The first
helicopters arrived in 23 and 5 minutes respectively.

Helicopter evacuation hnitations

20.14 Evacuation by helicopter may be limited by adverse weather conditions such
as very high winds, low fog or icing, although according to statistics these limiting
conditions seldom apply. Helicopters are allowed by their operators 10 land and take
off in winds of up to 60 knots (Beaufort Force 10) although they must keep their
rotors moving. In the case of emergency evacuation, however, pilots would be expected
to find a clear way 1o the installation and be forced to abandon their attempts only
when the limits on the air-worthiness of the aircraft were reached. Statoil estimartes
that in the Norwegian sector the availability of helicoprers is 98.7%, when the platform
1s evacuated as a safety precaunion (see para 20.5). Major incidents, however, normally
result in large amounts of fire, smoke, and/or flammable or combustible gas being
generated. This would prevent a helicopter approaching or landing on the installation.
There may also have been a major structural faitlure which would prevent a landing.
Safety studies done on integrated production platforms in the Norwegian sector show
that when such emergencies have developed evacuation by helicopter would be
impossible in about 959% of such cases. If these conditions prevail, an alternative
primary evacuation system using TEMPSC will be necessary. In an extreme case,
resort to direct entry into the sea will be the only remaining means of reaching safety.

20.15 Helicopters remain the preferred method of evacuating an offshore installation
as a safety precaution measure and in the limited instances in which they can be used
in a developed emergency. They are quickly available on the North Sea, safe in all
but the most adverse weather conditions and offshore personnel are accustomed to
their use and discipline. The people evacuated are transferred directly to places of
safety and are not left still at the mercy of weather conditions, as in evacuation by
survival craft.

Evacuation by survival craft (TEMPSC)

20.16 Reg 5 of the Life-Saving Appliances Regulations requires that every normally
manned ofIshore installation shall have TEMPSC of sufficient capacity in aggregate
to accommodate 150%, of the entire platform complement. In its statement of intent
the DEn proposed increasing the required capacity of TEMPSC to accommodate
twice the number (200%,) of persons on the installation, “to enhance the safety of
personnel on board an offshore installation®. This proposal was evidently made in
reaction to the disaster. I have 2 main difficulues with this proposal. Firstly, the non-
availability of TEMPSC at the time of the disaster was not related to their number
as such bur to their location and distribution. Secondly, the proposal takes no
account of the features of particular installations. On nstallations which have certain
complexities and configurations it may be desirable to provide a wider distribution of
TEMPSC to improve the range of circumstances in which a safe and full evacuation
1s Jikely to be achieved. I would favour the retention of the existing requirement to
accommodate 150%, of the entire platform complement. However 1 consider that it
should be required that the TEMPSC provided should include TEMPSC which are
readily accessible from the TSR and which have in the aggregate sufficient capacity
to accommodate on board the number of persons on the installation. The exact number,
location of any TEMPSC which may be required over and above these minima should
be determined in the light of the Safety Case. It may, for example, be shown that
additional TEMPSC should be provided near places where personnel may congregate
or be trapped in an evenrtuality.

Davit-launched TEMPSC

20.17 The original design of offshore survival craft was a standard ship’s lifeboat,
with a full canopy and water deluge system added. A UKOOA witness, Mr I Wallace
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of Conoco (UK) Lid, commented that the design of survival craft was and sull is
constrained by the International Maritime Organisation (IMO) standards; they were
stll seen as ship’s lifeboats and had not been adapted to the requirements of the
offshore oil industry. He said that a number of improvements more suited 10 the
industry’s specific needs had been put forward but the lifeboat manufacturers continued
10 design to IMO standards because the bulk of their business was concerned with
ships.

Problems clearing the platform legs

20.18 A critical problem with a davit-launched TEMPSC is ensuring that it gets
away from the vicinity of the installation after launching into the sea in severe weather
conditions, when it would be in danger of being swept under the installation and
destroved. Also wind-induced motion could cause the TEMPSC to contact the
installation during descent, if the overhang is less than 7m. The minimum weight of
a TEMPSC is determined by this latter problem. The DEn’s statement of intent
acknowledged these concerns. Since 1985 a joint steering comunitiee, with representa-
tion from Governmenrt departments, industry and contractors has been considering
enhanced launching techniques for survival craft. Two passive devices, one using a
hinged boom projecting from the side of the installation to rotate the TEMPSC
outwards, called PROD, and the other using an air-launched sea anchor, are being
tested. So also 1s a powered dolphin similar to a torpedo. The DEn and the industry
have supported full-scale trials of the PROD concept and 1t is being developed into a
commercial product. Joint work by an oil company and a contractor has led to the
testing of another concept, in which an anchored buoy is used to direct the TEMPSC
away from the installation, called TOES. No enhanced launching system has yet been
proposed for an installation in the North Sea.

Problems with davit disconnection

20.19 Al TEMPSC are boat-shaped and thus launched on 2 fall wires (bow and
stern). It is essential that the hooks on both wires should release the TEMPSC
simultaneously. Two basic release systems have been used, the “off-load” system
which will only allow the hooks to release the TEMPSC when it is afioat, and the
“on-load” system which allows the simultaneous release of both hooks. The on-load
systern must be used in conjunction with hydrostatic interlock, which allows hook
release only when the hull reaches the water; premature release could be disastrous,
as in the attempred evacuation of the Ekofisk A platform in 1975 (see para 20.4) when
a loaded TEMPSC was accidentally dropped into the sea from deck level. The off-
load svstem has the major disadvanrtage thac in severe weather conditions it is difficult
to achieve a condition whereby both hooks are off-load. This has now been resolved
by IMO resolutions which specify that survival craft should be equipped with on-
load release gear. However the difficulties experienced in North Sea operations with
the premature release of davit fall wires contributes to the prejudice felt by o1l workers
offshore who, in the main, are inexperienced in marine matters.

Free-fall hfeboats

20.20 A new type of survival craft, the free-fall tifeboat, has been introduced into
the Norwegian sector. The free-fall lifeboat is a TEMPSC designed to be used with
a launching system which releases the TEMPSC at the point of embarkation on the
platform {(up to 30m above sea level) and allows 1t to fall, entering the warer with a
high momentum which together with the specially shaped hull will propel the craft
away from the platform. The partcular perceived advantage of the free-fall lifeboat
over the davir-launched lifeboat is its ability to clear the installation in severe weather
condirions.

20.21 Development of the free-fall lifeboat started in 1973 but this was accelerated
after the Ekofisk Bravo blowout in 1979 when a large research project was funded by

342



the NPD. A rtoral of some 40 free-fall lifeboats had been or were being installed on
Norwegian installations at the rime of the Inquirty. Free-fall lifeboats are now considered
in the Norwegian regime to be the established evacuation system. Conventional davit-
launched lifeboats are accepred but their availability must be shown 10 match thar of
free-fall boats. The Norwegian witnesses explained that all factors, mechanical as well
as weather, are taken into account in this. Free-fall boats have been model-tested in
severe sea state conditions and their overall availability 1s estimated at 999,. The

remaining 19, 1s arrributable o technical and human considerations.

20.22 Norwegian offshore personnel on installations on which free-fall hifeboats arce
installed must undergo special training which involves at least one fall in a free-fall
lifeboat at one of 3 training centres. As an example of their reliability, it was said that
one free-fall lifeboat at a training centre had been dropped some 1200 times without
an acaident of any kind. The occupants of free-fall lifeboats lie on their backs on
special contoured seats and are restrained by body and head straps. In the sea this
positon is not comfortable and can accentuate sea sickness but the benefits are
considered to ourweigh the discomfort. The standard capacity for free-fall boarts
installed on large integrated platforms is 74 people.

20.23  Free-fall lifeboats, apart from having the advantage over conventional lifeboats
of safely clearing the installation when launched in severe weather conditions, have
no davit hooks to be unlatched. The total time from the embarkation decision to warter
entry 1s abourt the same as for davit-launched boats; more time 1s needed 10 seat and
strap in the occupants but nime to the sea is much less. They are, however, much
heavier and more expensive than davit-launched boats and retrofitting can be a major
problem. They have not as yer been used in actual emergencies in severe weather but
extensive model testing has made the Norwegian authorities confident of their high
rated availabilities.

20.24 No legislation directly regarding free-fall lifeboars so far exists in the UK. Reg
5 of the Life-Saving Appliances Regulations entails that the means of launching
lifeboats should be by lowering, but the DEn’s statement of intent proposes that this
be amended to allow the Jaunching of TEMPSC by any safe Jaunching system of a
type which has been tested and is acceptable to the DoT. It was stated that this would
permit consideration of free-fall TEMPSC withourt the need for exemption; and that
exemptions had already been granted for free-fall TEMPSC on a small number of
mobile installations in the UKCS. The DoT had advised the DEn that free-fall
lifeboats are a viable method of evacuation. I see no reason why free-fall lifeboarts
should not be permitted in the UKCS, as they are in the NCS. The necessary
amendrnent to the regulations should be made forthwith. There should be no statutory
barrier to the use of free-fall lifeboats. It would still remain for the operator to justify
its choice of TEMPSC as being appropriate in the particular conditions of irs
installation. Where davit-launched TEMPSC are proposed to be used they should be
oriented so as to point away from the installation.

Escape to the sea

20.25 Reg 8 of the Life-Saving Appliances Regulations requires that alternative
means of evacuation to the sea have to be provided, so that the fullest practicable
evacuanion can still be secured. Below I describe various means in common use and
comment on SOME New means.

Life rafis

20.26 Life rafts are not considered by the DEn to be an acceptable substitute for the
required provision of TEMPSC. They do, however, usefully complement TEMPSC.
The DEn statement of intent proposes to amend Reg 5 of the Life-Saving Appliances
Regulations to require thar, in addition to TEMPSC, every normally manned
installation should be provided with life rafis having sufficient capacity in aggregate
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to accomumodate all the people on board. I have already recommended (see para 20.16)
that the total TEMPSC capacity on an offshore installation should remain ar 1509,
of POB and be more if required by the Safety Case for the installation. The proposal
1o require 100%, POB life raft capacity seems to me to be a reasonable requirement,
as life rafrs can complement TEMPSC in the event of emergencies such as a sudden
structural fajlure, keeling over or sinking, where access to TEMPSC is prevented or
their use is impracticable. The location of life rafts would be a subject for the Safety
Case for the installation. They should, however, be installed in close proximity 1o
mechanical means of escape 1o the sea such as ladders, ropes and escape chutes.

20.27 After an examination of the life rafis recovered from Piper and in the light of
evidence that survivors were unable to deploy them, the DEn issued a safety notice
(9/89) emphasising the exisung legal requirement thart life raft launch procedures
should be included in musters and drills and clarifying the position with regard to the
length of painter rope (cf paras 8.29-33). Painters will be shortened to the minimum
pracuical Jength to ensure successful deployment; and ihe length of painter to be
provided at each life raft launch point is to be agreed with cthe DoT.

Ladders and statrs

20.28 1In their statement of intent the DEn recomumend the installation of permanent
ladders or stairs to the sea at the corners of the installation. Mr Wallace noted thart it
had been the practice to have 2 or more constructed Jadders or stairways leading to
the sea burt that these suffered from storm damage and the effect of waves. In view of
the difficulties experienced by personnel in getting safely inco the sea at the time of
the disaster, I support the DEn’s recommendations. These ladders or stairways could
be extendable 1o allow for the effect of waves provided this is acceptable in the Safety
Case.

Ropes and rope devices

20.29 Knorted ropes, rope ladders and scrambling nets are very basic means of
descent to the sea and have long been used on offshore installations. However only
knotted ropes would appear to be pracucal as they can be easily and economically
stowed at all life raft installations. Scrambling nets and rope ladders are awkward and
difficult to use. In the disaster approximately half of those who escaped to the sea did
so by using ropes or small diameter hoses. The others jumped where haste was
imperative and/or ropes were not available. Knorted ropes are, however, a primitive
means of escape and physically very demanding. They are particularly difficulr to use
if the user is wearing a life-jacket and/or a survival suit. But they are almost foolproof,
they offer a continuous line of escape and place a person outside the confines of the
installation structure. They should be seen as a last means of escape to the sea. A new
individual self-rescuc device, based on abseil technology and much less demanding
physically, the Donur system, has been accepted for use by both the DEn and the
NPD. At least one UK operator is issuing it generally to offshore staff. Some training
is required and it cannot be re-used. | recommend that such equipment should be
specified n the regulations for escape equipment. Another rope-based system 1s the
Surescue Descender, an escape Jine down which people can descend on light-weight
supports in a controlled manner. It accommodates one person ar a time and would
not seern to offer rapid evacuation for a large number of people. The Surescue js,
however, acceptable to the DoT and one such system is installed on an accommodation
barge in cthe North Sea.

E3cape chutes and collapsible stairs

20.30 A number of these devices were described at the Inquiry. One, the Skyscape,
a collapsible rubular net which allows controlled free-fall descenr 1o the sea, has been
accepted for use by the NPD and has been installed on a Norwegian installation. It
requires an overhang and may not be suijtable for all insrallations. The GOTECH
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escape stair is at the conceptual and scale model stage and much work remains to be
done on it. These chutes or stairs have potential advantages over fixed ladders or stairs
in that they would offer direct escape to a large number of personnel; they are
positioned away from the platform, hanging from an overhang or cantilever; and they
appear to avoid the difficulties inherent in the use of knotted ropes. Other chute-type
devices were briefly described, none apparently yet available for full scale testing. One
operator, Shell Expro, considered chute escape devices in the design of their latest
platform but decided that due to certain disadvantages they were not yet appropriate.

Other devices

20.31 Another operating company, Mobil, is developing 2 dry transfer devices with
different manufacturers. One (GEMVAQC) is similar to the system used by navies for
the transfer of materials and men at sea. The other (ODELE) involves lowering an
inflatable life raft with men on board on to a specially constructed SBV. Both are in
the development stage. Other devices, all at early conceptual stages, include a sea
haven and a self-launching accommodartion module.

Personal survival equipment
Life-jackets and survival suits

20.32 Life-jackets for all personne! offshore are required by regulation. The DEn
proposes in its statement of intent to amend the regulations to require that offshore
installations are provided with at least twice as many jackers as the number of people
on the installation. The provision of survival or immersion suits i1s desirable but not
yet mandatory. It was stated in evidence that the DEn was seeking through further
work with the DoT and other organisations to overcome certain practical difficulties
about the wearing of life-jackers with survival suits which had been identified. When
this work was complete it was expected that provision of survival or immersion suits
on all offshore installations would be made mandatory. Mr Wallace described an
integrated survival suit and jife-jacket which he said was in use by his company,
Conoco. In view of the comments by survivors on the difficulties of making escape
while wearing conventional life-jackers and immersion suits I recommend that this
planned work should be carried out with desparch.

20.33 The use of a standard orange colour for life-jackets and survival suits was
criticised by many engaged in the rescue of men from the sea; other objects and
equipment such as life rafts are of the same colour. Attention must be given to using
a separate and distinct colour for easy and rapid identification of survivors in the
water, particularly in the dark.

20.34 Comment was also made on the problems of locating survivors in the sea.
Whistles and lights are supplied on most life-jackets but may not be effective in adverse
weather conditions. The use of radio transmitters or detectors should be considered.

Smoke-hoods

20.35 The ability to move through a smoke cloud can be of vital importance in an
evacuation or escape. The escapee will have to move from his location at the time of
the incident to the TSR or directly to an embarkation point. Very large quantities of
dense, and possibly toxic, smoke are likely to be generated from a fire on a hydrocarbon
producing installation. Evidence heard on smoke-hoods generated some discussion on
the period for which simple filter-type hoods would be eflective before the breathed
air is over-saturated with carbon dioxide. Expert evidence was to the effect that filter-
type smoke-hoods could provide temporary respiratory protection against smoke and
roxic gases. It was suggested that this could be for some 10-15 minutes after which
the concentration of carbon dioxide could seriously debilitate the wearer. Oxygen
donating hoods are complex; special training for use is required. They are also bulky
and expensive but can be very useful for exploratory investigation of an accident by
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specially trained men. Simple, hght, filcer-type hoods should be issued as part of
personal survival kits 1o be kept by all on board offshore installations (para 20.36) but
training should emphasise that they provide protecuion only for a limited period to
facilitate evacuation or escape. On-going research sponsored by the industry on the
development of improved smoke-hoods should be expedited.

Survival packs

20.36 Some operating companies, among them Occidental, 1ssue survival packs to
those going offshore. Generally these packs conrain a life-jacket, a survival or immersion
suit, a torch and fireproof gloves. Such equipment packs should become standard issue
offshore. The packs can be kept in the individual’s living quarters and/or at work sites
and regularly examined. A type of smoke-hood, as described above, should be added
to the kit, as well as any other simple and personal survival ajds that may become
available. ] recommend thart survival packs containing at least a personal survival suit,
a life~-jacket and a smoke-hood should be issued to everyone on board an installation
and that these are normally rerained in their accommodanon. Other survival packs for
at least half the POB should be stored in containers placed at locations on the
installation subject to what 1s shown necessary by the Safery Case.

Rescue from the sea
Standby vessel (SBV ) legislation and code of pracrice

20.37 Having escaped to the sea, survivors have to be rescued and taken to a safe
place where medical care is available. The means of rescue should be effective in the
widest possible range of weather conditions. Reg 10 of the Emergency Procedures
Regulanons requires a SBV to be present within 5 nautical miles of every normally
manned installation, ready to give assistance in the event of an emergency at or near
the installation. These vessels carry FRCs which can be deployed rapidly to rescue
persons from the sea. This regulation is supported by a DoT code of practice, for the
assessment of the suitability of SBVs for attending offshore installations, setting out
standards which are to be met as the condition of the issue of a certificate in respect
of the vessel. The code was first prepared in 1974; its binding force is based on a
voluntary agreement whereby members of UKOOA undertook to abide by rthe
standards set out in the code. Mr B C Drew, a senior surveyor in the DoT, said that
this voluntary agreement had been honoured; to his knowledge there had never been
a case where a vessel which has not been certificated has been chartered by a member
of UKOOA. The third and latest edition of this code was issued in draft in August
1989. It ook account of lessons learnt from the disaster. It has not yet been ratified.

Requirements of the code of practice

20.38 Mr Drew explained that the first code of practice continued in use after the
introduction of the Emergency Procedures Regulations.

The latest ratified version was issued in 1984. It required, inter alia:

1. Provision of FRCs.

[\

Improvement to the accommodation.
Improvement to equipment and first-aid.

The provision of bridge control.

v W

Special provisions for large SBVs and those operaning north of 62° north and
west of 15° west.

Work on the third edition was started ia 1986. In it the funcrions of an SBV have
been expanded 1o include the requirements that it should:
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(a) Communicate with the installation, etc.
(b) Rescue persons from the water.
{(¢) Keep a monitoring warch in the safety zone.

(d) Arttend closely to the installation during certain operauons (helicopter
movements, work over the side, etc).

As stated in the preceding paragraph, this edition has not yet been ratified.

Criticism of SBV legislation

20.30 UKOOA witnesses were critical of the existing legislation governing the
requirements for SBVs. Mr C ] Middleton, Chairman of the UKOOA Marine
Committee, said that the SBV was only one part of the total evacuation and rescue
package bur nevertheless a whole regulation and a code of practice were devoted to it.
The prescriptive requirements thar the SBV should have accommodation on board
for the total population of the instal]lation and that the SBV should attend each
individval installation; and the specification of vessels by broad geographical areas
were particularly criticised. It was suggested that the regulations should instead require
operators to propose a total evacuation and rescue package for each installation or
group of installations. Mr D T Rudd, of BP, described BP’s evacuation policy and
plan for the Forues field. This was an assessment of the total evacuation and rescue
requirements for the Forties complex of 5 fixed installations and proposed that 3 SBVs
(or 2 SBVs and the emergency support vesse] Iolair) would be adequate to ensure safe
and full evacuation and rescue in an emergency in that complex; or 4 SBVs when a
flotel was stationed in the area. This contrasted with a requirement of 8 SBVs if Reg
10 was interpreted in a strict manner, as the DEn had recently indicated should be
done. BP presently employed 4 SBVs in the Forries field. Mr Middleton suggested
that a remote drilling rig, say to the west of Scotland, which would have little back-
up nearby, would require a high-capability SBV which could accommodate the total
population but such vessels would not be required in a mulrti-platform field or in a
developed area of the North Sea. The consideration of a total package of facilities
and other arrangements for evacuation, escape and rescue rather than a simplistic
prescription of standard requirements is in line with the approach which I have already
recommended in this chapter (paras 20.8-9). 1 recommend that the required changes
are made in the legislation and code of practice so that evacuation, escape and rescue
can be the subject of an analysis submitted by each operator; and form part of the
Safety Case for each installation. However, some prescriptive regulations on standards
and quality of equipment, crewing and training would be required. These equipments
and standards are discussed below.

Criticism of SBV standards and the UKCS SBV fleet

20.40 Criticism by survivors and other witnesses was Jevelled at the general standard
of SBVs in the UKCS. Information provided by Mr J S Daniel, Chairman of the
Standby Ship Operators Association, showed that of the 187 SBVs for which there
were complete dara, 162 (879%,) were converted fishing trawlers. There were only 7
purpose-built SBVs and 18 multi-functional vessels operating in a standby mode, but
not all full-time. Mr Daniel said that if fishing trawlers were properly converted they
would meet the requirements of the code; a trawler hull provided a very good platform
for rescue operations because of its good sea-keeping qualities. However Mr M Macey,
a Director of Maritime Rescue Services Ltd, was doubtful whether trawlers were
sufficiently manoeuvrable even with bow-thrusters fitted, or had the visibility to pick
up persons easily from the sea because of their small bridges and high forecastles. Mr
Middleton suggested that because of the requirement in the code that SBVs should
be capable of accommodating the toral population of an installation, innovation had
been stifled and the use of aged trawlers had been perpetuated.

20.41 The only SBV about which the Inquiry heard detailed evidence was the Silver
Pir. ] described its performance on the night of 6 July in Chapter 9 in critical terms.
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It was deficient in many respects, although the courage of its crew was outstanding.
In the light of the evidence my impression was thar a large part of the 162 converted
rrawlers in the UKCS SBV fleet were in no better position. Offshore operators were
accused of raking the view that because SBVs make no contribution to profit,
expenditure on them should be kepr to a minumum, a view vigorously resisted by
UKOOA. Mr Daniel said that the pressures put on charter rates after the fall in oil
prices in 1985/86 had made it difficult to maintain standards. The Norwegian standby
ficet is in large part purpose-built to the specifications required by Norwegian
legislation. My understanding is thar the 7 purpose-built SBVs operating in the UKCS
waters were mainly, if not all, Norwegian-built. 1 accept the implication that the
strictness of the regularion and the present code have discouraged some operators
from doing other than the minimum necessary and have thus inhibited improvement
of the SBV fleer; and that the cost of operating SBVs has not necessarily enjoyed a
high priority in the operaring budgets of oil companies in recent years. I strongly urge
that che standard of the existing SBV fleer is improved with despatch, although it is
obvious that this cannot be done at once. Basic standards should be introduced for
existing vessels and a tight but realistic deadline for compliance set. Specifications for
new vessels should be set which will ensure that they meet fully the requirements of
the Safety Case.

SBV equipment quality and standards

20.42 In these circumsrtances there is a strong case for setting specific standards for
SBVs in legislation to ensure that the vessels used are of consistent quality and
reliability. The important mechanical standards for SBVs, apart from sea-worthiness,
should include:

1. Manoeuvrability It should not be a requirement for an SBV 1o manoeuvre close
to damaged installarions. Racher it should maintain a safe distance and use ics FRCs
to pick up survivors from the installation if this is possible. It should be able to
manoeuvre 0 pick up survivors from the water or clinging to wreckage. This
requires it to be highly manoeuvrable and able to maintain its position.

2. Visibility The master should be able to keep the rescue areas in full view from
the bridge, and be able (0 approach a person or object in the water while reraining
total conrtrol of the vessel. The FRC launching area should be fully visible from the

bridge.

3. Lighting At least 2 searchlights, covering the full 360°, and capable of being
remotely controlled from the bridge, should be available. There should also be
adequate local lighting in the pick-up and launching areas.

4. Commumcarion The SBV must be able to conrtact its FRCs, the installation and
nearby vessels and aircraft, as wel] as to maintain conversational contact between
the mascer and the crew,

5. Survivor recovery from rhe water Scrambling nets or ladders are only suitable
for use by fit and uninjured personnel. If an accident has caused the escape of people
to the sea it is very likely that some will be injured, possibly severely. A number of
recovery techniques were described to the Inqguiry. At least 2 different methods
other than ladders or scrambling nets should be available on the SBV.

6. FRCs Two FRCs should be carried on SBVs., FRC standards are discussed in
para 20.46.

7. FRC launching and recovery A rapid Jaunching facility for FRCs musrt be installed.
Launching should not be in the critical path of emergency response, je the FRC
should be able to be purt in the water with engine running as soon as the crew is
ready. Consideration should be given 1o the need to recover an FRC with a badly
injured survivor on board who would be in danger by conventional recovery.

These should apply independently of what may be shown by the Safety Case 10 be
required: and accordingly should be prescribed by regulations which would otherwise
be goal-oriented with regard to rescue facilities.
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SBV usage in man overboard incidents

20.43 In practice the main use of SBVs has been in the rescue of men falling
overboard from an installation, either when working over the side (scaffolders etc) or
other accidents (knocked overboard, etc). Where men are working over the side, SBVs
or larger FRCs are stationed in close proximity to the installation. Data presented io
the Inquiry showed that 126 MOB incidents occurred in the 13 years from 1974 to
1986 inclusive. The most common means of recovering the MOBs was by FRCs
deployed from SBVs. A toral of 35 deaths resulted from these MOB incidents. An
analysis of this data showed a survival rate of 95% for working over the side incidents,
compared with survival rates of only 45%, on other installation MOB incidents and
609, for MOBs from attendant vessels (the latter including 7 from SBVs themselves).
Over the period there were an average of 9 MOB incidents per year involving 10 or
11 casualties of which approximately 3 were fatalities. In the 26 years since North Sea
operations started in 1964, there has been only one incident in which men had to
escape into the sea deliberarely - namely the disaster. This emphasises the need to
ensure that the requirements of the regulations allow for MOB incidents and do not
concentrate solely on major disasters which are rare.

SBV usage on other duties

20.44 The code for assessment of SBVs indicates that an SBV can operate in a multi-
purpose mode provided thar its safety role takes precedence over all others. Mr Drew
explained that, for example, a supply vessel with appropriare standby certification can
carry cargo from port to an installation provided that sufficient cargo is unloaded and
the rescue areas are maintained clear of all encumbrances before she becomes a
dedicated SBV. Also, certain small quantities of cargo can be carried between
installations without impairing che safety function of the vessel. It is for the master
of the SBV 10 ensure that the vessel is ready to undertake the rescue role at any time
when on standby duty. Mr Ognedal also explained that in Norway SBVs could
undertake functions other than standby services provided that these did not hinder
the standby rtasks or affect response times. This does not appear to be an area of
difficulty.

FRC equipment and performance standards

20.45 The code for assessment of SBVs lays down thart at least one FRC is carried
on SBVs, ready for immediate use and capable of carrying at least 9 people plus 2
crew, or 15 people and 3 crew in the larger specification. FRCs must be capable of
being launched while the SBV is underway. Their engines can be either petrol or
diesel driven and be capable of being maintained while the SBV is on station. Although
not specifically recommended in the code, all FRCs are of the rigid hull inflatable type
and are self-righting. The larger ones are fitted with an enclosed wheelhouse which
allows their crew to continue on station for extended periods, as required by MOB
and other duries of attendance. They are capable of a speed of at least 20 knots in
average sea states.

20.46 The lessons drawn from the disaster show that the FRC is a very important
part of the rotal rescue effort. It is particularly important that they are fully reliable
mechanically. I consider chat it is very important that there should be a very high
standard in a number of areas including:-

Launching capability

Capacity

Speed

Crewing

Maintainability

Communication links

Search capability (lighting etc).
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FRC reaction time

20.47 Evidence was heard thar when someone fell into the North Sea in winter there
was the danger that he might suffer from “cold shock™, a stoppage of the heart. If he
was recovered within 4-5 minutes he stood a chance of recovery without permanent
brain damage. If he survived the initial immersion the average period he could survive
before hypothermia caused death was about 30 minutes, but this varied considerably
from person to person. No targer times for MOB recoveries have been recommended
in the codc but it is accepted that in over-the-side work supervised by SBVs and/or
FRCs a recovery time of less than 5 minutes is achievable. Captain Ginn said thart it
would be very difficult to match that performance by helicopters, which would have
to be on the same platform, fully manned and equipped with search and rescue
facilities, Data from the period 1974-1986 showed thar of the 43 casualtues recorded
as being in the warter for 1-5 minutes, only one died (24%;,). Of 14 casualties in the
water for 6-10 minutes, 2 died (14",) and of 14 in the water for greater than 10
minutes, 5 died (36°,).

FRCs on installations

20.48 FRCs can be deployed from offshore installations as well as from SBVs. This
is common practice in the NCS where 48 rigs and platforms carry FRCs. They are
installed on only 3 installations in the UKCS. Mr Wallace said thar the industry was
not encouraged by the regulations to install FRCs on installations; FRCs were required
on the SBVs in attendance. However, if the regulations encouraged a flexible approach
rather than rigid prescription, in the case of a cluster of installations FRCs on some
installations could give betrer cover. They would be parricularly useful in covering
work over the side. There were problems with launching and recovery. These problems
have apparently been overcome in the NCS although this took about 8 years. I would
recommend that the opportunity to station FRCs on installations should not be
constrajined by regulation, as their use would probably be an atrractive part of rocal
evacuation and rescue packages for insrallations (see para 20.39).

20.49 TFRCs are launched from installations either by using single-fall davits (normal
in Norway) or by cranes, with or withourt special launching cradles. It was recommended
by Mr Wallace that they should be mounted as low as possible, ie on the cellar deck
(the module support frame) as they did not have to be sited at emergency embarkation
points. Dr Side reported that the reaction times for MOB recoveries using installation-
launched FRCs compared favourably with those from SBVs during periods of work
over the side. The longest response time found in a study of MOB incidents was 7
minutes, with the average being 4-5 minutes. It might not be necessary 1o have a
dedicated FRC crew available on the installation as they might be able to carry out
other non-conflicting duries when not required for MOB cover.

SBV and FRC manning levels and requirements

20.50 The code for the assessment of the suitability of SBVs for attending offshore
installations requires that the DoT states on the certificate of survey of the SBV the
absolute minimum manning below which 1t i1s considered unsafe 1o operate. The owner
of each vessel in association with the master prepares contingency plans covering the
responsibilities and allocation of duties of crew members in the event of the occurrence
of an incident. These plans also detail descriptions of the responsibilities of the SBV
master and the installation OIM, and the responsibilities for the control of search and
rescue operations. The minimum manning scales range from a crew of 7 to a crew of
15 depending on the size (le survivor capacity) of the SBV. Mr Macey felt that the
manning specifications in the code were too low with respect to the smaller size SBVs.
Also when 2 FRCs were carried there should be crews for each of these on board (3
each). This was not allowed for in the code. It was also insufficient in not requiring a
second mate, to alleviate over-long watches. I do not consider thar the evidence before
the Inquiry was such as to enable me to make definite recommendations on this matter.
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1 consider that the DoT should take this evidence into account when revising the
code.

20.51 The proposals in the amended code require medical examinations before
employment for all members of the crew. Crew members over 50 have to undergo
annual medical examination, and be cerufied as fit 10 be employed on a vessel offshore
for up to 28 days at a time. Except in special cases the age limit for crew members
should be set at 60. I agree with these proposed standards.

20.52 The proposals also state that the periods of duty on SBVs should be limited to
28 days in summer and 21 days in winter, with an allowance of 2 days steaming to
and from installanons. No crew should serve 2 consecutive periods of duty with less
than one week’s leave of absence between them. Again ] am in agreement. [ consider
thac the changes referred to in this and the last paragraph should lead to an improvement
in performance and the enhancement of safety.

SBV crewing problems

20.53 Low charter rates in an increasingly competitive market in recent years appear
to have made it difficult to find and retain people with the appropriate knowledge,
experience and mentality to crew SBVs. Mr Macey suggested that operating companies
did not take sufficient interest in ensuring that crew standards and training were up
to requirements; and thar crews overstayed their prescribed tours of duty. (Mr Drew
of the DoT said thar this latter problem was being acted on.) Mr Daniel suggested
that better conditions, more training and better pay (which would entail higher charter
rates) would be needed to improve the manning situation. He said that Government,
operating companies and vessel owners/operators should seek to engage in constructive
discussion so that ymprovement can be achieved and fragmentation avoided.

20.54 The problems of crew motivation and boredom, and their feeling of being
unappreciated by the installation and the industry were described by Mr Macey. He
suggested that more contacts between SBV crews and operating company personnel,
both offshore and onshore, would help. So also would more regular offshore exercises
involving the SBVs and their crews. The different terms and conditions of SBV crews,
who did not enjoy the equal time on and off duty that was common in operaung
companies, did not help their motivation. Crew accommodation and recreation facilities
were obvious areas in which to seek improvements but stimulation by activities,
exercises and close involvement with the platform were also important. It would
appear to me that there are indeed real problems with the motivation of SBV crews
who have the task of keeping station for weeks at a stretch with nothing to relieve the
routine. This is not a matter for regulation but I consider the offshore operators and
vessel owners should take steps to improve the situation. As a minimum there should
be more contact between the SBVs and the installations and more realistic exercises.
In this respect I would recommend that the position and status of SBVs offshore and
their functions for the following week should be notified weekly to the regulatory body
with a copy 10 the DoT. This would minimise the possible over-staying of tours of
duty and would also keep the situation of the crews in focus for vessel owners and
charterers.

SBV crew training

20.55 There is no current legislation covering the training of SBV crew members.
The latest edition of the code sets out the certificates which have to be obrtained by
all crew members and gives guidance on the establishments and bodjes where the
training courses specified can be undertaken. Requirements for specialised training
are laid down. Every member of the crew should have attended a course of basic first-
aid. At least 2 of the crew (other than the master) should hold a certificate in advanced
first-aid, one of whom should be nominated as the medic. For each FRC carried at
least 3 crew members should be trained and hold certificates in all aspects of its

351



handling and communications. Refresher courses must be attended regulariy. The
courses specified in the code appear to cover all the recommendations for training
made in the course of evidence. The government departments, vessel owners and
operators and operating companies should co-operate to ensure that all crew are fully
trained in all aspecrs specified. I would emphasise the need to train and refresh the
crews of SBVs, especially the coxswains and crews of the FRCs. All traming should
be documented and records of rraining held centrally, preferably by the OPITB.
Probably the most important concern must again be to motivate the crews to take the
benefit of the training. As Mr Macey, an expert on training, put it, ‘It does not matter
how much training you give the crews, if the crew is not motivated then you are
wasting your time.

Command in emergencies
The command structure

20.56 Evidence was heard from UKOOA on the command structure and organisation
required to ensure effective response to an ofishore emergency. Mr M R Baxendine,
a Shell Expro OIM, said that in his company the general practice was to pre-select,
rrain and drill at least 3 emergency response teams (operations, drilling and services),
al) with trained back-up support teams available in case these were required. All non-
essential personnel, (ie those not in the command structure or the emergency response
teams), assembled at predetermined muster stations, grouped by the lifeboat numbers
to which they were assigned on arrival on the installation. The OTM was in overall
charge of the insrtallation; his replacement was pre-nominated to replace him if he was
incapacitated or not contactable. Only the OIM or his replacement had the power to
decide whether it was necessary to abandon the platform. His emergency commmand
centre, normally the radio room, would receive progress information from the response
teans and would direct them and communicate with nearby vessels and the shore as
necessary. This appears 1o be the general pattern of emergency command followed on
the UKCS. I comment on the criteria for OIM selection in the next paragraphs.

The OIM

20.57 The appointment of an OIM is required under the MWA (Secs 4 and 5). The
regulations give the OIM general responsibility for safety, health and welfare and for
maintaining discipline and order on rthe installanon. Candidates for the post are
nominated to and accepted by the regulatory authority. The Inquiry djd not hear any
evidence on the criteria applied to the acceprance of an OIM by the regulatory
authority. In earlier chapters 1 expressed the view that there were significant
shortcomings in the performance of certain of the OIMs on the night of the disaster.
In particular I expressed the view that because of the lack of leadership on Piper the
death rtoll was substanually greater than it would otherwise have been. A number of
survivors said that in the galley, where the OIM was positioned, no one was in charge
or giving instructions or advice.

20.58 Evidence on the abilities required in an OIM was given to the Inquiry by
UKOOA and by the Institution of Mechanical Engineers. Mr K A ] Ellice, a training
manager with BP Exploration, said that they looked for exposure to the North Sea
environment, experience in a related technical discipline and ability to command.
Information on ability to command would normally be provided through the n-
company staff appraisal systems. It was extremely difficult to judge a person’s abihity
to command in a precise way; they could be provided with the “rechniques and
mechamisms”. He said that leaders were found rather than trained. Mr Ellice was
definite that BP would not and do not use psychological tests such as were practised
in the Royal Navy and Merchant Navy. During experience and training leading up to
the selection there would be the opportunity to assess individuals in a variety of
situations and circumstances. Dr A A Denton, representing the Institution of
Mechanical Engineers, listed 4 criteria that the OIM and ar least one deputy should
have, command ability, specifically tested in simulated circumstances; techaical literacy

352



to at least Higher National Diploma or equivalent standard; experience of at least 3 years
offshore; and understanding of the sea/air environment by training and experience. Mr
Baxendine, who gave separate evidence on the command structure, was a practising
OIM with 14 years experience. He stated that in the vast majority of cases the OIMs
in his company (Shell) had all previously commanded groups of men.

20.59 The failure of the OIMs to cope with the problems they faced on the night of
the disaster clearly demonstrates that conventional selection and training of OIMs is
no guarantee of ability to cope if the man himself is not able in the end to take critical
decisions and lead those under his command in a ume of extreme stress. While
psychological tests may not appeal to some companies the processes used and proven
successful by the armed forces or the Merchant Navy, who have to rely on their
officers to lead under stress, should be seriously considered by operating companies.
The post of OIM calls for decisions which may make the difference between the life
and death of personnel on board. The remoteness of installations, the requirement for
installations to be self-contained in the means of dealing with a rapidly developing
incident, the need to obtain, verify and consider data communicated to him from
various sources for immediate decision on which the lives of those on board depend
demands a level of command ability which js not a feature of normal management
posts. The command ability of the OIM and the command structure and organisation
in emergencies should be factors in the Safety Case proposed by the operating
company. They should be part of the safety management system of the company which
1 will propose in Chapter 21.

Emergency exercises

20.60 Mr Ellice described how operating companies tested their command strucrures,
by regular emergency exercises held for each installation, by operating company
exercises and by full-scale exercises invo)ving outside authorities such as the coastguard,
police etc. For these a major disaster such as a helicopter crash on a platform or an
explosion and fire were simulated. BP employed emergency response trainers who
regularly visited all installations and assisted installation management to conduct
specialised emergency exercises. There were also nominated persons in their safety
department who were torally responsible for the planning and instigation of large-
scale emergency exercises carefully organised to require co-ordinated onshore and
offshore response. They considered that full-scale exercises were very important,
covering interconnected platforms as necessary. Larger-scale exercises effectively
exercised the emergency systems as well as training those in command on the
installation. UKOQOA have published guidelines for offshore emergency exercises, 1o
determine the effecriveness of the operators’ emergency procedures. Both in-house
and major exercises in conjunction with outside authorities are specified.

20.61 I consider that emergency exercises are essential means of ensuring that paper
procedures work in practice. They also allow for the assessment and upgrading, as
necessary, of the performance of the command structure. I recommend that emergency
exercises are carried out in accordance with UKOOA gujdelines and that command
teams are givep practice in decision-making. The operator’s system for emergency
exercises will form part of its safety management system (see Chapter 21).

Precautionary musters, drills and traimng

20.62 Precautionary musters are held on all North Sea installations. All the persons
on board are assigned a TEMPSC number on arrival on the platform and, on the
emergency alarm sounding, non-essential personnel assemble at the pre-determined
muster station, by lifeboat groups. If the OIM decides that the platform should be
wholly or partly evacuated they make their way either to the hehcopter deck, 1if
helicopters are used, or ro the lifeboat station, where pre-selected coxwains command
the individual lifeboars. Separate lifeboats are reserved for the emergency response
teams to use if it becomes necessary to evacuate the installation completely. POB lists
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are maintained on installations but experience on the night of the disaster shows that
it would be important for them to be updated for every movement of personnel, and
copied immediately to shore. These lists should be maintained in alphaberical order
and by contractor employer, to minimise confusion and delay in reacting to queries
in emergencies. | recommend thar all POB should attend at least one muster per tour
of duty; and thact the circumstances of all precautionary musters and evacuations
should be reported 1o the regulatory authonty.

20.63 1f central control and a planned evacuation cannot be exercised, as in the case
of Piper on the night of the disaster, the personnel would be expected to make their
own way o the sea. Mr D S Kinloch of Conoco described the need to take individual
action in these circumstances. Such action, if taken prematurely, could of course be
detrimental to controlled and orderly evacuaction but the emergency training given to
offshore personnel should enable individuals to minimise the risks they take if this
becomes inevitable.

20.64 Reabstc and up-dated emergency training and regular drills are of wviral
importance to ensure that the risks of emergency evacuation, escape and rescuc are
minimised. They should never be neglected. I recommend that the UKOQOA guidelines
for offshore emergency safety training on installations should be a minimum require-
ment for emergency and rclated training. I recommend that records of personal dertails
and safety training courses attended by 2ll personnel seeking employment offshore
should be mainiained by operatvrs until the central training register insntuted by the
OPITB is operational. As for emergency drills and training, the operator’s systems
for these should form part of the safety management system (see Chapter 21).

20.65 The responsibility to ensure that the reaction to an emergency is effecrive, safe
and disciplined is primarily with the management of the insrtallation, ultimately the
OIM. Onshore management have important roles t play in this but the decisions
have to be taken on the platform. The command structure must be tested and drilled
regularly. This should be seen as an essential part of working offshore. The biggest
difficulty arises where there is an artitude of indifference offshore, particularly in the
case of the occasional worker who may be on the platform for only a few days. All on
board should take part in training, drills and exercises. The abnormally high casualty
rate among those on Piper who, for reasons of their employment were not fully familiar
with cthe platform layour, was striking.
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Chapter 21
The Future Offshore Safety Regime

Introduction
21.1 The discussion in this chapter is divided into 3 main parts in which I discuss:

(1) The importance of the management of safety by operators; and the need for
the maintenance of a consistently high standard of performance if their
responsibilities under the regime are to be discharged (paras 21.2-14),

(1) the extent to which the present methods of control, allocation of responsibilities,
regulations and guidance in the offshore regime are appropriate and effective
(para 21.15-51), and

(111) changes in the regime which, along with those recommended in Chapters 17-
20, are in my view necessary if the regime is to fulfil its funcrions in an
appropriate and effective way (paras 21.52-87).

The management of safety
The role of operators

21.2 The safety of personnel on installations is critically dependent on the manage-
ment of safety by the operators, as the circumstances of the disaster clearly demon-
strated. There is, of course, nothing new in the idea that safety requires to be managed.
The reports of investigations into recent major incidents have shown the dangers
posed by serious failings in the management of safety by large organisartions.

21.3 The evidence before the Inquiry has served to demonstrate that an offshore
installation presents a combination of features which make it unique from a safety
point of view. The living quarters are relatively close to the plant, which itself is
placed in a confined space. Evacuation may be difficult if not impossible in certain
weather conditions. While a chemical plant has some of these characteristics, evacuation
is always avaijlable and the operating crew are not confined to the immediate vicinity.
Installations are designed to meet specific requirements and may be subject to
modification. These considerations underline the need for an adequate system for the
management of safety and the need for a suitabjy rigorous regime which ensures that
this is mainrained.

21.4 There are pracrical limits to the extent ro which a safety regime can afiect the
manner in which safety is managed. Mr R E McKee, Chairman and Managing Director
of Conoco (UK) Ltd, offered the following commenrts:

“Itis my fundamental belief that safety cannot be legislated, while recognising that
enough legislation or regulation needs to exist to ensure that minimum standards
are maintained. Such regulation should impose a duty on the operator to do
everything reasonable to achieve a safe operation. By and large, safety has to be
organised by those who are directly affected by the implications of failure. These
people are in the best position to determine the derailed measures necessary on their
own particular installation to achieve the safety objective. Imposition of detailed
requirements canno( anricipate all the variances of differing practice, location,
organisation and size that exist. In fact, prescriptive regulation or over-detailed
guidance may at times result in the overall safery objective actually being compro-
mised. Innovation, on-going improvement and objectivity will be stifled; and the
more prescriptive the regulation the more unclear it is who has the responsibility
for toral safery. Compliance becomes the overriding objective. Sight is lost of the
more realjstic and overall intent that all reasonable steps should be taken to achieve
the rotal safety of the installation. Finding the middle ground is difficult. The
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Government is faced in some ways with the same problems that upper management
is. In other words, first, they must be confident that industry has in place facilities
that are properly designed for safery, using a FSA approach, and then thart
organisations have generated a proper safety culture that will help resulr in excellent
safety performance. Audits need to assumne a far higher prominence as a means of
checking the ability of the organisation 1o achieve safe designs, operations praciices
and systems 1o interrupt a chain of events leading to a Piper Alpha type accident.
This will require more skilled personnel for operations to conduct specialist aundits,
for third parties to check them and for Government departments to review their
success.”’

With the general thrust of those comments I find myself entirely in agreement. I
should add thac it is also plain rhart a regulator cannot be expecred to assume direct
responsibility for the on-going management of safety. There may be ciccumstances in
which inspectors can and should take the relatively drastic step of interfering by means
of starutory notices, bur these are the exceprion. For all practical purposes the
management of safety is and remains in the hands of the operators.

21.5 This approach may be compared with what Mr Rimington described as the
HSC’s approach to the principle of self-regularion:

“For practical purposes, its essence is thar while the regulator can and should, in
consulration with those regulated, provide a framework of rules and the necessary
impulses and disciplines, health and safety 1s principally a matter for management
m-firm.”’

21.6 These considerations underline the importance in the offshore safety regime of
the general duties of employers under the HSWA and measures which are directed to
ensuring that these duties are performed in a demonstrably adequate manner. I regard
this as a key parr of the regime.

Changes in the regime discussed in earlier chapters

21.7 In Chapters 18-20 I have discussed a series of measures which should be put
mto effect in the interests of safety, primarily through goal-setning regulations and to
some extent through more detailed provisions.

21.8 More fundamental than these, angd different in kind, are the measures directed
to the submission angd acceptance of a Safety Case on certain aspects of safety which
[ have discussed in Chapters 17, 19 and 20. These are directed to cnsuring that the
potential major hazards of the installation and the risks to personnel thereon have
been identified and appropriate controls provided; and that adequarte provision is made
for ensuring, in the event of a major emergency affecting the installation, a temporary
safe refuge (TSR) for the personnel on the installation, and their safe and full
evacuation, escape and rescue. The present chapter will censider whether further
requirements should be imposed on operators with a view 10 their demonstraung that
they have made and maintain adequate arrangements for the management of safety at
Jarge.

The means of achieving adequate management of safety by all operarors

21.9 Management witnesses gave evidence to the Inguiry as to the importance of
defining and communicating to the whole workforce an adequate safety culture or
philosophy; and ensuring that they were fully motivated to implement it. Safety should
not be treated as something which was separate from the conduct of business. Mr R
A Sheppard, Vice-President of Production and a Director of Amoco (UK) Exploration
Company said that “safe, prudent working practices and procedures are good business
practices’’. The organisation of safety was a matter for line management at each
successive level. Mr McKee said:
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“Philosophically we look to line management for safety performance, not to the
safety department or to a government agency. If a safery programme is to have
outstanding results, it is imperative that senior and then each progressively
junior level of management exerrs its leadership in establishing goals, demanding
accountability for performance and providing the necessary resources. While top
management sets the safety standards for the entire company, our first-line
supervisors are the key link in actually making it happen. Each of them is personally
involved in safety training, safety inspections and other safety activities. They make
sure that all line employees and contractors reporting to them are trained to work
safely: that not only musr they know how 1o perform thejr jobs properly and safely
but are convinced thar they have a responsibility to do so.”

21.10 Mr Rimington pointed out thar the reports on recent major incidents had
drawn attention to the importance of the chain of command for safety, and particularly
to the significance of leadership from the top. They had also focused attention on. the
related aspect of in-firm safety culture, and particulary the influence of the human
factor in accident causation. That close attention to the management of safety was
eflective in preventing accidents, and that it was compatible or even associated, with
first rate cormmumercial performance was clearly demonstrated. For this he cited the
performance of Du Pont de Nemours (of which Conoco (UK) Ltd is a subsidiary).
His inspectors had formed the unequivocal impression that the more successful firms
usually adopted a more highly structured and effective approach to safety than others.
He held the view strongly that it had a great deal to do with discipline. “If one adopts
a disciplined and determined approach 10 one’s commercial success, one is likely to
adopt such an approach to other aspects of one’s business.”” The establishment of a
safety culrure included, he said, the “systematic identification and assessment of
hazards and the devising and exercise of preventive systems which are subject to audit
and review. In such approaches particular attention is gjven to the investigation of
error. The control of human error involves the assumption thar people will make
mistakes but that by thought, pre-design and proper motivation this can be made
much more difficult and the consequences mitigated.”

21.11 It is clear that a systematic approach is required if an operator is to ensure
safecy on its installations and compliance with the requirements of legislation, including
the duries imposed under the HSWA. This involves a planned approach ro the
elimination of danger both in design and in operation. This may be i)lustrated by the
evidence of Mr P Doble, Deputy Project Manager of the Kirttiwake Project, who
explained how its design proceeded through the stages of feasibility study, conceptual
design and derail design. The design philosophy was documented so that in any
subsequent audit or review it would be possible to judge what had actually been done
against the design intent. Management procedures were based on the quality assurarnce
specifications of BS 5750, supplemented by systematic hazard identification and
analysis to provide a series of checks and balances as the design proceeded. These
included hazard and operabilitcy studies, safety reviews, equipment criticality
assessments and audits. Mr McKee said that Conoco traditionally had a formal
quality assurance system in place for design and construction of new platforms and
modifications to existing facilities. The extension of this philosopby to the technical
aspects of their operarions was a key objective for 1990. The objective was to have a
regularised way of watching over work practices so as to interrupt the chain of events
that resulted in an accident. Mr M Ferrow, Manager, Safety and Quality Assurance
for Conoco said that safety could be regarded as a “’sub-set of quality assurance™. He
described how quality assurance was used to ‘“‘close out” study findings in the
engineering safety plan for Conoco’s “‘V Fields” in the southern North Sea. He
believed that it would be impossible 1o have a fully safe operation without a qualirty
assurance system which he described as “a mechanism by which managers and
engineers and the company in general can be sure that what they are doing will be
safe, operable and fit for purpose, and, bearing in mind the faults and errors which
can occur, either technical or human, sets up systems which take reasonable precautions
against that; and then, finally, imposes some sort of formal audit structure into that
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to ensure that these things are being done on a continual basis.” The use of quality
assurance had evolved in the North Sea industry from the early or middle 1970s,
starting with structural matcers, extending 10 systems and then into an all-embracing
technique for ensuring chat whar was designed was in fact built to specification. It
was now moving, or had moved, into the operaring areas.

21.12 Mr Rimington described quality assurance in the promotion of safety as
“absolutely essential” and established practice in all major industries. Mr Petrie was
aware that most operators demonstrated some type of quality management system 10
a standard such as BS 5750 or 1SO 5000.

21.13 Common sense and experience of what happened on Piper indicate thart it is
not enough to set up a systematic approach to safety and put it into operation. There
is a plain need to review and up-darte the system in the light of experience both of the
operator and of the industry. It is also necessary to “‘audit” the extent and quality of
adherence 1o the system and to ‘“‘verify’” that its results are in practice satisfactory. It
is clear that companies with an outstanding safety record go to considerable lengths
to audit the management of safety, Mr McKee explained that Conoco performed
management and safety department audits and inspections on a frequent basis,
amounting to several per month on all aspects of safety management from housekeeping
to work permit usage. As chief executive he received safety audit reports and reacted
by raising the issues which were involved with the relevant vice-president. He
conducted his own informal audits on his frequent visits to the platforms. He
specifically discussed the audit system with managers and employees. All operating
managers and their staff conducted regular internal safety audits. First line supervisors
conducted frequent safety inspections in their areas of responsibility. Company
procedures required daily audits for compliance with the PTW system and weekly
compliance reports. Experienced safety professionals carried out audits on a regular
basis by means of inspecrions of the platforms, including the activities of contracrors.
In addition there was an annual management safety audit of the platforms, including
all relevant onshore managements. There were also special safety audits including
team members from outside consultants. Mr Sheppard observed that “‘simply looking
at the way the equipment is operated and the operating conditions of the equipment
is not a complete safety audit. It has 1o incorporate in it the operating procedures, the
way safety is approached, upon that particular installation, and it cascades up into
how it is approached generally by the company.” If it was found that part of the safety
philosophy or safety programme was not being followed or interpreted in the
appropriate manner he would discuss his concern with the manager of the particular
part of the company to find out whether he had the same impression. Contributions
might also be sought from the safety specialists and other Amoco managers in order
to see whether his assessment was confirmed. Together they would examine the
available data and determine whether they were dealing with the root cause of the
problem and not a symptom of some larger problem. Once that examination was
complete they would collecrively set abour exploring ways of improving the situation.
It could be a communication problem, a supervisory deficiency, a training issue or an
organisational flaw.

Relationship to the regime

21.14 The need for a good and well maintained management of safety by al} operators,
and not merely the few, is plain. No doubt the prime responsibility for this lies with
the operacors. However it is also plain that the regime has a part to play in the
achievement of that overall objective. Is the present regime appropriate and adequate
for the purpose? 1 turn next to this question.

The existing regulatory approach

21.15 In this part of the chapter I will examine the present methods of control; the
allocation of responsibilities; and existing regulations and guidance.
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Methods of control - design

21.16 Since the Construction and Survey Regulations came into operation the
examination of design and what has been constructed has effectively been in the hands
of the certifying authorities. The Second Schedule to the regulations coupled to the
guidance provided by the DEn require certifying authorities to consider whether
various aspects of an installanon meet and continue 1o meet specified standards,
frequenty related to establish codes. As I explained in para 16.27, certifying authorities
are concerned with conceptual design of process plant only to a limited extent. In
particular they are not required to review plant design in relation to major hazards.
Their concern is with the end product or the proposed end product of the design or
construction. They are not required to examine the managernent systems which lead
to thart design. As | have already stated in Chapter 19 while certifying authorities are
concerned with passive fire protection, active fire protection is the concern of another
body.

21.17 Under the present regime there are no other requirements which oblige
operators to show that their management of safery is adequate for the purpose of safety
in design.

Merhods of control - operation

21.18 It is clear from the evidence that the DEn take the view that it 1s essential that
the quality of management is assessed by them and found adequate. Mr Perrie’s
position was that over the years, as part of inspection activities and other activities
with companies this assessment of management had occurred. He enlarged on these
other activities by saying that there were management safety presentations ‘“which
start with the senior management of the company, where they describe their philosophy
for safety and their control of safety in managemenrt terms, and how they implement
that right through their structure to the relevant people on the installation - the
managers, supervisors and other staff.”” That was one element. “From that follow
discussions at different levels with my people in their appropriate levels within the
company, and 1t is finally down to the assessment of inspectors in undertaking offshore
inspections.” He pointed out that the monitoring of management of safety was very
similar 1o what was done onshore. His department had carried that forward with the
concept of FSAs, which brought in all aspects of safety.

21.16 The PED’s programme for 1988/89 which was submitted to the HSE in
November 1987 shows that until the first half of 1987 the PED’s ability to undertake
safety presentations had been severely constrained by widespread over-loading of the
staff in the safety branches, particularly at management level. What actually was done
by way of safety presentations did not emerge clearly in the evidence, despite the
attempts of various counsel to obtain elucidarion. What seems to have happened is
that presentations by senior management did not take place but that a number of
companies gave presentations at middle management and working levels. As regards
the slippage Mr Petrie explained that safery presentations involved a significant
workload for his department and for himself in particular. However, prior to the
disaster his department had carried out a pilot study based on presentations by a
cross-section of companies, about 8 in number. This was, as Mr Pertrie put it, “to see
the way ahead and to see if it was of any benefit”’. The studv had shown that the
presentations, he said, ‘““could be an effective method of assessing as well as stimulating
operators’ management commitment to safety, as well as providing valuable information
for inspectors engaged in offshore inspections. A section to co-ordinate and service
such audits in a way consistent with the safety management system requirements of
the regime is being set up. Advice has been sought from the HSE’s accident prevention
and advisory unit and from others such as NPD on the audit of safety management
systems.” The disaster had caused the cancellation of further presentations. They
would probably be reinstated in the Spring of 1990. Additional resources had been
agreed for that.
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21.20 T am bound to say that I see the system of inspections of the conventional type
practised by the PED, when considered as a means of assessing or monitoring the
management of safety by operators as suffering from a number of fundamental
limitations, While inspections may lead to correction both at the time and for the
future they address something which has already gone wrong. There is no systematic
examination of the operaror’s system for the management of safety. In particular an
exarnination of management onshore is not involved unless something comes to the
attention of an inspector during a comparauvely short offshore visit (reference may
be made 1o para 15.50.). The obtaining and following up of safety presentations would
be a means of the PED coming to grips with operators’ safety management systems,
but the progress in that direction has been extraordinarily slow and tentative. In any
event it is still no part of the requirements of the regime that a safety management
system should be demonstrated to be adequate and carried out in practice.

The PED’s approach to the future

21.21 In considering the existing regulatory approach I should also take account of
the regulatory body’s approach to the future. Mr Perrie said that amongst the most
important improvements that could be carried out in the regime in the next couple of
years included taking forward the FSA approach as fast as possible and having it
considered by operators. Another was the move towards goal-setting regulations,
replacing prescriptive regulations which were over-inhibiting. Mr Priddle said that
the most important area which he would identify for the future was that attention and
a new focus required to be given to the development of the capability of the Safety
Directorate to assess management systems.

21.22 Mr Petnie agreed that while no regulatory body can expect to employ
permanently the full range of expertise which may be required for its work it ought
to have most or all of the expertise needed to cover continuous requirements of its
system of regulations. Within the PED there were people who had reasonable
knowledge of management systems but assistance was being sought from the HSE.
Mr E J Gorse who spoke to the DEn’s discussion paper on FSA, made i1 clear that
in the absence of in-house expertise the PED were employing consultants in addition
to assistance from the HSE in formulating the Deparument’s proposals. Mr Priddle
said thar while the Safety Directorate had a general competence in relevant engineering
disciplines, he knew that there were some particular specialist disciplines which were
not represented. A decision had not yet been made by him about the means by which
the Department would increase the expertise. This would be the subjecrt of proposals
by Mr Pertrie who had already made arrangements to devote part of his resources to
the development of FSA. He would expect him to draw on the relevant expertise from
the HSE. That was part of the integrated process which he was delighted to see in
operation. In the context of expertise in the assessment of management systems he
said: ‘I think there is certainly scope for increasing the expertise which exists burt I
would not wish to give the impression that there is no expertise.”’ He hagd not yert
seen Mr Petrie’s proposals as to the new resources which should be introduced. He
expected that in connection with the attracuing of persons with the relevant expertise
it would be necessary to supplement the training which the Department currently
provided. As regards the timescale this should be related to the timescale within which
FSA would be introduced. He thought it likely that the regulations would be made
in the latter half of 1991. “The fact that the Department is not able yet to benefit
from such things as formal safery assessment, which would go in greater depth into
management systems, is something which we are working on, as you know, but I
would not regard that as an indication that we are falling down on the job.”

21.23 As regards the offshore inspectorate I have described in para 15.44 e¢ seq the
persistent shortfall in manning levels. Mr Petrie said that he had put in a bid 1o
increase the total complement from 10 to 12 inspectors, which may be compared with
7 1n post. In January 1990 this bid had not yet been put before the management board.
At that time 9 specialists were being recruited. The divisional return which was to be
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submitred to the management board made provision for a further 8 specialists. The
total of 17 would bring the total of specialist staff from 45 to 62. This took no account
of administrators, including the safety policy branch where an increase in staff would
help to rake forward new regulations and assist generally with matters of policy. In
the last few months there had been a ‘“‘total rethink” of resources. A previous
“fundamental rethink” in late 1986 had been implemented in 1987/88. Staff changes
at that stage had given rise to many vacancies at the grade of Senjor Inspector. Mr
Priddle said, when giving evidence also in January 1990, that he was aware of the
areas in which the Deparunent had been unable 1o achieve because of lack of manpower.
First attention had been given to the manning of the offshore inspectorate.

The HSE’s approach to effective management of safety

21.24 It is of some interest to consider, by way of comparison, the approach adopted
onshore. The HSE’s approach to the management of safety as part of the Safety Case
has been set out in Chapter 17. The HSC’s plan of work for 1989-90 and beyond
makes clear that the HSC and the HSE are intent on a vigorous promotion of the
effective management of safety by industry. Leaving aside the premises to which the
CIMAH regulations apply the HSE’s approach is to insist on evidence that safety and
particularly incidents are being properly monitored. The APAU, whom Mr Rimington
described as ““a sort of crack unit” carry out safety audits in co-operation with Jarge
companies and undertakings. Through this work they have acquired expertise in
management systems and in packages for the monitoring of safety. They train other
inspecrors in management systems and increasingly take parrt in investigations of major
incidents.

21.25 As regards inspectors’ approach to onshore inspecrions reference may be made
to what I have set out in para 16.37. Mr Rimington said that inspectors were trained
particularly to concentrate on the management systems and attitudes in the course of
their inspections. This was something for which they were most certainly trained.
They could also call in the APAU if they had doubt.

The NPD’s approach to the promotion of effective management of safety

21.26 Mr Ognedal said that safety could not be ‘‘inspected into a platform™.
Commenting on past experience of inspections he said: “In Norway it has had a
tendency to create a situation where people do what they are told by these inspections
and then wait more or less for the next inspection to come along and tell them what
to do then.” He elaborated this as follows:

“We found that where we had identified a number of things on a platform requiring
attention and had notified the operator of these, the operator would tend to react
only to the matters drawn to his attention. We asked operators whether they were
evaluating our comments on individual platforms across their platforms and fields
and examining their systems in the lighr of the specific matters we were drawing o
their attention. It appeared from the responses we received that this was not being
done. We considered how we could focus on these 1ssues with a view to motivating
companies to do this themselves.”

21.27 Mr Ognedal said that the main reason for starting to think along the lines of
internal control was that NPD decided that the traditional way of supervising an
activity was not effective. What was required was to get the operator to focus on the
safety issue in a more systematic manner than was the case. He pointed out that even
within the present system in Norway verification, including inspection, could only
reveal what had gone wrong. This was the basic important point i auditing the
procedures that controlled the activity. If weaknesses in these procedures were
revealed, corrections could be made before they resulted in erroneous work performance
or equipment failure.

21.28 He also expressed the view that it was a better use of resources to look at the
framework that would produce safe activities than to find our only what had gone
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wrong. “I would say that my conviction is that my resources should be used to
promote the operator and all his personnel, including contractors, etc, to be conscious
in relation to the activities and the framework controlling the activities themselves,
and to help and monvarte that organisation which is present 24 hours a day. Thart s
the best use of my resources.”

21.29 As regards the implementation of internal control Mr Ognedal said that
normally operators would base their method of management and control on accepted
methods and standards for quality assurance. It had therefore been recognised that
the duty of having an established internal conirol system was complied with by
implementing integrated quality assurance systems, such as in accordance with [SO
9000. He preferred to see internal control integrated in this way.

21.30 Mr Ognedal said that 5 or 6 years ago consultanis produced much of the
documentanon which was required for internal control. However operators had very
quick)y found our that they could not use documents which had been written by
consultants. At the present time they produced the documenrs themselves and used
consultants only to assist in defining what the scope and content of the document
should be. Some operators had found the implementation of the system time-
consuming. He was not sure if they found it difficult. It certainly took time to establish
the system and go through the documenration which conrrolled the activity o see that
it was coherent and that the system was implemented and properly understood in the
organisation. His view was that without something similar in nature to internal control
a company would be less safe. As regards contracrors the operator would require 1o
assess any contractor which it was going to use and check that there was some form
of internal control activity within the contractor’s organisation, The operator would
also have a duty to audit thar to see that it did what 1t was supposed to do and to
correct any flaws that were found. While the licensee had a duty to see that there was
a system of internal control the duty to participate in that system affected all who took
part in work offshore in the petroleum industry.

21.31 Mr Ognedal agreed that in carrying out supervision the staff of NPD were
now much more involved in making judgements; and had to have the ability not only
to make them burt to defend them in discussion with management. During the auditing
process his staff were dealing much more with semior managers than was the case
before. This meant that they required to understand the managerial role and the
organisation that particular managers had under their control.

The allocation of responsibilities

21.32 The Burgoyne Committee recommended that the Government should disch-
arge its respousibility for offshore saferty through a single government agency whose
task it was ro set standards and to ensure their achievement (6.5). This was iIn
distinction from the situation at the time of their report where 3 agencies namely the
DEn, the HSE and the Deparument of Trade each had certain responsibilities for
safety offshore. The committee envisaged that in the event of their recommendation
being implemented the arrangement whereby the Department of Trade carried out
examinations on an agency basis should be terminated and the DEn should assume
that task (4.10). At the same time the commirtee irmly upheld what they called “cthe
principle of independent certification of critical features of oftfshore structural and
operational safety’’. They recorded that the pracrice of subjecting all aspects of the
design and construction process 1o the independent scrutiny of a certifying authority
bad found general support and approval (4.25).

21.33 It is clear that the Burgoyne Committee did not perceive that there was any
inconsistency between the concept of a single government agency and the role
performed by a certifying authority, although the effect of thar arrangement was that
an important measure of discretion was entrusted to another body and that the process
which led up to the issuing of the certificate of fitness was outside the direct knowledge
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of the government agency. It appears thar the special expertise of the cerufying
authorities was seen as favouring this arrangemenr; and that their well-established
standing provided a full assurance of independence. Since 1987 their work has been
audited by the DEn. During the course of the Inquiry no cnticism was made of their
ability for, or their performance of, the work which has so far been entrusted to them.
The artention of the Inquiry was drawn to the fact thar they can undertake work as
consulrants in the design of installations. To carry out such a function would obviously
be inconsistent with acring as a certifying authority in regard to the same matcer.
However, I am satisfied that in practice conflict would be avoided; and that the
possibility of consultancy work should not affect the running of the certification system
in any material way.

21.34 The DoT continues to act as the agent of the DEn in regard to fire-fighting
equipment and life-saving appliances. Their work is also audited by the DEn.

21.35 During the course of the Inquiry a number of witnesses gave evidence thar it
was important that the work of regulation should be carried out by a single body. In
Chapter 17 I have already discussed that point in relation to FSA. Mr M Ferrow,
Manager, Safety and Quality Assurance for Conoco (UK) Ltd, spoke to UKOOA’s
position paper which advanced the view that it was “‘essential that the outside authority
is competent in assessing both the engineering and management control aspects. Due
to the integrated nature of the FSA there should be a single body responsible for the
overall assessment.” In that connection Mr Ferrow said: “We operators can direct
our energies at safety and being safe more profitably by not being encumbered by a
complex regime which requires us to interface with several bodies on specific matters.
It would benefit everyone, in my belief, if operators could deal wirth one single authority
who understood the overall issue at stake and could indeed help the operators to
achieve their objectives.”

21.36 Mr Ferrow also commented that the offshore safety regime had developed in
such a way that offshore inspectorates were more fragmented than onshore. The
pipelines inspectorate from his point of view appeared 1o be a relatively separate part
of the DEn enforcing different sets of Acts and regulations. He disagreed that such
separation was inevitable where special expertise was required. There was no single
point of contact which looked at the overall jssue.

21.37 In Chapter 10 ] referred to the evidence of Mr Brandie, Safety and Compliance
Manager, Chevron (UK) Ltd and the Chairman of the UKOOA Fire Protection
Working Group, who maintained that the best technical solution to fire protection
had been hampered by the splitting of the regulatory requirements for passive and
active fire protection. Two sets of regulations were administered for the DEn by
different authorities, namely the DoT and the certifying authorities. As a practical
matter the latter tended to have a more continuous dialogue with operators. In
connection with Chevron’s own proposals it had been found necessary to have meetings
with both the DoT and the DEn at the same time in order to make sure that they
were not in conflict with the requirements of the Fire Fighting Equipment Regulations.

Regulations and guidance

21.38 After a review of the legislative and other controls exercised by the DEn for
offshore safety the Burgoyne Committee came to certain conclusions as to the structure
of the written controls. These were, inter alia, that an Act of Parliament “’sets out main
duties and obligations’’; that regulations ‘““detail mandatory objectives of conirols’; and
that guidance notes ‘‘relate to a set of regulations, give non-mandatory advice on
methods of achieving objectives”. (4.48). They recornmended that: “Future regulations
should specify objectives and avoid overlap. Methods of implementation should be
advised as fully and flexibly as possible in guidance notes which should be recognised
as being non-mandatory.” (6.15).
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21.39 From all sides during the Inquiry there was support for the proposition that
the regime should be controlled by regulations which set objectives (‘“‘goal-setting
regulations’). Mr Petrie agreed that where possible regulations should sec objectives
rather than lay down a series of prescriptive requirements, and that this was the way
forward so far as the Department was concerned. This allowed for flexibility and the
best practices to be used without inhibition. Goal-setting regulations were equally
applicable in the area of mobile drilling platforms. The Department generally had the
same approach as the HSE. He agreed completely that this placed a greater burden
on the regulator in the sense that he must exercise his experience, judgement and
discretion on areas which might be subject 1o debate. However, the distinction between
a goal-setting regulation and a prescriptive regulation was very rarely clear-cut. Some
existing regulations could be described as setting objectives. He did not wish to give
up the tool of prescriptive regulation where it was appropriate in order to prescribe a
minimum standard. Mr Priddle accepted that future regulations should in principle
be goal-setting in their nature, but he observed: “Specific requirements seem to us
very valuable in defining acceprtable standards in certain well-defined cases.” By way
of comparison I may add that in Norway the NPD are currently moving away from
a regime of derailed regulations and re-emphasising that the operator himself has to
make the appropriate decisions based on objectives. Mr Ognedal stated that it was the
intention of NPD to reduce prescriptive regulation to a minimum in all areas where
1t was possible 1o do so withourt affecting the safety level. It was foreseen thar in some
areas there would srtill have to be prescriptive regulations. One of the reasons for
adopting the goal-setting approach was to make regulations that were more flexible,
so that changing technology could be accommodated without the need for new
legislation.

21.40 The movement towards goal-setting regulations would be in full accordance
with the philosophy adopted by the Robens Committee for safety and health legislation.
However, despite the statements of attitude made by witnesses from the DEn there
has been virtually no progress towards the creation of new goal-setting regulations
since the publication of the report of the Burgoyne Committee in 1980. Mr Petrie
agreed that onshore the HSE had achieved this in certain areas. “We have not, as yet,
managed thar, although che target should have been reached.” When asked for the
reason for the lack of goal-setting regulations he said “I do not believe thar our
philosophy is that different from HSE. We have had difficulties with manpower to
take forward this work, because of other work.” Another factor was the task of
considering the balance to be struck between goal-setting and prescriptive regulations.
In the result the existing regulations under the MWA, most of which were made prior
to the report of the Burgoyne Committee are different in their general approach from
the type of goal-setting regulations which have been produced by the HSE on the
basis of the HSWA.

21.41 Quite apart from this state of affairs it is clear that a number of the existing
regulations under the MWA have already been recognised to be in need of up-dating.
The PED’s programme for 1988/89 stated that in view of the many changes in the
offshore industry during the 10-15 years since many of the regulations had been made,
it was intended to undertake a review of legislation with a view to up-dating,
rationalising and streamlining regulations wherever possible. This was stated as one
of the actions which the Safery Directorate intended to take with the overall objective
of the improvement of safety standards offshore and the corresponding reduction in
accidents. Mr Petrie explained that this project had reached the point of identifying
priority areas. However, due to constraint on resources that existed even before the
disaster it had been agreed that it was no longer feasible to consolidate and streamline
the regulations in the way originally envisaged, as the programme for the following
year makes clear. However that programme indicated a proposal to prepare a timetable
for (i) the Operational Safery, Health and Welfare Regulations, which “are far too
specific with the result that they have become out of date. Consequently a large
number of requests for exemption from some detailed requirements of the regulations
are received’’; (compare para 7 of the DEn’s submission to the Burgoyne Committee
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in 1979); (i1) the Life-saving Appliances Regulations and the Fire Fightuing Equipment
Regulations, where “technological changes in recent years mean that some up-
dating is necessary’’; and (iii) other regulations including the Emergency Procedures
Regulations, which needed to address the question of one standby vessel supporting
more than one installation.

21.42 During the course of his evidence Mr Ferrow advocated the approach that:
“Efforts should be strongly directed art safety rather than compliance for its own sake.”
He explained: “It can be extwremely expensive and disruptive to carry out certain
specific precautions and buy very, very little or, in fact, even negative value in terms
of safety, simply in order to comply with a regulation.”” He went on to say: “The
problem with the regulations as they have existed is that they do not address the
overall system whereby the individual components are connected together, so, whereas
there are very particular design codes, etc for valves and pressure vessels and so on,
the way in which all those particular components interact is in fact not the subject of
any particular specific legislation that I am aware of for offshore platforms at the
moment.” The point made by Mr Ferrow is similar to one made by ICI Petroleum
Services Ltd in their submission to the Burgoyne Comumittee which 1s printed at pages
239-240 of their report. They stated in the course of their submission:

“Experience onshore since the introduction of the HSWA compared with the
previous legislation seems to be that the principles of self-regulation and management
control are resulting in a more responsible forward-looking attitude by companies.
The present system of control by regulation in the North Sea could lead, it is
believed, to an attitude on the part of some employers whereby there is a primary
desire to comply with the regulanions rather than exert maximum eflort towards
total safety. Moreover, regulations are slow to form and difficult to change; they are
inappropriate for complex and rapidly changing technologies, and they are capable
of being abused by encouraging the attitude typified by ‘the plant must be safe
because everything has been done that the regulations require’. What is needed for
future projects is a more flexible system which can not only respond quickly to new
problems - thereby generating improvements - but encourage a forward-looking
attitrude and pur the initial responsibility for deciding what is safe where it belongs -
with the employers.”

At this point it is worth recalling the quotation from the evidence of Mr McKee which
I gave in para 21.4, to which may be added the following quotation from his evidence:
“Regulations need to be less prescriptive and detailed, more objective and broader
based. Over time as you layer more and more prescriptive types of regulations on to
the overall regime it probably takes away from the overall objective of total safety.”
By way of comparison ] noted that Mr Rimington’s evidence was that regulations
under the HSWA normally address themselves to systems. He cited in that connection
the provisions of the Pressure Systems and Transportable Gas Containers Regulations
1989 under which management were required to validate and confirm pressure systems
In a systematic way. He went on 1o say: “Now accompanying those regulations, which
principally address themselves to systems and responsibilities, are quite considerable
codes that will go into all sorts of derails, such as, for example, what you do if you
come to a pressurised system which you can enter, as opposed 10 one that you cannot,
and so on. Therefore, we proceed from the general to the particular, leaving varying
degrees of latitude to an employer as to how he tackles the particular. That 1s our
whole phiJosophy.”

21.43 Mr Ferrow also put in a plea that the structure of Acts, regulations and
guidance should, if possible, be made simpler. He said that there would be great
benefit in a system of legislavon which all, including engineers, operators as well as
managers, would understand. He saw the potential for a simpler framework of
legislation that did not remove previous legislation at a stroke but looked towards
simplifying and incorporating it within that framework. He thought that the better
way to go was to set up a requirement for assessments rather than attempting to
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identify all the parricular hazards that there could be in all situations and then
providing particular rules 1o address those particular points.

21.44 Mr Ferrow went on 1o say that it was an unsatisfactory situation where it was
necessary 1o apply for exemptions to strict regulations. He would be happier dealing
with guidance which could be discussed on a case by case basis. This point
was supported by other witnesses who were concerned with various measures for
safeguarding personnel in the eventr of an emergency. Thus Mr M Booth, Head of
Operations Safety, Shell (UK) Exploration and Production Ltd who dealt with escape
routes said that in view of the diversity of platforms it was undesirable to have a
detailed prescriptive legislative approach. It stifled rechnology and advancement and
at the end of the day it was counter-productive. A similar point was made by Mr I
Wallace, Superintendent of Occupational Safety and Health, Conoco (UK) Ltd, and
Dr ] Side of the Institute of Offshore Engineering, Herior-Watt University, who dealt
with emergency evacuation, escape and rescue. The dangers of over-prescriptive
regulation are 1 think clear from this evidence. It is unwise for any regulator to put
much reliance on exemputions which take time and trouble to obtain and may discourage
an operator from incorporating rthe benefit of improvements in technology. Further,
as Mr DPetric accepted, the fact that any regulation requires a large number of
exemprions may well indicate thar the regulation has been badly framed.

21.45 As 1 stated above in para 21.38, the Burgoyne Committee recommended that
guidance notes should be recognised as being non-mandatory. They further said that:
“The guidance notes to regulations should be kept up to date on a continuous basis
and their status as non-mandatory guidance should be clear.”” (6.17), Mr Perrie said:
“There is frequently a misconception on the part of people who do use guidance notes
that they are more than guidance notes. It will not be the first rime that somebody
has said 10 me they wanted to talk about regulations when in fact they were ralking
about guidance notes. We always point out that it is exactly guidance notes and the
standing of them. Of course, it is explained in the front of the guidance notes that
they are non-mandatory.” On the other hand the PED saw guidance notes mainly as
giving minimum standards. He did not agree that this represented the application of
guidance notes in a prescriptive manner, because the same level of safety might be
achieved in another way. “When I said minimum I mean meeting the guidance notes
provides the minimum standard that we believe will comply with the regulations.
There are other ways of achieving exactly the samc thing - or potentially other ways
of achieving the same thing. That 1s why the guidance notes are not mandatory 10
allow that flexibility.” However, a number of witnesses spoke of the problems created
by the fact that guidance notes rendegd to be treated as an obsrtacle o altermatives. Mr
Ferrow said of the guidance notes which related to the Construction and Survey
Regulations: “I can assure you that they are adhered to almost to the letter and are
taken extremely seriously by engineers ar all levels. It has become a working document
for the method of construction and principally structural macters, and now extends
into a wider variety of matters. As a guidance document it works almost 100 well in
the sense thar the certifying authorities seem unprepared to deviate from the written
guidance without reference back to the DEn.”” Referring to the guidance notes relating
to Reg 11(1) of the Fire Fighung Equipment Regulations he said: “The requirement
to provide fire-water in process areas at the rate of 12.2 litres/m?/minute is, in my
view, off the point of providing fire-water to mitigate the consequences of a fire. If I
think of the resources that are brought 1o bear in terms of trying to achieve those sort
of objectives, I feel they would be better employed looking at and analysing what the
likely fires would be and what the necessary rates of fire-water would be for that
particular incident.” cf para 19.66 for the evidence of Mr Brandie on this matter.

21.46 T turn now to examine the history of the extent to which regulations made
under the HSWA have been extended to offshore as well as onshore applicarion. The
Burgoyne Commitree noted that safety offshore was the subject of the MWA, the
HSWA and the PSPA and regulations thereunder. They saw as the first task of the
single agency for safery offshore to review the overlap between these Acts (4.24). They
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recommmended that future regulations should avoid overlap (6.15). They commented
that the further development of safety regulations could in theory be undertaken under
either the MWA and the PSPA on the one hand or the HWSA on the other, although
the wider application of the latter made it preferable (4.21). The agency agreement
which was entered into by the HSC and the Secrerary of State for Energy set out that
it had been agreed between them that the Secretary of State would make adequate
arrangements 1 accordance with such guidance as the HSC or the HSE mighr give
for the development of health and safety regulations, approved codes of practice and
other advisory material under the HSWA. The revised letter of implementartion dated
23 March 1982 reflected this. The HSE seconded inspectors to the PED in the
expectation that they would put forward regulations under the HSWA. There appears
to have been no problem in framing regulations under the HSWA in such a way as
to place duties on licensees and other specific categories of persons defined in the
MWA. In the event no legislation under the HSWA has been promoted by the PED
apart from the Offshore Installations and Pipeline Works (First Aid) Regulations 1989,
Further, in the light of the attitude and advice on policy given by the PED the offshore
application of sets of regulations prepared by the HSE in the modern form which is
in line with the views of the Robens Committee and the policy of the HSWA has
occurred only in a limited number of cases. It wil) also be recalled rthat whereas since
1977 the HSWA itself has applied to the UKCS, the legislation relating to the offshore
industry such as the MWA and its regulations have not been made relevant legislation
for the purposes of the HSWA and accordingly subject to replacement under that Act.

21,47 Mr Rimingron explained that the procedure when the queston of offshore
applicarion arose was that the HSE’s policy branch asked the PED what advice it
would give to the HSC. The policy on offshore application was not a matter in which
the HSE played any direct part. This was done under the agency agreement. At a
later stage it became a policy decision on the part of the HSC whether or not to accept
whatever advice they received from the PED. Our of 27 occasions in which the PED’s
advice had been solicited the answer on 7 occasions was in favour of, and on 20
occasions was against, offshore application. In regard to those figures Mr Rimjngton
observed: ““Thar is a very limited way of perhaps looking at the matter. I have to
repeat that I am not very familiar with the offshore situation. I also have to say that
the Mineral Workings Offshore Acts are, though perhaps old-fashioned in form, really
quite a modern set of provisions. They in general seem to have served the industry
well in the estimation certainly of those who are regulated and also, in the view of the
DEn, who are much closer to the matter than we are.” The regulations in the case of
which the PED advised against offshore application included proposals as to CIMAH
Regulations in 1983; and Control of Substances Hazardous to Health COSHH
Regulations in 1985. In Chapter 22 I will have some comments to make in regard to
the PED’s understanding of and attitude to the offshore application of those proposals.
Mr Rimington said that it was clear from these and other examples that the response
from the PED was identical. Since clearly some general factor was at work the HSC
invited the PED 1o produce a view op the relative operation in the furure of the
HSWA and the MWA “because clearly there was a tension berween the two”. He
explained that the overlap between the Acts was of the liveliest concern 10 him and,
he believed, the HSC. As the HSWA regulations extended offshore, if indeed that
was intended, the position of the HSE under the agency agreement automatically
extended. “Given the fact that the HSWA 1n any case applies offshore, and is indeed
used by the PED, very considerable difhiculty arises in knowing precisely what the
extent of the executive’s responsibility is, or indeed the commission’s responsibility
... s0 the commission wished to have the policy of the DEn set out much more clearly
that it had been. Such a policy, when set out, could not obliterate the difficulty of 2
overlapping sets of legislation, burt it would produce more stability in the situation.”
He also said that the HSE had always perceived in its relationship with the PED a
very great sensitivity which he personally could understand, about the question of
policy for anything that had to do with the structural integrity of offshore installations.
He said that the PED “had a very important and comprehensive system going. It had
been endorsed by the major committee that had sat on the subject. We took i1t that
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this was a very considerable bar to them feeling that some very substantial change
involving legislation should be undertaken.”

21.48 In 1986 the PED submitted a written review of offshore safety legislation in
response to the request from HSC. It stated thart there appeared to be no problems
relating to the interaction between the PPA, the MWA, the HSWA and the PSPA as
they affected health and safety. New regulations under the HSWA could be used as
an “infi)l”’ to existing requirements, sometimes as an ‘“‘addition’ and on occasions as
in “substitunon’ for existing standards. On the other hand it said that, however
welcome such assimilations might be, this general rule could not be applied universally.
Offshore there was a need to apply specific standards which might have no logical
counterpart onshore, such as in the area of first-aid, emergency procedures, fire-
fighting and life-saving. Further, certification had no direct onshore counterpart. Its
efficacy had withstood the test of time and there was a clear need to continue with
this concept. The review went on to say:

“Whilst arguments could be advanced to make the 1971 and 1975 Acts relevant
statutory provisions of the 1974 Act, it 1s believed that the present position is
essential for current and foreseeable offshore needs. There are 2 overriding and
salient features of mineral workings legislatton: that of ’structural integrity’ and that
of exploration, including driling and production hcences and consents - matrers
which are not in themselves dependent on or relevant to the occupational health
and safety of persons or directly affecting the public. It is self-evident that there 1s
a need to ensure such standards whether persons are employed or not. Unmanned
installations are Jikely to increase as is the number of sub-sea completion systems.
There will therefore be a need for regulations under the 1971 and 1975 Acts 1o
ensure the continuartion and improvement of approprate standards, With offshore
safety policy clearly placed in the hands of the Secretary of State for Energy there
would appear to be no conceivable reason to divest hun of this responsibility as a
paper egercise only to return it to him as part of a new agency agreement since the
existing agreement and letter of implementation exhort him to develop health and
safery legislation by utilising the HSWA. This paper acknowledges and accepts that
occupationa) health and safety should, where ever appropriate, be made under the
HSWA. The Offshore First-Aid Regulauouns are a prime example of this action and
shows the co-operation between the executive in this department in their development
as well as the acceptance of 5 other sets of HSWA regularions which have an offshore
application.”

Among the conclusions of the paper it was said that there was a need to retain specific
regulations in such matters as life-saving, fire-fighting and emergency procedures.
“Such regulations could be made under the HSWA: although historically having no
onshore connotation it would seem logical 1o continue any future action under the
1971 and 1975 Acts for the sake of continuity.”

21.49 Mr Rimington commented that the paper very largely confirmed his under-
standing as to the view which the PED rtook as to the scope for the use of regulations
under the HSWA. “What it does not resolve is - given that regulation of anything has
to be tackled from a certain philosophy - any conflict between the philosophies
involved. In order to give a final answer to the question, how far are we enttled to
form judgements of PED’s effectiveness? Where does that judgement begin or end?
Does it stop entirely with the 7 regulations, or does it extend somehow beyond that?
If it extends beyond that, how do you cut them off?”” Mr Rimington also added that
the scope of the expression ‘‘occupational health and safety” was extremely difficult
to define. However, he accepted that the paper achhieved what the Burgoyne Committee
had referred to (in 4.24) as the review of the overlapping Safety Acts. The PED had
streamlined the situation in the sense of relying almost wholly on the MWA. In those
circumstances he thought that they could very fairly claim to have sumplified the
situation and brought some order into it.

21.50 Mr Peine explained the approach which the PED took when presented with
proposed regulations. He said: “We look to see the purpose and intention of any
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proposed regulatuons, see how they are perbaps already covered by our exisiing regime.
Lf they are not considered 1o be already covered or partially covered, then the decision
has to be taken as to whether it is appropriate for that particular bit of legislation to
apply offshore.”” As a martter of general policy he would not necessarily be against
disturbing ““the old regime”’. This had been done in a number of cases and he expected
to do that on occasions. “But [ think perhaps | should also make it clear that we assess
the situation and put the case to the HSC, who are, if [ can so call it, the final arbirer
in that matter and advise the Secretary of State of their view after having heard
evidence, information, views of the department.” He added later: ““I think ir is a
general view that we should not unpecessarily be amending and changing legislation.
Indeed, in that same light, there are many onshore regulations that are still not
assimilated in new regulations under the 1974 Act. Assimilation would cercainly be
striven for in the case of new regulations which have no existing counterpart in the
offshore safety regime. Bur even if existing regulations were merely being amended
the PED would look into the possibility of assimilation.” Mr Priddle repeated the
point that the HSC had the right to advise the Secretary of State of a contrary view
from that expressed by the PED.

21.51 My general conclusions in the hight of this evidence are that there has been
virtually no progress towards the creation of new goal-serting regulations. Many
existing regulations are unduly restrictive in that they are of the type which impose
’solutions’ rather than ‘objectives’; and are out of date in relarion to rechnological
advances. Guidance notes are expressed, or at any rate lend themselves to interpretation,
in such a way as 10 discourage alternatives. This poses a clear danger that compliance
takes precedence over wider safety considerations; and that sound innovarions are
discouraged. The PED have advised a policy - which the HSC has accepted - of
reliance mainly on the MWA. Even if it1s accepted that structural integrity 1s a special
feature of what is required in the case of oflshore installations and thart it should not
be forgotten that unmanned jnstatlations form part of the total number, there is a clear
overlap berween the field covered by the HSWA and that covered by Section 6 of the
MWA. That section forms a basis for a number of the existing sets of regulauons,
including thie Operational Safety Health and Welfare, Emergency Procedures, Life-
saving Appliances and Fire Fighting Equipment Regulations. In the result, on the one
hand the existing cegulations under the MW A have stagnated; and on the other hand
the effect of the policy advised by the PED has been to distance offshore regulations
from the influence of the main stream of practice in modern regulations on health and
safety. One outstanding example of the result of this policy was the rejection in 1983
of the offshore application of the proposed CIMAH Regulations. The same point
applies whether one talks of the extension offshore of regulations which are to apply
onshore or the creation of a paralie) ser of regulations which are adapted to conditions
peculiar to offshore installations.

The futrure regulatory approach

21.52 In this part of the chapter I shall draw rogether a number of matters which
have been discussed earlier and set out whar I consider to be the changes which are
required in the regime in addirion to those already recommended on the basis of
Chaprers 17-20.

Ensuring the adequate management of safery by all operators

21.53 The earlier discussion shows that although operators’ management of safety
is of criuical importance 1o the safety of personnel on installations the present regulatory
provisions do not address i1t in any direct sense. They consist on the one hand of sets
of regulauons which are directed to specific and limited subjects (mainly ‘hardware*)
and on the other hand the broad duties set out in the HSWA. Further, I am not
convinced thar under the present regime the regulatory body can monitor and support
the operators’ management of safety in more than a minor and incidental way. My
views would remain unchanged even if the Safety Directorate were fully manned -
which is far from being the case at present.
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21.54 It 1s also clear to me that the offshore safety regime has fallen significantly
behind the onshore regirmne in a number of respects in which thinking on safety matters
has advanced over the last 10 years. The respect which is most relevant at this point
ts the concept of the Safery Case. The DEn’s advice against not only the offshore
application of the proposed CIMAH Regulations but also the facility of a Safety Case
has ser back the development of the offshore safety regime by many years. Even though
the Safety Case has proved 1o be more successful than could have been predicted by
the HSE its introduction was rightly regarded as a major advance in the techmque of
the regulation of safecy.

21.55 Accordingly in my view a number of major changes in the offshore safety
regime are long since due. These have implications both for operators and for the
regulatory body. In previous chapters I have recommended the introduction of a
requirement for submission of a Safety Casc for various purposes which take account
of the peculiar problems presented by offshore installations. In my view it is necessary
to go ope stage further in order to ensure that operators set out their systern for the
management of safety and demonstrace that it is adhered to.

21.56 1 consider thar operators should be required o set out formally the safety
management system which they have instituted for their companies and to demonstrate
chat it is adequate for the purpose of ensuring that the design and operation of thejr
installations and equipment are safe. For convenience of reference in this report I will
refer 1o the safety management system as SMS. The SMS would be expected to set
out the saferty objectives of the operators, the system by which those objectives were
to be achieved, the performance standards which were to be met and the means by
which adherence 1o those standards was 10 be monitored. The SMS would be expected
1o conrtain a full demonstration as to how safety was 1o be achieved in both design and
operation. Thus t would cover, inter alia, how safety was to be achieved through:-

— organisational strucrure

— management personnel standards

— rraining, for operations and emergencies

— safety assessment

— design procedures

— procedures, for operations, maintenance, modifications and emergencies
— management of safety by contractors in respect of their work

— the involvement of the workforce (operators’ and contractors®) in safety
— accident and incident reporting, invesrigation and follow-up

— monitoring and auditing of the operation of the system

— systematic re-appraisal of the system in the Jight of the experience of the operator
and industry.

21.57 It would be appropriate that this demonstration should form a leading part of
the Safety Case, for which much of the information would be required in any event
in connection with major hazards. Along with the SMS would be any safety
management system which was particular to the installation for which the Safety Case
was prepared.

21.58 I have considered carefully whether or not 1 should recommend that the SMS
should be set up in accordance with any particular type of system which is already in
use. At the Inquiry Dr A A Denton, giving evidence on behalf of the Institution of
Mechanical Engineers, advanced the view thart operators should be required to adopt
quality management systems (QMS) techmques. This would involve the application
of QMS 10 the whole of a company’s operations of which the management of safety
formed part. Dr Denton defined quality management as all systematic actions which
were necessary to ensure that the activity is planned, organised, executed and
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mainrained according to requirements in, and pursuant to, laws and regulations, and
in adherence to corporace policies, requirements and specifications. QMS control whart
must be done; who will do it; how it will be done; if it must be controlled by
imstructions, procedures or drawings; how the accomplishment of the task is 1o be
documented; who will verify that the work was completed as planned; and what
records must be kept, by whom, and for how long. QMS had 4 “prime indispensable
and indivisable components’”, namely a corporate quality manual and subsidiary
quality manuals for individual platforms; a requirement that the manua) be followed;
regular audits by an independent third party; and a response to deficiencies by
appropriate corrective action. Dr Denton maintained rhart rotal quality could not be
applied to safety alone. Hence if QMS were required by regulation to apply to safery
it would force a company to apply QMS 1o every part of its activities. I have come 1o
the conclusion that it would be going too far for me to recommend the imposition of
a system which would apply to all operators and across the entirety of their operations.
I rake the view that the operators should have the freedom 10 choose the tvpe of
system which is appropriate for them, in the light of the regime’s requirements and
their own operations. However, in the light of the evidence which I have heard I
consider that in the formulation of their SMS operators should draw on principles of
quality assurance similar to those conrained in BS 3750 and 1SO 9000.

21.59 1 should perhaps add that as part of his evidence Dr Denton proposed on
behalf of the Institution of Mechanical Engineers that mandatory minimum standards
of technical qualifications should be established for platform staff. cf para 20.58. For
example, while accepting that the exact qualifications would depend on the size and
complexity of a platform, the OIM should be technically literate at least to Higher
National Diploma or equivalent standard and have at least 3 years offshore experience
and an understanding of the seajair environment. An operations superintendent should
be a Chartered Engineer, process operators should be qualified to Higher National
Certificate or equivalent standard, and cach specialist maintenance trade should be led
by someone with at least Higher Narional Diploma status. In any managing position
the occupant required both a sound theoretical understanding and relevant practical
experience, preferably offshore. UKOOA submitted that it was for the operator to
decide the appropriate manning levels for an installation and the appropriate qualifica-
vons of personnel. Technical qualifications needed to be balanced against other desired
capabilities, such as skills in man management and communications abilities. I am not
persuaded that specifying standards of technical education for the generality of
platform positions is a practical way forward, as platforms vary in size and complexity,
as do the organisational systems of operators. However the competence, including the
soundness of technical understanding, of those appointed to positions of authority is
an issue critical to the safe operation of any platform and, while agreeing that cthis has
10 be for the decision of the operator, it should be set out for review by the regulator
as part of the operator’s SMS.

21.60 It is clearly essenual that in addition there should be controls by means of
which the regulatory body can be assured that the SMS is adhered to. It is clearly
inappropriate and impracticable for the regulatory body 10 be made responsible for
auditing in detail operators’ compliance with their SMS. Accordingly, it should be
part of the regime that operators are required to satisfy themselves by means of regular
audits that their SMS are being adhered 0. On the other hand the regulatory body
should be required regularly to review operators’ audits on a selective basis; and itself
to carry out such f{urther audits as it thinks fit; and by regular inspection verify that
the output of the SMS is sanisfactory.

21.61 Whart I have outlined in the last paragraphs involves a completely new approach
to regulation in the UKCS. It is, however, totally consistent with the HSWA and the
concept of self-regulation. It represents in my view a logical development from the
requirement of a Safety Case for each installation. It 1s true that 1t has no current
counterpart onshore. However, it can be scen as a further advance in the philosophy
of a safety regime. Further, the evidence has shown that the industry consists of a

371



relatively small number of companies running high technology operations where there
is a strong need for a systematic approach to the management of safery. In any event
its introducrion ofishore could have ulnmate benefits for the onshore safety regime.
The statutory assessment of the managemenr of safety by the use of SMS offshore
parallels the work of the APAU which is undertaken by agreement with employers
onshore. In the light of evidence as to what operators are already accustomed 10 do
in the UKCS and the NCS [ am confident that operators will be able to adapt to this
change in the regime. As regards the regulatory body, these and other changes will
call for expertise and resources well beyond those presently enjoyed by the DEn.

The allocation of responsibilities under rhe regime

21.62 1 am enuirely satsfied that I should endorse the view which the Burgoyne
Commirtee expressed that there should be a single regulatory body. (cf para 17.71.)
While even within a single body there are inevitably separations due to differences in
expertise and function there are clearly advantages in the co-ordination of the work
of regulation. This is parrticularly important for che furure in which a greater burden
will be placed on the expertise, judgement and resources of the regulator, uport which
his confidence and thart of the industry will rely.

21.63 Tt s clear to me rthat, given the introduction of a requirement for a Safety
Case, and the assocjated requirements for operators to demonstrate their SMS and
audit compliance with it, the need for certifying authorities to continue to perform
the same functions as before should be re-appraised. A number of parties to the
Inquiry submitted on the basis of the introduction of FSA or ‘internal control’ that
the present role of the certifying aurhorities should be brought 10 an end. For example
UKOOA supported the submission that the certificate of fitaess should in future be
granted by the regulatory body on the basis of a survey and report by one of the
existing certifying authorities or any other satisfactory body, subject to the inclusion
of the operators themselves. The Contractors’ Interest on the other hand subrmitted
that certifying authorities should continue o be responsible for examination of
‘hardware’; whereas the assessment of management systems should be the responsibility
of the regulatory body.

21.64 Having considered those submissions in the light of the evidence I have come
to the conclusion that it would be going too far and too fast for me o recommend
particular changes in this area. I consider thart it 1s not advisable or practicable for me
to make a re-apprajsal. This is a matter which should be carried out by the regulatory
body. The other changes in the regime which [ am recommending are in themselves
major and will require a substantial amount of time and resources to plan, organise
and implement. Their exact formulation is bevond the scope of a public inquiry. At
present it 1s impossible to foresee all the considerations which may be of reJevance
and importance at these fucure stages. Tn these circumstances 1 consider that my best
course is 1o recommend that the regulatory body should consider (i) after the
troduction of requirements for demonstration of SMS and auditing of compliance
with it; and (ii) after experience in the operation and effectiveness of such requirements
whether and 1o what extent it will be appropriate to retain the present system of
cernfication.

21.65 It remains for me to consider the position of the DoT. As will be seen from
Chapter 19 I am strongly of the view that an integrated approach should be taken to
fire protection so that both active and passive are considered together. To some extent
this will be achieved through the Safety Case. 1 have, however, recommended that
new rcgulations and guidance notes should promore such an integrated approach. In
these circumstances it will be even more inappropriate than it is at present that
different bodies should be concerned with scparate consideration of active and passive
fire protection. The ideal solution would be if these martters were considered wholly
by the single regulatory body itself. This is of course complicated by the existence of
the certification system. However as a first step I would advise that the regulatory
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body should assume direct responsibility for the funcrions which are presently
discharged by the DoT. Further, I canpot see any sound reason for not adopting the
same approach in regard to life-saving appliances.

21.66 As 1 am strongly in favour of a single regulatory body I consider that that
body should discharge the regulatory functions in regard to standby vessels whether
directly or through the agency of the DoT, save those which relate to the starutory
responsibility of the DoT under the Merchant Shipping Acts.

Regulations and gurdance

21.67 I am entirely satisfied that the principal regulations in regard to offshore safery
should take the form of requiring that stated objectives are to be mert rather than
prescribing that detailed measures are to be taken. In relation to such regularions
guidance notes should give non-mandatory advice on one or more methods of achieving
such objectives without prescribing any particular method as a minimum or as the
measure to be taken in default of an acceptable alternative. On these points | endorse
the recommendations of the Burgoyne Committee at 6.15 and 6.17. However, [ accept
thar there wijl be a continuing need for some reguiations which prescribe detailed
measures,

21.68 In connection with the proper development of offshore regulations it is in my
view appropriate and necessary that the parts of the MWA and PSPA which have the
same general purposes as those of Part 1 of the HSWA and any regulations made
under those provisions should be made relevant staturory provisions for the purposes
of the HSWA. The exact identification of the provisions in question is a matter which
should be left to the regulatory body.

21.69 The replacement of the present sets of regulations with goal-serting regulations
will obviously take some considerable time to execute. The regulatory body will have
to decide what place this should occupy in the order of priorities, having regard to
other major changes. There is clear)y room for rationalisation of regulations, particularly
having regard to the shape of the future regime. With those considerations in mind I
consider that an appropriate form of replacement for the Construction and Survey
Regulations, the Fire Fighung Equipment Regulations, the Life-saving Appliances
Regulations and the Emergency Procedures Regulations would be:-

(1)  Construction Regulations, covenng inter alta the structure and layout of the
installation and its accommodation.

(1) Plant and Equipment Reguladons, covering inter alia plant and equipment on
the installation and in particular those handling hydrocarbons.

(1) Fire and Explosion Protection Regulations, covering inter alia both active and
passive fire protection and explosion protection, and

(iv) Evacuation, Escape and Rescuc Regulations, covering inier alia emergency
procedures, life-saving appliances, evacuation, escape and rescue.

The text of Chapters 19 and 20 provides a number of examples of regulations which
it would be appropmnate to incorporate 1n these sets of regulations.

21.70 Operators should be encouraged to specify standards to be used by the company
with a view 1o demonstraning compliance with goal-serting regulations. Thus in the
case of a given installation operators may demonstrate compliance by reference to such
standards, the terms of guidance notes and whart is shown by a safety asscssment or a
combination of one or more of such methods.

21.71 Asregards existing guidance notes the regulatory body should consider whether
and to what extent they should be rtreated withour replacement or modification as
giving non-mandatory advice in the sense set out in para 21.67; and should inform
the industry accordingly.
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21.72 Inthe light of representations made at the Inquiry by the contracrors’ interests
I would also advise that in connection with the preparation of guidance notes the
regulatory body should review the procedures for consultanion so as to ensure that the
views of representatives of employers and employees involved in work offshore are
adeqguately taken into account.

Involvement of the workforce

21.73 In para 18.48 [ referred 1o the involvement of the workforce as an important
means of developing and maintaining an attitude to safety which is conducive to the
prevention of accidents which may have harmful consequences. In para 21.56 1
indicated chat the operators’” SMS, which is directed to demonstrating how safety is
to be achieved, should include the way in which the total workforce is involved to that
end.

21.74 Under the present regime, both onshorc and offshore, specific requirements
have been laid down for the appointment and functions of safety tepresentatives of
the workforce. At the Inquiry there was a clear controversy, which I will deal with
below, as to the form which the requirements in the offshore safety regime should
take. However, the need for such requirements, whatever form they rake, would not,
in my view, be affected by the implementation of the recommendations which [ have
made so far in this report. The representation of the workforce in regard to safety
matters is important not merely for whart it achieves on installations but also for the
effect which it has on the morale of the workforce - in showing that their views are
raken into account and that they are making a worthwhile contriburion to cheir own
safety. For this purpose it is clearly advisable to have scatutory provisions which are
well known, universally applied in similar circumsrances ang effective in operation.

Safety represenratives and safely committees in the onshore safety regime

21.75 Under Sec 2 of the HSWA regulations may provide for the appointment by
“recogniscd trade umions’ of safery representatives whom rhe employer is bound to
consult in regard 1o arrangements for co-operation in the promotion and development
of measures to ensure health and safety at work and in the checking of the effectiveness
of such measures. The employer may be required to establish a safety committee
which has the funcrion of keeping under review the measures taken to ensure the
health and safety at work of his employees and such other functions as may be
prescribed. So far as the onshore safery regime is concerned these provisions were
implemented by the making of the Safety Representatives and Safety Committees
Regulations 1977, which confer various functions on safety representatives including
the making of investigations, inspections and representations. A ‘“‘recognised trade
union”’, which had the sole power to appoint safety representatives, meant an
independent trade union which the employer concerned recognised for the purposes
of negotiations relaring to or connected with one or more of a number of specified
matters - such as the rerms and conditions of employment, or the physical conditions
in which any workers are required 1o work; the allocation of work or the duties of
employment as between workers or groups of workers; and faciliries for officials of
trade unions. Since 1977 there has been a growth in the extent to which trade unions
have been “‘recognised”. Mr Rimingion said thar safety representatives could play a
valuable part in the promotion of safety and in relation to inspections. For those who
were appointed safery representatives 1t was a very great strength thar they were
appointed by the unions. “The unions train rthem in quite a sophisticated way. They
have the means of purting a great deal of power at the elbow of safety representatives
where they care to do s0.”” Where a union was weakly organised or not very strongly
represented the usefulness of the safety representatives might be somewhat impaired.

Safery representatives and safety commitrees in the offshore safery regime

21.76 Although Sec 2 of the HSWA applied to the UKCS from 1977 the 1977
Regulations were not applied oflshore. Diamertrically opposed views were held by the
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trade unions and UKOOA. The latter objected 1o the offshore application of the 1977
Regulations on the ground that there were very few installations where there was a
“recognised trade union”. The Burgovne Committee supported the view that on each
installation there should be a safety committee which was representative of the
workforce, including contractors’ personnel, but did not consider it essential to embody
this in regulations (6.50 and 5.97). However, 2 members of the committee, Mr R
Lyons, then National Officer of ASTMS and Mr ] Miller, then Nartional Officer of
the T & GWU dissented strongly on the latter point, urging that the 1977 Regulations
be extended offshore forthwith.

21.77 In the event after years of discussion the DEn in 1987 were able 1o achieve a
measure of general acceptance which led to the making of the Offshore Installauons
(Safety Representatives and Safety Committees) Regulations 1989. These were made
under the provisions of the MWA and provide thar the workforce is to be entitled to
clect safety representatives and that where these have been elected a safety committee
1s 1o be established. This was clearly a step forward and an attempt to deal with a real
problem, It still left as the bone of contention whether safety representatives should
be appointed by trade unions, as was the case onshore.

The trade untons’ evidence

21.78 The attitude of the trade unions on the martter of safety representatives was
one of the principa) subjects of the evidence given by Mr Lyons, since 1987 the
Assistant General Secretary of ASTMS and latterly of MSF; Mr F Higgs, National
Secretary of the Chemical, Oil and Rubber Group, T & GWU; and Mr A W T
Cunningham, Occupational Health and Safetv Officer, EETPU. Mr Lyons said that
MSF had over 4000 paying members and represented in total about 6000 employees
in North Sea activities. MSF members worked for both operators and contractors and
performed a varietv of jobs. According to the evidence of Mr Higgs T & GWU had
about 3000 members offshore.

21.79 It was clear that the background to the evidence of these witnesses was a long-
standing frustration as to the limited extent to which trade unions had been
“recognised”’ offshore; whereas the unions had been recognised by many of the
operating companies in relation to their operations onshore. As Mr Lyons put it
“There is a large trade union influence offshore. It has not got an adequate
machinery through which it can be expressed.” He complained that a memorandum of
understanding as 1o the procedure for achieving recognition had not been adhered to
or enforced. There were members of MSF on every platform in the North Sea, he
thought; and there was a majority membership of MSF alone on quite a few of the
platforms where no ballots as to recognition had been agreed. “In many of the
platforms we have got 100%, membership.”” The Inter-Union Off-shore Oil Committee
(TUOOC) had been formed in order to eliminate inter-umon disputes over representa-
tion offshore. On behalf of the IUOOC he had entered into a recognition agreement
in 1978 with the Phillips Petroleum Company in regard to platforms in the Heweu
field, the effect of which was thar the 1977 Regulations should be treated as if they
applied offshore. He said that this had led to an improvement in practices and an
increase in confidence. [t was hoped to extend that agreement 1o the Maureen field.
MSF had also made many agreements with Shell on behalf of Shell Exxon which were
supported by ballots of the workforce. MSF was the only trade union which held such
agreements. However in each instance the agreement excluded heaith and safety. He
claimed that there was no other country in the world in which there was a practice
whereby a trade union which had been recognised by the employer was excluded from
discussing health and safety.

21.80 Mr Lyons castigated the 1989 Regulations as contrary to the spirit of the
HSWA. Withour the offshore extension of the 1977 Regulations it was nonsense 1o
say that the HSWA fully applied offshore. The 1977 Regulations had the advantage
that safety representatives appointed by trade unions would bhave the back-up and
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facilities which a trade union is able to provide, including training and advice on health
and safety issues. Unions held regular training schools at which a wide range of health
and safety issues were discussed. These took place atregional, national and international
levels. If a safety representative had difficulty in performing his or her function there
was somebody for him or her to go 1o in order to get assistance. “For a safety
representative to be eflecuve he requires a supporuve culture, structure, credibility,
advice, training and recognition of the concribution that he can make on safety issues.”
For a number of years Shell had had a safety commirtee system which was similar o
that provided for under the 1989 Regulations. However, despite the efforts of MSE
the workforce were reluctant to stand or be represented. Where the trade union
appointed the safety representatives “‘training and advice can be given openly without
any ‘fear factor’ which unfortunately permeates the UK sector of the North Sea among
the workforce. Workers do not want to put their continued employment n jeopardy
through raising a safety issue that might be seen as embarrassing 10 management.” As
an example he said that contractors’ employees suffer paracularly from the “not-
required-back’ phenomenon. When asked whether a safety commirtee elecied by the
whole workforce might be seen to be more representative than one which was restricted
to members of trade unions he said: “The quality of that committee bears no
relationship 10 a trade union-based safety cornmittee, and thar is best borne out by
looking at Shell onshore, where the committees do not cover all employees but are
extremely positive in health and safery.” The 1989 Regularions were perceived as
favouring the operators. This was seen as part of the evidence of a conflict of interest
which led 1o trade unions favouring the replacement of the DEn with the HSE as the
regulatory body, as he and Mr Miller had aiso advocated in their dissent from the
report of the Burgoyne Committee.

The submissions of UKOQOA

21.81 UKOOA opposed the application offshore of the 1977 Regulations. It would
have only a limited scope for operation in view of the limited extent to which there
were ‘“‘recognised trade unions’’. The 1989 Regulations were adequate. They did not
prevent a trade union member becoming a safety representative and having trade
union support. There was no suggestion that trade union members were more
concerned than others with matrers of safety. Where trade unions represented a
minority of the workforce, if they were able to appoint the safety representatives they
might effecrively disenfranchise non-union members: or even union members who
might wish to have a different representative.

Safety delegates in the Norwegian offshore safery regime

21.82 In this regime it appears that rrade unions receive automatic recognition. The
extent of union membership has grown over the years. The regime provides for the
appointment of safety delegates upon whom a number of important powers are
conferred, including the right to halt dangerous work. Mr Ognedal considered that
union back-up could be beneficial to the work of safety delegates. However, they are
elecred by the whole workforce, rather than being appointed by the unions.

Observarions

21.83 My remirt does not extend to matters of industrial relations, whether or not
the point ar issue is a controversjal one, as it is in the case of the offshore workforce.
Accordingly I am not concerned with the merits of the recognition of trade unions
offshore or with the means by which support for such recognition should be ascertained.
I have to concern myself with the question of safety, and in doing so take account of
the existing situation in the North Sea.

21.84 In the light of the evidence which T have heard, which admitedly came almost

entirely from trade union witnesses, I am prepared to accepr that the appoinument of
offshore safety representatives by trade vnions could be of some benefit in making the
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work of safety representatives and safety committees effective, mainly through the
credibility and resistance to pressures which trade union backing would provide.

21.85 However, the position offshore is complicated by a number of factors: trade
union membership is still relatively limiced in relation to the total offshore workforce;
trade unions have been “‘recognised’ only to a limited extent; and the employment of
offshore workers is fragmented between a number of different employers, with a high
proportion being employed by contractors. As matrers stand 1t does not seem to me
o be appropriate to replace the 1989 Regulations with the offshore extension of the
1977 Regulations. This would remove safety representatives from a very large part of
the workforce and would undo the limited progress which was achieved in difficult
circumstances by the making of the 1989 Regulations. Further those regulations have
been in force for only a short period. Experience will show whether or not representa-
tives elected under those regulatyons lack adequate credibility or resistance 1o pressures.
In the meantime I consider that it would be inappropriate for me to recommend any
change in the method by which safety representatives are chosen. I understand that
the regulatory body intends to review the 1989 Regulations after 2 years’ experience
of their working. When carrying out that review the regulatory body may consider
that there is room for improving the effectiveness of safety representatives; and putting
the trade unions’ contentions to the test for that purpose. For example, it may consider
that it 1s appropriate to modify the existing scheme so as to require that safery
representatives are appointed by trade unions in certain cases, such as where a trade
union had achieved recognition in relation to a substantial aspect of labour relations
and had a substantial membership on the installation in question.

21.86 For the present I am satisfied that it is appropriate that the type of protection
provided in the case of trade union activities under Sec 58(1)(b) of the Employment
Protection (Consolidation) Act 1978 should also be afforded to the activities of an
employee as a safety representative. The Trade Union Group also submitted that
yptimidation and the breaking of a contract should become a criminal offence where
it was directed against the raising or pursuing of a complaint relating to health and
safery. As regards any wider measures | consider that the correct course in the first
instance is to look to the safety representative as the channel through whom complaints
in regard to health and safety should be expressed. I am also aware of the efforts which
the Secrerary of Srate for Energy and UKOOA have made in order to demonstrate
that victirmisation is not to be tolerated and that the reporting of incidents affecting
safety 1s 10 be encouraged.

21.87 The Trade Union Group and other parties made a number of specific criticisms
of the 1989 Regulations. Since these regulations have only recently been introduced
I do not in general think thar it js appropriate for me to recomumend alterations.
However, there is one exception to that. Reg 27 provides that 1t is to be the duty of
the employer of a safety representative to ensure that he is provided with such training
in aspects of the function of a safety representative as may be reasonable in all the
circumstances and that the employer is to meet any reasonable costs associated with
such training including travel and subsisrence costs. In the light of the evidence I
consider that the burden of providing the training and bearing its cost should fall not
on the employer burt on the operator of the installation where the safety representative
serves. The operator has a knowledge and a responsibility for safety on an installation
which s far wider than that of contractors working on it. In the case of smaller
contractors who may have few personnel working on an jnstallation they may, as Mr
Lyons suggested, have great difficulty in providing training for any of their employees
who may be elected as a safety representative. It 1s extremely important that the safety
committee should include an adequate representation of contractors’ employees.
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Chapter 22
The Regulatory Body

Introduction

22.1 In this chapter 1 will give my views as to the body which should be the
regulatory body for the future offshore safety regime.

22.2 This involves considering a question which was studied by the Burgoyne
Committee who reached the conclusion that the DEn was capable of discharging the
responsibility of a single government agency for offshore safety, provided thar it was
suitably strengthened and sought advice from other bodies on matters of common
concern (6.6). Since 1980 this matter has not been reviewed. There have been important
developments in regulatory techniques in both onshore and offshore regimes. There
has been direct experience of the capabilities and approach of the DEn and the HSE.
The mdustry is on the threshold of what on any view are major changes which have
important implications for the qualities required of the regulatory body. In the light
of these considerations and the evidence which I heard in Part 1 of the Inquiry 1
considered that jt was appropriate that this question should be considered in Part 2.

22.3 It is right that T should emphasise at this point that the proper context for the
question is the future offshore safety regime. Much of the evidence and submissions
were concerned with what was said to be past failures or successes on the part of the
DEn and the HSE. However, these are relevant only in so far as they throw light on
the appropriate choice for the furure. Further that choice should take into consideration
the implications of change at this stage in the history of the offshore safety regime.

The reasons for the conclusions of the Burgoyne Committee

22.4 It is clear that the committee attached significance to the differences between
the offshore industry and rhe rest of industry in the United Kingdom, parricularly in
respect of the differences in environment and the remoteness of operation. There was
need for special treatment which called for “flexibility of approach, speed of reaction
and individual treatment of each case” in dealing with the problems of the offshore
industry. They said that speed of response and flexibility of approach were more likely
from an organisation with only one industry whose safety matters were its concern
(4.16-18). General satisfaction had been expressed with the way in which the PED
had approached its task. This was attributed to the selection of well qualified and
experienced personnel. The DEn (and its predecessors) had grown up with the offshore
industry and was in the best position to understand it and its problems (4.13-15),

22.5 On the other hand there had been criticism of the HSE’s involvement in offshore
safety, apparently due to its ‘“Jack of expertise’ in certain areas such as deep diving,
petroleum engineering and structural engineering in a marnne environment. The
assimilation of the offshore inspectorate into the HSE would take some time to be
achieved (4.13-14). An organisarion with responsibility for the majority of industrial
safety would tend to show greater rigidity and a slower response (4.18).

22.6 On the foorting that the DEn was the chosen agency “it is unthinkable that DEn
would ignore advice on genera!l trends and practices onshore in formulating offshore
safety policy” (4.11).

22.7 As noted earlier two members of the committee, Mr Lyons and Mr Miller,
dissented, essentially on the ground that a government department which was
substandally responsible for the direction and control of an industry should noc in
any way be responsible for the standards and enforcement of occupational health and
safety in thart industry.
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The alternatives

22.8 1 am in no doubt that as matters stand the choice lies between the DEn on the
one hand and the HSE on the other, on the basis that in either case the body is suitably
strengthened for the task ahead. I heard detailed closing submissions in regard to that
choice. The Trade Union Group and the Piper Disaster Group submitted thart the
HSE should replace the DEn as the regulatory body. UKOOA made submissions as
to the qualities which should be possessed by the regulatory body. It “should be a
single aurthority which has appropriate competence and expertise”. However UKOOA
were neutral as 1o which body I should recommend. It may be noted that at the time
of the Burgoyne Committee UKOOA supported the DEn as the regulatory body. The
Contracrors’ Interests favoured the retention of the starus quo. The DEn did not itself
enter into this controversy but their counsel assisted me greatly by acting as amicus
curige at my request angd set out full arguments against the proposal for replacement
of the DEn by the HSE.

22.9 In whar follows I will set out what I have derived from the evidence as to the
nacure and capabilities of each body; and as to the way in which each has approached
the development and enforcement of regularory control.

The Department of Energy

22.10 The DEn is in the position, which the Burgoyne Committeee considered to
be of some significance, of being able 1o concentrate on the offshore industry which,
has many special features. As one would expect the department has acquired a great
deal of knowledge of the industry. It is regularly in contact with bodies which represent
operators, conrractors and the workforce. These bodies are consulted in regard co
proposed legislation and participate in the discussion of future guidance and research.

22.11  On the other hand the comparatively small size of the Safety Directorate means
that the prospects for promotion of its personnel are limited. This may well be a factor
which has tended to affect recruirment and retention of personnel. It is clear from the
evidence to which I have referred in Chapters 15 and 21 that in a number of arcas the
work of the Safety Directorate has been hampered by persisient under-manning. The
problem does not seem to be due, at least in recent umes, to a shortage of financial
resources but to a difficulty in recruiting. Although I have noted the initiatives which
are being taken, jt seems unlikely thart this chronic problem will be readily solved.

22.12 The comparatively small size of the Safety Directorate appears also to have
been a factor restricting the scope of the in-house expertise which it could employ,
with the result that it placed more reliance on the work of consultants and other bodies
such as the HSE than it would have done if it were part of a larger body with greater
shared resources. At the same time I should say that it was brought out clearly in
evidence that the HSE is always ready to provide assistance to the Safety Directorate.
The bmitations on the Safety Directorate’s own expertise have a pracrical significance,
and partcularly for the future. Three points may be mentioned. Firstly, I accept Mr
Ferrow’s comment that the inspectorate “do not seem to have such direct and
straightforward access to all the areas of expertise that they might want”. Secondly,
these limitations are likely to affect the ability of the regulatory body to give prompt
and authoritative responses. The Directorate appears 1o be short of in-house expertise
in fire and explosion protection. I noted that Mr Brandie suggested that the apparent
reluctance of the DEn to support a scenario-based approach to the design of fire
protection stemmed from a shoriage of expertise 1o assess such design. If goal-setting
regulations are to be brought into existence there would require to be an entirely
different level of expertise from the present. Thirdly, the present intention of the
Safety Directorate is to rely on certifying authorities for the assessment of the hardware
aspects of FSA; and as regards the assessment of management the directorate is clearly
short of the required expertise (see para 21.22).
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22.13 It was strongly represented by trade union witnesses, in line with the dissent
from the report of the Burgoyne Commitiee, that the Safety Directorate lacked, or at
any rate was perceived to lack, independence. Pur another way, it was suggested that
there was a conflict of interest between the objecrives of the Safety Directorate on the
one hand and the objectives of other parts of the DEn on the other. However, it was
pointed ourt in response that in Norway a single body, the NPD, is in control of both
exploitation of resources and of safety; although it was responsible o different
Ministries in regard to those functions. It was also pointed out that in the case of the
United Kingdom the PED had two reporting lines. One was to the Secretary of State
for Energy, who was in turn responsible to Parliament. There is a clear Ministerial
commitment to safety and the Safety Directorate exercise direct access to Ministers
as occasion arises. The other was to the HSC, in accotdance with the arrangements
set up by the Government in the light of the views of the members of the Burgoyne
Committee.

The DEn’s approach to the development of regularory control

22.14 1 have already discussed in Chapter 21 the DEn’s lack of progress on goal-
serting regulations, the unduly restrictive nature of existing regulations and guidance
notes and the restricted use of the HSWA for regulations (summarised at para 21.51]).
This does not show the “‘speed of response and flexibility of approach® which the
Burgoyne Committee considered that the DEn were more Jikely to exhibit.

22.15 At para 17.22 1T commented thar prior to the disaster the DEn does not appear
to have addressed the major hazards presented by hydrocarbon inventories. This is
further illustrated by the history of its atutude to the CIMAH Regulations and the
introduction of FSA. In Ociober 1983 the HSE asked the DEn whether the
requirements of the proposed CIMAH Regulations for the provision of a Safety Case
and emergency plans would be appropriate for offshore sitvations. In reply Mr Petrie,
as Head of Operations and Safety, in a letter dated 24 November 1983 srated that it
was considered that existung legislation undesr the MWA already covered the proposed
requirements. He went on: “‘Furthermore this department has policy initiation
responsibility for al} offshore o1l and gas safety matters and advises the HSC on such
policy marters. It is our inrenrion to advise the HSC against any extension of onshore
major hazard legislation to offshore installations, where the legal and practical
provisions are considered sausfactory and are already far in advance of these
contemplated by HSE.” This was at a time when the Burgoyne Committee had
already recommended that the DEn should encourage a sysiematic approach to safety
assessments of structures and plant during design and consrruction, with the purpose
of establishing agreed procedures (6.27); and when in the NCS risk evaluation on a
quantitatuve basis was already required.

22.16 Questioned as to what was ““already far in advance’ Mr Petrie said thart these
words had been justified by the existence since 1975 of the Construction and Survey
Regulations. He said that although certifying authorities did not deal with safecy
assessment as such they dealt with design and construction in accordance with codes.
He also referred to a number of miscellaneous requirements of other offshore
regularions, and said: “We know what the hazard is only too well with significant
amounts of hydrocarbons offshore, so that, together with many other regulations that
apply offshore, we broadly felt that the objective of the regulation was already in place,
including the general requirement, under the general aegis of the HSWA, for employers
to ensure that they have a safe place of work.” However, in my view, the problem of
major hazards is not one which can be dealt with simply by following codes; and the
miscellaneous requirements were not components of a system which was intended to
be able to handle such hazards. Mr Petrie did not appear 1o have realised from the
CIMAH Regulations that the preparation of a Safety Case was valuable in imposing
a discipline on manufacturers to show that they had identified the major hazards and
created appropriate controls, although this was part of the background to the regulations
and is explicitly set out in the guidance notes which relate to them. He did not appear
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to be cerrain whether it had been realised that management systems were an important
element in the CIMAH Safety Case. He admirted that he had not kept up with the
development of the Safery Case under the CIMAH Regulartions.

3

22.17 The proposition that the offshore provisions were ““far in advance” is at odds
with the DEn’s discussion document on FSA, work on which began in 1987. This
stated, inter alia: “For some time the Safety Directorate has been concerned that
reliance on good cngineering practice, the application of approved standards and the
certification and inspection regimes do not of themseJves comprehensively identify
and highlight the hazards and sequences of events that can lead to a major accident.”;
and referred o FSA as embracing “‘the whole spectrum of safety analysis techniques
that can be brought together in a structured framework to make a major step forward
in enhancing the overall safety of offshore installations.” As I have already observed
at para 17.26, the document makes no reference to the CIMAH Regulatons.

22.18 The evidence demonstrates, in my view, a serious failure on the part of the
DEn to address the regulatory requirements for dealing with the major hazards,
whether they arose from collisions or from a failure n pressure systems or In some
other way. The result, as I said in para 21.54, has been to set back the development
of the offshore safety regime by many years. The DEn’s artitude appears 10 have been
based in part on a failure to realise that the existing offshore provisions were not
enouglh; and in part on a failure to understand the CIMAH Regulations and the Safery
Case - a failure which, ar least in the case of Mr Petric, persisted throughout his
evidence.

22.19 ln about 1985 the DEn advised against the offshore application of the COSHH
Regulations on the basis that the provisions of the Operational Safety, Health and
Welfare Regulatuons were adequate. The COSHH Regulauons represented a major
change onshore, described by Mr Rimington as the most important reform for 13
years. Their basic aim was to ensure that where employees might be exposed to toxic
substances there should be formal procedures to ensure that their exposure was
minimised and was in any case kept beJow the maximum exposure level. Mr Petrie
said that probably the main offshore provision which was relevant was Reg 4 of the
Operationa) Safety, Health and Welfare Regulations, but it is clear that chere is no
true similarity between them. There was no evidence that the COSHH Regulations
were unsuitable for offshore application; and indeed Mr McKee gave evidence that
Conoco (UK) Lrtd had unilaterally applied them to their stallations.

22.20 The approach of the DEn seemed to me to tend towards over-conservatism,
insularity and a lack of ability to look at the regime and themselves in a critical way.
From this certain praciical results have followed; the introduction of improvements
in safety has been hampered; and che development of legislation on the basis of the
HSWA has been kept back.

22.21 Itdoesnotappear to be perceived by the DEn that a radical change of approach
is already due. Nothing appears 1o have been learnt from the experience of the NPD
with which the DEn were in regular contact. Despite arrangements which should have
enabled the DEn 1o obtain a wider view of modern approaches to the regulation of
industrial safety, such as their relationship with the HSC, their work on the OIAC
and their opportunities for exchange of ideas and personnel with the HSE, the offshore
approach to the management of safety seems to me to be a number of years behind
the approach onshore.

The DEn’s approach to enforcement of regulatory control

22.22 T have already commented in Chapters 15 and 21 on the type of inspection
practised by the DEn; and the absence of any systematic approach to the scrutiny of
systems for the management of safety. Their approach appeared 1o me to be at least
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in origin mainly reactive; moves towards a more pro-active approach appear to have
been slow and tencative. Here again my temarks in para 22.21 apply.

The Health and Safety Executive

22.23 The HSE encompasses responsibility in regard to both general and specialised
industry onshore. It represents the principal source of safety expertise in the United
Kingdom. While it employs consultants in many areas it clearly regards in-house
expertise as essential. This expertise includes the fields of major hazards, safety
assessment and the assessment of management sysiems. Mr Ferrow described the
HSE as being ‘““a fairly comprehensive and diverse organisation that allows individual
inspectors in the field relatively quickly to get very expert advice on almost any matter
you can think of”’.

22.24 The HSE has, of course, no current expertise or experience in regard to
offshore installations. However, while the environment and remoteness of offshore
installations are unlike anything onshore, the nature of the operations carried on
offshore are no more complex than what may be encountered onshore. Further, as ]
have already indicated in Chapter 17 | see no reason why the onshore approach to
major hazards and safety assessment should not, mutaiis mutandis, be capable of
extension to the offshore. In passing I should note that Mr Rimington, when asked
to comment on the HSE’s “lack of expertise” (see para 22.5), pointed out that the
HSE had had no involvement with ofIshore engineering and would not have questioned
the expertise of the DEn in regard to deep diving.

22.25 The HSE has not been without difficulties in achieving adequate recruitmnent.
In regard to specialist inspectors Mr Rimingron said that following the Chernobyl
disaster there had to be a substantial pay rise in order to recruit additional nuclear
inspectors. There was a current difficulty in retaining specialist inspectors in the
Technology Division but the HSE was acting on advice which had been obtained in
order to deal wirh this. A result of the HSE being the principal source of expertise
was the ‘poaching’ of experts by industry. He was heartened by the fact that for 3
successive years the Government had given the HSC their full bid for financial
provisios.

22.26 It 1s clear that the HSE bhas always encouraged upward mobility among its
personnel. It has recently elaborated a strategy for the development of careers in its
organisation. This has also benefited recruitment and the retention of personnel. Mr
Rimington said that inspectors were transferred into the specialist inspectorate from
other parts of the HSE if they were suitably qualified. *‘So certainly we have transferred
people, and more particular)y ideas, from one part of the executive to another.”

22.27 Mr Rimington said that the HSE’s ‘clout’ with industry was in part due to its
independence and in part to the fact that both sides of industry were represented on
the HSC and in the working groups with which the HSE was closely involved.

The HSE’s approach 1o the development of regulatory control

22.28 As ] have stated in para 16.36 the HSE has made subsrantial progress with
the modernisation of existing onshore legislation relating to health and safety. Progress
has necessarily been slow owing to the need to formulate a new style of regulartions
for industry at large or for cases in which a special regime was required; and owing
1o the need to carry out consultation with a view to arriving at a consensus. Latterly
the speed of development of legislation has been increased. HSE has plainly built up
a strong body of knowledge and experience in the forrmulation of legislation which
fulfils the policy of the HSWA and make major advances in techniques for the
regulation of safety.
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The HSE’s approach to enforcement of regulatory conirol

22.29 While one of the ways in which the HSE seeks to enforce a regulatory control
i1s by inspection there appear to me w be significant differences in its approach to
inspection compared with thar of the DEn. It will be recalled that in para 16.37 1
referred to the evidence of Mr Rimington that “‘an inspector’s immediate purpose in
visiting 1s to satisfy her or himself thar systems exist that are likely to Jead 1o the
identification and prevention by management of significant faults and that the attitude
of management js conducive to this.”” At para 21.24 I referred to the HSE’s insistence
on evidence of the monitoring of safery. This demonstrated a greater attention to the
systems by which accidents can be prevented and mitigated. This effort is suppoerted
by the work of the APAU (see paras 16.39 and 21.61).

22.30 1t was also clear from rhe evidence that the HSE have given a higher profile
to the subject of safety both with the public and with indusrtry. Plans and derails of
performance are published. Mr Rimingron said: ““If safety is cost effective, then in
my view a high profile for it is cost effective.”

. lications of ¢ ~ ge

22.31 In regard 1o the HSE, in view of its lack of existing experuise and experience
in the offshore indusery Mr Rimingion was circumspect when commenting on the
proposition that the HSE should become the regulatory body offshore - a change
which had not been sought either by that body or the HSC. He emphasised the
distinctive culture of the oftshore industry and the importance thar the regulated had
confidence in the regulator. Such a chunge would call for flexibility and undersranding
on both sides. He pointed out the difficulties involved in organisational distribution
and the care which would require to be taken to make sure that changes in the
legislation occurred at no greater speed than they could be adapted to. On the other
hand I am sausfied that there is no incompatibility between the offshore safety regime
and the principles on which the onshore safety regime is presently organised. This
includes rthe certification system which has no exact counterpart onshore. Further I
have po doubt chat the HSE has the necessary basic expertise for assuming responsibility
offshore, although it 1s obvious that the HSE could not be expected to proceed without
the assistance of PED inspectors and thelr accumulated knowledge and experience of
the offshore industry. 1 should also point out that, as between these two bodies, [
consider that the HSE would have the capacity 1o cope with the major management
workload involved in the assumption of responsibility for ofishore safety along with
the other major changes which 1 have recommended for the future regime.

22.32 The transfer of responsibility o the HSE would bring to an end the agency
agreement the opcration of which has, in my view, a number of features which are
not entirely satsfactory. Under that agreement the HSC as principal has no say in the
quality or efficiency of the work of the DEn in regard to matters which fall within
that agreement. In para 21.49 1 pointed out Mr Rimington’s comments on the difficulry
of determining how far the HSC or the HSE were entitled to form judgements of
PED’s effectiveness. Finally this should assist i bringing to an end the tension
between the MWA and the HSWA in the offshore safety regime.

22.33 Inregard to the PED Mr Priddle pointed out that the transfer of responsibility
from the PED to the HSE seemed likely to include some constraint on the free flow
of information and some duplication of resources as between the Safety Directorate
and other petroleum specialists in the PED. He thought thart there would be some loss
of career development opportunities and management flexibility.

Conclusion

22.34 1 have considered carefully the factors which I have attempred to set out in
the preceding paragraphs. I have come to the conclusion that the balance of advantage
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in the interests of cthe future offshore safety regime lies in favour of the transfer of
responsibilities from the PED to the HSE. The decisive considerations in my mind
arise from considering the differences in approach between these two bodies to the
development and enforcement of regulatory control. These differences have been plain
for some vears and flow from differences in the way in which the bodies are directed
and managed. | am confident that the major changes which I have recommended are
ones which are in line with the philosophy which the HSE has followed. This
alternative js clearly preferable to the PED even if it was given a higher level of
manning with greater in-house expertise. I also attach importance 10 the benefits of
integrating the work of the offshore safety regularor with the specialist functions of
the HSE. y

22.35 1 am conscious that the change which T have recommended will take some
tume to implement and will inevitably involve disruption. Successful implementartion
will call for co-operation, flexibility and understanding at all levels between the
industry and the existing and furure regulatory bodies. Special treatment will be
required 1n regard to certain functions which are presently discharged by the Safety
Directorate, These include the planning, as distinct from the safety, functions in
regard to offshore pipelines; and the funcrion of administering well consents. It is
appropriate that these functions should be rerained by the DEn.

22.36  As regards the flow of information between specialists in the PED, I noted
earlier that the Safety Directorate 15 consulted about and can express reservations on
safety grounds in regard to important stages in the licensing process (sec¢ para 16.18).
[t is clear that in order to do this effectively they must be involved in and aware of
the discussions between specialists in the EADU and operators in regard o both
exploration and development. 1t 1s of major importance, in my view, that such links
between the EADU and the regulatory body for safery be maintained in the transfer
of responsibility for safety to the HSE.

22.37 While offshore safery stands to benefit by responsibility being transferred to
the HSE it js important that the distinctive character and requirements of the offshore
industry should be recognised in the administrative arrangements within the HSE.
For this reason it is also my view that responsibility for offshore safety should be
discharged by a discrete division of the HSE which is exclusively devoted 1o ofishore
safety and 1s able to respond promptly and authoritarively to 1ts special needs. This
division should employ a specialist inspeciorate and should have a clear 1dentity and
strong influence in the HSE. It should be headed by a chief executive who should be
responsible directly to the Director General of the HSE and should be a member of
its senior management board. His funcrion would include the development of the
offshore safety regime, and in particular the implementation of its provisions for Safety
Cases and SMS. The need for adequate resources in order to meet these changes 1s
obvious.

22.38 Ia these circumstances there is little which I require to say in regard to the
complaint that the Safety Directorate is not independent or perceived to be independent
and accordingly is not wel) fitted to carry out cthe functions of the regulatory body in
regard to safety matters. On the evidence T was not convinced that the Safety
Directorate acrually lacks independence or that its actions had been affected by
considerations related to the exploitation of resources. On the other hand there is a
perception, at least among some trade unionists, that it lacks independence. This is
an unfortunate feature of the present scene. However, if my recommendations in this
chapter are followed it will no longer be a live 1ssue.
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Chapter 23
Recommendations

In this chapter I will set out my recommendations in the light of the matters discussed
in Chapters 17-22. Each recommendation is followed by reference 1o the paragraph
in the earlier chapter 1o which it is directly related. The recommendations are arranged
according to the following subjects:-

Subject Recommendations
Safety Case 1-13
Auditing of the operator’s management of safety 14-15
Independent assessment and surveys of installations 16
Legislation - General 17-22
The regulatory body 23-26
Safety committees and safety representatives 27-31
Permits to work 32-38
Incident reporting 39
Control of the process 40-42
Hydrocarbon inventory, risers and pipelines 43-46
Fire and gas detection and emergency shutdown 47-48
Fire and explosion protection 49-54
Accommodartion, TSR, escape routes and embarkarion points 55-61
Emergency centres and systems 62-70
Pipeline emergency procedures 71-72
Evacuation, escape and rescue - General 73-76
Helicopters 77
TEMPSC 78-81
Means of escape to the sea 82-84
Personal survival and escape equipment 85-87
Standby vessels 88-96
Command in emergencies 97-99
Drills, exercises and precautionary musters and evacuations 100-104
Tramning for emergencies 105-106

Safety Case

1. The operator should be required by regulation to submirt to the regulatory body
a Safety Case in respect of each of 1ts installations. The regulation should be analogous
o Reg 7 of the CIMAH Regulauons, subject to recommendations 2-]3 (paras 17.33-
43).

2. The Safery Case should demonstrate that certain objectives have been met,
including the following:-

(1) that the safety management system of the company (SMS) and that of the
installation are adequate to ensure that (a) the design and (b) the operation of
the installation and its equipment are safe (paras 17.36 and 21.56-57);

(i1) thart the potential major hazards of the installation and the nisks to personnel
thereon have been identified and appropriate controls provided (para 17.37);
and
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(ii1) that adequate provision is made for ensuring, in the event of a major emergency
affecting the instatlation (a) a Temporary Safe Refuge (TSR) for personnel on
the installacion; and (b) their safe and full evacuation, escape and rescue (paras
17.37-38, 19,109, 19.157 and 20.8).

3. The SMS should be in respecrt of (a) the design (both conceprual and detailed) of
the operator’s installations; and (b) the procedures (both operational and emergency)
of those installations. In the case of existing installations the SMS in respect of design
should be directed to its review and upgrading so far as that s rcasonably practicable
(para 21.56).

The SMS should set out the safety objectives, the system by which these objectuives
are to be achieved, the performance srandards which are to be met and the means by
which adherence to these standards is to be monitored (para 21.56).

It should draw on quality assurance principles similar to those stated in BS 5750 and
ISO 9000 (para 21.58).

4. In furtherance of the objectives set out in para 2 above, the operator should be
required to sct out the following in the Safery Case:-

(i) A demonstration that so far as is reasonably practicable hazards arising from
the inventory of hvdrocarbons
(a) on the installation, and
(b) in risers and pipelines connecied to the installation both in themselves
and as components of the total system of which they form parrt
have been munimised (paras 19.17 and 19.20).

(ii) A demonsrtration that so far as is reasonably pracricable the exposure of
personnel on the platform to accidental events ang their consequences has been
rinimised (para 17.37).

(n) A demonstration by quanrtified risk assessment of major hazards thar the
accepiance standards have been met in respect of risk to the integrity of the
TSR, escape routes, embarkarion points and lifeboats from design accidental
events and that all reasonably practicable steps have been taken to ensure the
safety of persons in the TSR and using escape routes and embarkation points
(paras 17.38 and 19.157).

(iv) A demonstration that within the TSR there are facilities as specified by the
operator which are adequate for the purpose of control of an emergency (para
19.182).

(v) A fire risk analysis, in accordance with recommendation 49 below (para 19.90).

(vi) An evacuation, escape and rescue analysis, in accordance with recommendations
73-75 below (para 20.9).

5. For the purposes of the demonstration referred to in para (iii) of recommendation
4, the accidental events are 10 be identified by the operator. A design accidental event
is an event which will not cause the loss of any of the following:-

— the integrity of the TSR,

— the passability of at least one escape route from each location on the platform,

— the integrity of a minimum complement of embarkation points and lifeboarts
specified for personnel in the TSR, and

— the passability of at least one escape route to each of these embarkation points,

within the endurance period specified. Events more severe than this are referred to as
residual accidental events {(para 19.160).

388



The acceptance standards for risk and endurance time should be set before the
submission of the Safety Case. Standards should be set by reference to the ALARP
principle. For the time being it should be the regulatory body which sets these
standards. The operator should define the conditions which constitute loss of integrity
of, and the standards of protection for, the TSR and escape routes to the TSR and
from the TSR to the embarkarion points; and should specify the minimum complement
of embarkation points and lifeboats for the TSR (paras 19.158-159).

6. The TSR should normally be the accommodation (paras 19.156 and 19.161).

In the case of existing installacions any requirement for the upgrading of the
accommodation, escape routes and embarkation points should be determined on the
basis of the Safety Case (para 19.165).

7. In connection with the above the Safety Case should specify the following:-

In respect of the TSR-

— its function
— the conditions which constitute its integrity
— the conditions for integrity of its supporting structure

— the events in which and the period for which it is to maintain its integrity (paras
19.157-158).

In respect of escape routes to the TSR and from the TSR to the embarkation points-

— the conditions which constitute their passability

— the conditions for integrity of their supporting structure

— the events in which and the periods for which they are to maintain their
passability (provided that for each location on the platform there should be a

minimum of two escape routes to the TSR, art least one of which should remain
passable for the period) (para 19.164).

In respect of embarkauion points and lifeboats-

— the number and location

— the conditions for their integrity and that of their supporting structure

— the events in which and the periods for which they are to maintain thesr integrity
— the minimum complement for the TSR (para 19.164),

8. No fixed installation should be established or maintained in controlled waters; and
no mobile installation should be brought into those waters with a view to 1ts being
stationed there or maintained in those waters unless a Safety Case 1n respect of that
installation has been submitted to and accepted by the regulatory body (para 17.41).

9. As regards existing installations the date for submission of the Safety Case should
be laid down by regulanion. There is an urgent need for the submission of Safety
Cases, but the date should be selected by the regulatory body. The regulatory body
should have the power, in the event of the {ailure of an operator to submir an acceptable
Safety Case, 10 require the operator to take whatever remedial action it considered
necessary, including requiring the installation to be shut down (paras 17.44-45).

10. A Safety Case should be updarted:-

(1)  After a period of vears from its last assessment (not less than 3, not more than
5, years).

(i1) At the discretion of the regulatory body on the ground of a material change of
circumstances, such as a change of operator, the occurrence of a major
emergency (including one in which there is a precautionary evacuation), a
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major technological innovation or the discovery or better understanding of a
major hazard.

However, provision should be made in order to avoid the need for more than one
Safery Case to be updated by an operator at the same time; and to enable the regulatory
body 1o postpone the automatic updating where it has recently required a discretionary
updating (para 17.46).

11.  As regards modifications to installations or their equipment or procedures, the
operator should, before putting the modification into effect, ascertain whart effect, if
any, it has on the relevant components of the Safety Case. An operator should be
required to report to the regulatory body all intended modifications which meert criteria
set by the regulatory body, with a view to discussing with the regulatory body whether
and to what extent a review of the Safety Case is required (para 17.47).

12.  For the time being the acceptance by the regulatory body of Safery Cases should
not be regarded as justfying the revocation of regulations or the withdrawal of
guidance notes (para 17.67).

Where an operator proposes to meet the objectives of a Safety Case by means which
are not in accordance with regulations or guidance notes the justification for such a
course should be set out in the Safety Case. For the assistance of operators the
regulatory body should publish as soon as possibie, and thereafter update in the light
of experience, a list of the individual regulations relating to an installation and its
cquipment in respect of which it 1s prepared to grant exemprtion in the light of a
satisfactory demonstranon in a Safety Case; and to do likewise in regard to guidance
notes (para 17.67).

In due course the existing regulatuons of a detailed prescriptive nature should be
reviewed with a view to their revocation or replacement by regulations which set
objecuives. However, it is anticipated that there will continue to be even in the long
term a case for some detailed prescripuive regulations (paras 17.63, 17.67 and 21.67).

13. The regulatory body should discuss with the industry whether it is desirable and
pracuicable that at the stage of the application for Annex B consent (or tts equivalent)
there should be a procedure for submission by operators of a preliminary assessment
of matters relevant to a Safety Case and for the acceptance of this assessment being a
prerequisite for the granung of Annex B consent (para 17.43).

Auditing of the operator’s management of safety

14. The operator should be required to satisfy itself by means of regular audits rhat
its SMS is being adhered 1o (para 21.60).

15, The regulatory body should be required regularly to review the operator’s andit
on a selective basis; and itself to carry our such further audit as it thinks fit; and by
vegular inspection verify that the output of the SMS is satisfactory (para 21.60).

Independent assessment and surveys of installations

16. The regulatory body should consider (1) after the introduction of requirements
for the demonstration of SMS and auditing of compliance with it; and (ii) after
experience in the operation and effectiveness of such requirements whether and to
what extent it will be appropriate to rerain the present system of certification (para
21.64).

Legislation - General

17. (i) The principal regulations in regard to offshore safety should rake the form of
requiring that stated objectives are to be met (referred to as ‘‘goal-serting
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regulations’’) rather than prescribing that detailed measures are 1o be taken
(para 21.67).

(ii) In relation to goal-setting regulations, guidance notes should give non-
mandatory advice on one or more methods of achieving such objectives
without prescribing any particular method as a minimum or as the measure
10 be taken in default of an acceptable alternative (para 21.67).

(ili)However, there will be a continuing need for some regulations which prescribe
detailled measures (para 21.67).

18. The provisions of the Mineral Workings (Offshore Installations) Act 197] and
the Petroleum and Submarine Pipe-lines Act 1975 which have the same general
purposes as those of Part | of the Health and Safety at Work etc Act 1974 (HSWA),
and the regulations made under such provisions, should be made relevant statutory
provisions for the purposes of the HSWA (para 21.68).

19. The Construction and Survey Regulations, the Fire Fighting Equipment Regula-
tions, the Life-Saving Appliances Regulations and the Emergency Procedures Regula-
tions should be revoked and replaced by-

(3) Construction Regulations, covering tnter alia the structure and layout of the
installation and its accommodartion.

(i) Plant and Equipment Regulations, covering inrer alia plant and equipment on
the installation and in parrticular those handling hydrocarbons.

(i11) Fire and Explosion Protection Regulations, covering nrer alia both active and
passive fire protection and explosion protection, and

(iv) Evacuation, Escape and Rescue Regulations, covering inrer alia emergency
procedures, life-saving appliances, evacuation, escape and rescue.

Each of the above sets of regulations should include goal-setting regulations as their
main or primary provisions and should be supported by guidance notes giving advice
which 1s non-mandatory in the sense set out in paragraph (ii) of recommendation 17
(para 2).69).

20. Operators should be encouraged to specify the standards which they will use to
comply with goal-setting regulations. For a given installation compliance may be
demonstrated by reference to such standards, the terms of guidance notes and what
is shown by a safety assessment or a combination of one or more of such methods
(paras 17.66 and 21.70).

21. As regards existing guidance notes the regulatory body should consider whether
and to what extent they should be treated without replacement or modification as
giving non-mandatory advice in the sense set out in paragraph (ii) of recommendation
17; and should inform the industry accordingly (para 21.71).

22.  In connection with the preparation of guidance notes the regulatory body should
review the procedures for consultation so as to ensure that the views of the
representatives of employers and employees involved in work offshore are adequately
taken into account (para 21.72).

The regulatory body
23. There should be a single regulatory body for offshore safety (para 21.62).

24. The single regulatory body should discharge the safery functions in relation 1o
fire-fighting equipment and life-saving appliances. As regards standby vessels it should
discharge all functions, whether directly or through the agency of the Department of
Transport (DoT), save those which relate 1o the statutory responsibilicy of the DoT
under the Merchant Shipping Acts (paras 21.65-66).
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25. The functions of the Petroleum Engineering Division of the Department of
Energy (DEn) which are concerned with the regulauon of offshore safety should in
future be discharged by a discrete division of the Health and Safety Executive (HSE)
which 15 exclusively devoted ro offshore safery (paras 22.34 and 22.37).

26. This division should employ a specialist inspectorate and have a clear idenunty
and strong influence in the HSE. It should be headed by a chief executive who should
be responsible directly to the Director General of the HSE and should be a member
of its senior management board. His function would include the development of the
offshore safety regime, and in particular the implementation of its provisions for Safety
Cases and SMS (para 22.37).

Safety committees and safety representatives

27. The regularory body, operacors and contractors should support and encourage
the involvement of the oflshore workforce in safety. In particular, first line supervisors
should involve their workforce teams in evervday safety (para 18.48).

28. The operator’s procedures included in Jine management of operations which are
aimed ar involving the workforce in safety should form part of its SMS (para 21.56).

29. The DEn’s intention 10 teview the Offshore Installations (Safety Representatives
and Safety Committecs) Regulations 1989 after 2 years’ experience of their working
is endorsed (para 21.85).

30. Safery representatives should be prortected against victimisation by a provision
similar to Sec 58(i)(b) of the Employment Protection (Consolidation) Act 1978 (para
21.86).

31. The Offshore Installacdions (Safery Representatives and Safety Committees)
Regulations 1989 should be modified 1o the effect that the rraining of safery
representatives should be determined and paid for by the operator (para 21.87).

Permits to work

32. The operator’s permit to work system should form part of its SMS (para 21.56).

33. Operators and the regulatory body should pay particular attention to the training
and competerice of contractors’ supervisors who are required 1o operate the permit to
work systern (paras 18.17 and 18.29).

34. Srandardisation of the permit to work system throughout the industry is neither
necessary nor practicable. However, in view of the fact chat there 1s much in common
between the systems of different operators, the industry should seek to increase
harmonisation, for example in the colours used for diflerent types of permits to work
and 1n the rules as to the period for which a permit to work remains valid (para 18.28).

35. While it is not inappropriate for contractors’ supervisors to act as Performing
Authorities, operators should be made responsible for ensuring that such supervisors
are trained in the permit to work system for the installation where they are to act as
Performing Authorities and that they carry documentary proof of having completed
such rtraining (para 18.29).

36. All permit 1o work systems should incorporate a mechanical isolatjon procedure
which involves the physical locking off and tagging of isolation valves (para 18.29).

37. A permit to work and its consequent isolations, both mechanical and electrical,

should rernain in force unti] the work is sufficiently complete for the permit to be
signed off and the equipment returned to operation (para 18.8).
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38. Copies of all issued permits to work should be displayed at a convenient location
and in a systematic arrangement such that process operaung staff can readily see and
check which equipment 1s under maintenance and not available for operation (para
18.8).

Incident reporting

39. The regulatory body should be responsible for maintaining a database with
regard to hydrocarbon leaks, spills and ignitions in the industry and for the benefit of
the industry. The regulatory body should:-

(i) discuss and agree with the industry the method of collection and use of the
dara,

(ii) regularly assess the data 1o determine the existence of any trends and report
them to the industry, and

(1i1) provide operators with a means of obtaining access to the data, particularly for
the purpose of carrying out quantified risk assessment (para 18.43).

Control of the process

40. Key process variables, as determined by the Safety Case, should be monitored
and controllable from the Control Room (para 18.36).

41. The Control Room should at all rimes be in the charge of a person trained and
qualified to undertake the work of Control Room operator. The Control Room should
be manned ar all times (para 18.35).

42. The training of Control Room operators should include instruction in an onshore
course in the handling of emergencies (para 18.35).

Hydrocarbon inventory, risers and pipelines

43. The Emergency Pipe-line Valve Regulations should continue in force until they
are subsumed in the Plant and Equipment Regulations. The provision in these
regulations for there to be on each riser a valve with full emergency shutdown capability
and Jocated as close to sea level as practicable is endorsed (paras 19.34-35).

44. There should be no immediate requirement that a subsea isolation valve (SSIV)
be fitted on a pipeline connected to an installation. The operator should demonstrate
in the Safety Case that adequate provision has been made, including if necessary the
use of SSIVs, against hazards from risers and pipelines (para 19.36).

45. Studies should be carried out with the following objecuves:-

(i) To explore the feasibibity of dumping in an emergency Jarge oil inventories,
such as those in the separators, in a safe and environmentally acceptable
manner, so as to minimise the inventory of fuel available to feed a fire (para
19.19).

(i1) To minimise the pipeline connections to platforms (para 19.21).

46. Studies should be carried out with the following objectives:-

(i) To achieve effective passive fire protection of risers without aggravating
corrosion (para 19.22).

(1) To improve the reliability and reduce the cost of SSIVs so that it is more often
reasonably practicable to install them (para 19.37).

Fire and gas detection and emergency shutdown

47. The arrangements for the activation of the emergency shutdown valves (ESVs),
and of SSIVs if fitted, on pipelines should be a feature of the Safety Case (para 19.42).
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48. Studies should be done to determine the vulnerability of ESVs to severe accident
conditions and to enhance their ability to survive such conditions (para 19.43).

Fire and explosion protection

49, Operators should be required by regulation to submirt a fire risk analysis o the
regulatory body for its acceprance (para 19.90).

50. The regulations and related guidance notes should promote an approach to fire
and explosion protection:-

(1)  which is integrated as between -
— acuve and passive fire protection

— different forms of passive fire protection, such as fire insulation and
platform layour, and

— fire protection and explosion protection (paras 19.87-95);

(i1) 1n which the need for, and the location and resistance of, fire and blast wails
i1s determined by safety assessment rather than by regulations (para 19.96);

(111) in which the function, configuration, capacity, availability and protection of
the fire warter deluge system is determined by safety assessment rather than by
regulations (paras 19.97 and 19.99);

(iv) which facilitates the use of a scenario-based design method for fire protection
as an alternative to the reference area method (paras 19.91 and 19.98); and

(v) which provides to a high degree the ability of the fire water deluge system,
including the fire pump system, to survive severe accident conditions (para
19.100).

51. The ability of the fire water deluge system, including the fire pump system, (o
survive severe accident conditions should be a feature of the Safety Case (para 19.100).

52. The regulatory body should work with the industry to obtain agreement on the
interpretation for desiga purposes of its interim hydrocarbon fire test and ocher similar
tests. If in the view of the regulatory body there exists a need for an improved rest,
such as a heat flux test, it should work with the industry in order 1o develop one {para
19.101).

53. The DEn discussion document on Fire and Explosion Protection should be
withdrawn (para 19.102).

54. The regulatory body should ask operators which have not zalready done so to
undercake forthwith a fire risk analysis, without waiting for Jegislation (para 19.103).

Accomimodation, TSR, escape routes and embarkation points

55. Provisions should continue to be made by regulations supported by guidance
notes as to the construction of the accommodation; and as 1o escape routes and
embarkation points (para 19.166).

56. The regulations and the related guidance notes should promote an approach to
protection of the accommodation:-

() in which exrternal fire protection is provided both to prevent breach of the
accommodartjon and to mainrain breathable air within 1t (para 19.170); and

(1) in which an integrated set of active and passive measures is provided to prevent
ingress of smoke and other contaminants into the accommodation and to
maintain breathable air within it {(paras 19.170-171).
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57. For the purpose of maintaining breathable air within the accommodation, it
should be required by regulation that the ventilation air intakes should be provided
with smoke and gas detectors and that on smoke or gas alarm the ventilation and
dampers should shut down (para 19.172).

58. The regulations and related guidance notes on escape routes should recognise
that it may not be practicable to protect escape routes against all physical conditions;
and accordingly should be based on the objective that they should remain passable
(para 19.174).

59. Itshould be required by regulation that escape routes are provided with adequate
and reliable emergency lighting and with photoluminescent direction signs (para
16.175).

60. The regulatory body should ask operators which have not already done so 1o
carry out forthwith an assessment of the risk of ingress of smoke or gas into the
accommodartion; and to fit smoke and gas detectors and implement ventilation shutdown
arrangements as in recommendation 57, without waiting for legislation (para 19.173).

61. Studies should be carried out with the objective of assisting desjgners in predicting
the breathability of air in a TSR where its exrernal fire wall is subjected to a severe
hydrocarbon fire (para 19.163).

Emergency centres and systems

62. It should be required by regulation that there should be available within the
TSR certain minimum specified facilities for the monitoring and control of an
emergency under hostile outside conditions (paras 19.178 and 19.182).

These facilities should be 1n the Control Room, which should be located in the TSR
(para 19.179).

On existing installations where the Control Room is not in the TSR, these facilities
should be in an Emergency Control Centre located in the TSR. In such a case the
Control Room should be protected against fire and explosion as determined by safety
assessment (paras 19.180-181).

63. It should be required by regulation that a Radio Room with facilities for external
communications should be located in the TSR (para 19.179).

On exisung installations where the Radio Room is not in the TSR, these facilities
should be in an Emergency Radio Room located in the TSR (para 19.180).

64. The regulations and related guidance notes should promote an approach to
emergency systems:-

(i)  which provides to a high degree the ability of these systems to survive severe
accident conditions (paras 19.188-189); and

(1) which applies to communications systems the fail-safe principle (para 19.193).

The emergency systems include the emergency power supplies and systems, the
emergency shutdown system and the emergency communications systems. Severe
accident conditions include fire, explosion and strong vibration (para 19.188).

65. The ability of emergency systemns to survive severe accident conditions should
be a feature of the Safery Case (para 19.189).

66. The regulatory body should work with the industry to promote the use of status
light systems (para 19.192).

67. The regulatory body should work with the industry to achieve standardisation
of status lights and of alarm systems for emergencies (para 19.194).
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68. Srtudies should be done 1o dertermine the vulnerability of emergency systems to
severe accident conditions and to enhance their ability to survive such conditions (para
16.190).

69. The regulatory body should ask operators which have not already done so 1o
review forthwith the ability of emergency systems to withstand severe accident
conditions (para 19.191).

70. Where a regulation immposes a requirement for a major emergency or protective
system, such as a fire deluge system, it should be required that the operator should
set acceptance standards for its availability (para 19.199).

Pipeline emergency procedures

71. Operacors should be required by regulation regularly to review pipeline emergency
procedures and manuals. The review should ensure that the informarion conrained in
maunuals is correct, that the procedures contained are agreed with those who are
responsible for executing them and are consistent with the procedures of installations
connected by hydrocarbon pipelines (para 19.196).

72. Operators should be required by regulation to institute and review regularly a
procedure for shurting down production on an installation in the evenrt of an emergency
on another installation which is connected to the first by a hydrocarbon pipeline where
the emergency is liable to be exacerbated by continuation of such production (para
19.197).

Evacuation, escape and rescue - General

73. Operators should be required by regulation to submit to the regulatory body for
1ts acceptance an evacuarion, escape and rescue analysis in respect of each of its
installacons (para 20.9).

74. The analysis should specify the facilines and other arrangements which would
be available for the evacuation, escape and rescue of personnel in the event of an
emergency which makes it necessary or advisable in the interests of safety for personnel
to leave the installation (para 20.9).

75. In particular the analysis should speaify:-

(1) The formal command structure for the control of an emergency affecting the
installation;

(ii) The likely availability and capacity of helicopters, whether in-field or otherwise,
for the evacuation of personnel;

(1i) The types, numbers, locations and accessibility of totally enclosed motor
propelled survival craft (TEMPSC) available for the evacuartion of personnel
from (a) the TSR and (b) other parts of the installation from which access to
the TSR is not readily available;

(iv) The types, numbers and locations of life rafts and other facilities provided as
means of escape o the sea;

(v) The specification (including speed, sea capability and accommodarion), location
and functions of the standby vessel and other vessels available for the rescue
of personnel;

(vi) The types, numbers, locarions and availability of fast rescue craft, whether
starioned on the installation or on the standby or other vessels; and

(vii) The types, numbers and locations of personal survival and escape equipment,.
(All in para 20.9).
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76. The regulatory body should ask operators which have not already done so to
undertake an evacuation, escape and rescue analysis forthwith, without waiting for
legislation. The timetable for completion of this analysis should be agreed between
the regulatory body and the industry but should not exceed a total of 12 months, and
that only for operators of a large number of installations (para 20.9).

Helicopters

77. Operators should adopt a flight following system for determining at short notice
the availability and capacity of helicopters in the event of an emergency. This system
could be either a system operated by the individual operator or a North Sea-wide
system (para 20.11).

TEMPSC

78. The requirement by regulation that each installation should be provided with
TEMPSC having in the aggregate sufficient capacity to accommodate safely on board
150%, of the number of persons on the installation should be maintained (para 20.16).

Such provision should include TEMPSC which are readily accessible from the TSR
and which have in the aggregate sufficient capacity to accommodate safely on board
the number of persons on the installation (para 20.16).

79. On new installations where the provision of davjt-launched TEMPSC is accepta-
ble to the regulatory body they should be oriented so as to point away from the
installation (para 20.24).

80. The regulatory body should work with the indusiry to develop equipment and
methods to enable TEMPSC 1o be launched clear of the installation including where,
as on existing nstallations, rhey are oriented so as to point along the side of the
installation (para 20.18).

81. Reg5 of the Life-Saving Appliances Regulations should be amended or replaced
so as o enable free-fall TEMPSC to be installed on new and existing installations. It
should remain for the operator to justify its choice of TEMPSC as being appropriate
in the particular conditions of its installation (para 20.24).

Means of escape to the sea

82. It should be required by regulation that e¢ach installation should be provided
with life rafts having in the aggregate sufficient capacity to accommodate safely on
board at least the number of persons on board the installation; along with suitable
ropes to enable those persons to obrain access to the life rafts after they have been
launched and deployed (para 20.26).

83. A variety of means of descent to the sea should be provided on all installations.
In accordance with recommendation 75 the types, numbers and locations of facilities
for this purpose should be specified in the evacuation, escape and rescue analysis; but
such facihties should include:-

— fixed ladders or stairways
— personal devices for controlled descent by rope (paras 20.28-29).

84 The regulatory body should work with the industry to determine the practicability
and safety of escape chutes and collapsible stairways (para 20.30).

Personal survival and escape equipment
85. Each individual on board an installation should be provided with:-

(1) a personal survival (or immersion) suit;
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(1) a life-jacket;

(ii1) a smoke hood of a simple filter type to exclude smoke and provide protection
for at Jeast 10 minutes during escape to or from the TSR;

(iv) a rtorch; and
(v) freproof gloves.
These articles should be kept in the accommodation (para 20.36).

Other survival suits, life-jackets and smoke hoods for at least one half of the number
of persons on the installation should be stored in containers placed at sujtable locations
on the installation (para 20.36).

86. The use of small transmirtters or detectors on {ife-jackets in order to assist in the
finding of personnel in the dark should be considered. Luminescent strips should be
of a colour other than orange (paras 20.33-34),

87. Work should be carried out with the objective of combining the funciions of a
survival suit and a life-jacker in one garment (para 20.32).

Standby vessels

88. Changes in the regulations and the code for the assessment of standby vessels
should be aimed at an improvement in the quality of standby vessels, introducing
basic standards for existing vessels and higher specifications for new vessels (para
20.41).

89. It should be required by regulations that each standby vessel should comply with
the following standards:-
(i) It should be highly manoeuvrable and able to maintain its position;

(i1) 1t should provide full visibility of the water-line in all directions from the
bridge;

(i) Tt should have ac least two 360° searchlights capable of being remotely
controlled;

(iv) Tt should have two fast rescue craft. One of the 2 fast rescue craft should be
able to travel at 25 knots in normal sea states. The smaller fast rescue craft (9
person capacity) should be crewed by 2 persons; the larger by 3 persons. Fast
rescue craft should be equipped with adequate means of communicating with
the standby vessel by VHF radio; and carry an adequate portable searchlight;

(v) It should have the means of rapid launching of its fast rescue craft;

(vi) Tt should have adequate means of communicarion by radio with its fast rescue
craft, the installation, nearby vessels and the shore; and

(vii) It should have at least two merhods of retrieving survivors from the sea.
(All in para 20.42).

00. Reg 10 of the Emergency Procedures Regulations should be revoked (para 20.39).

01. Sec 3 of the code for the assessment of standby vessels {areas of operation) should
be withdrawn (para 20.39).

92. The owners of standby vessels should be required to notify the regulatory body
weekly as to the locations and funcrions of their vessels in the ensuing week. A copy
of such notification should also be given to the Do (para 20.54).

03. As regards the appropriate numbers for the crew of standby vessels, the DoT

should take into account the evidence given in the Inquiry when reviewing the code
in this respect (para 20.50).
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94. The proposals in the amended code as to age limit, medical examination and
certufication of fitness of members of the crew of standby vessels; and as to their
periods of duty are endorsed (paras 20.5)-52).

95. The regulatory body should work with the industry to obtain agreement as to
adequate training packages for the crew of standby vessels. Such training should be
administered, and records of rramning kept by the Offshore Petroleurn Industry
Training Board (OPITRB) (para 20.55).

86. The coxwain and crew of fast rescue craft should receive special training for
their duties, along with regular refreshers (para 20.55).

Command in emergencies

97. The operator’s formal command organisation which is to function in the event
of an emergency should form part of 1ts SMS (para 20.59).

98. The operator’s criteria for selection of OIMs, and in particular their command
ability, should form part of its SMS (para 20.59).

99. There should be a system of emergency exercises which provides OIMs with
practice in decision-making in emergency situations, including decisions on evacuation.
All OIMs and their deputies should participate regularly in such exercises (para 20.61).

Drills, exercises and precautionary musters and evacuations

100. The operator’s system for emergency drills and exercises should form part of
its SMS (paras 20.61 and 20.64).

101. Offshore emergency drills and exercises should be carried out in accordance
with the UKOOA guidelines for offshore emergency drills and exercises on installations
(paras 20.61 and 20.64).

102. All offshore staff should attend one muster per tour of duty (para 20.62).

103. The circumstances of all precautionary musters and evacuations should be
reported by operators to the regulatory body (para 20.62).

104. Operators should maintain lists of personnel on board by alphabetical order
and also by reference to the names of contractors whose personnel are represented on
board. These lists should be updated for every movement of personnel and copied
immediately to the shore (para 20.62).

Training for emergencies

105. The UKOOA guidelines for offshore emergency safety training on installations
should be a minimum requirement for survival, fire-fighting and other forms of
traiming detailed therein for the relevant personnel employed offshore. Personnel who
have not mert the requirements of these guidelines should not be permitted to work
offshore (para 20.64).

In order 1o ensure that these guidelines are complied with operators should be required
to devise and maintain a system for the purpose, pending the date when the central
training register instituted by OPITB for recording the personal dertails and safery
training courses attended by all personnel seeking employment offshore is fully
operational (para 20.64).

106. The operator’s system for emergency training and its enforcement should form
part of 1ts SMS (para 20.64).
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Owverleaf — Plates 1 & 2 Ol and Gas fields in the northern North Sea.
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Plate 3 The Piper Alpha platform: view from the north-west.



Plate 4 The Piper Alpha platform: view from the south-east.



Plate S The Piper Alpha platform: west face and pipe deck.
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Plate 6 Model of the production modules (1: 33 scale): B Module looking east.
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Plare 7 Model of the production modules (1: 33 scale): C Module looking east.
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Plate 8 Model of the production modules (1: 33 scale): the main oil line pumps at the west end of B
Module. The 4 inch condensate injection line is the small yellow line 2-P-517-4"-F15 coming
through the B/C firewall and entering the MOL pump discharge header 1-P-143-20"-F12.
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Plate 9 Model of the production modules (1: 33 scale): the cenrrifugal compressor skid towards the
east end of C Module. The tocation of PSV 504 is marked in red.
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Plate 10(a) Control panels and control desk in the Control Room. The view is of the space
between the control desk and the main process control panel, looking south (see
Fig.J.4(c)). The operator is sitting with his left elbow on the conrtrol desk. To
the east and going from south to north are the main fire and gas control panel
and then the main process control panel.

Plate 10(b) ‘ ,
The north-west corner of the oo v i \
platform, showing the Chanter v '

riser gantry. The gantry 1s the o . \‘l
Iwo structures, one ending in a f , | /

triangular shape and the other ‘ 1 ]

in a rectangular one, projecting \ A \
from the 68ft level. Also shown b \

is the 20ft level and the naviga- o roe ! -
tion aid pladform at the L .

north-west corner of the 68ft .\ L o
level. i‘ ‘Lr
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Plate 11{a) The Tharos.

Plare 11(b)

The Silver Pur.



Plate 12(a) An Atlantic 2] fast rescue craft (FRC).
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Plate 12(b) A Piper liferaft on its launching platform.



Plate 13 The east flare before the injtial explosion. The photograph was taken by Mr Macdonald from
the Lowland Cavalier some 1-2 minutes before the initial explosion.



Plate 14(a)

Plate 14(b)

The early fire in B Module: (a) Mr Miller’s first photograph; and (b) his second photograph. The first
photograph was taken from the 7haros some 15 seconds after the initial explosion. The next five
photographs were taken in quick succession at intervals estimated as 2-3 seconds.



Plate 15(a)

Plate 15/b)
The early fire in B Module: (a) Mr Miller’s third photograph; and (b) his fourth photograph.



Plare 16(a)

Plate 16(b)
The early fire in B Module: (a) Mt Miller’s fifth photograph; and (b) his sixth photograph.



Plate 17(a) The early fire in B Module: photograph taken by Mr Macdonald from tl;c
Lowland Cavalier at a time estimated as some 30 seconds after the initial
explosion,

Plate 17¢6) The fires on Piper before riser rupture: Mr Miller’s thirteenth photograph.




Plate 18(a) The fires on Piper before riser rupture: Mr Miller’s nineteenth photograph.

Plate 18(b) The fires on Piper before riser rupture: photograph taken from the Maersk
Currer.



Plate 19(a) The fires on Piper before riser rupture: photograph taken by Mr Ritchie
from the Lowland Cavalier

Plare 19¢(b) The fires on Piper just after rupture of the Tartan riser: photograph raken
by Mr Gibson from the Lowland Cavalier at a time esumated as 22.20~
22.22 hours.



Plate 20(a) The fires on Piper some time after riser rupture: photograph taken from
the Tharos helicopter.

Plate 20(b) The fires on Piper some time after riser rupture: further photograph taken
from the Tharos helicoprter.



Plare 21  The remains of A Module on the morning of 7 July.



Plate 22(a)

-
-

Plate 22(b)

Accommodauon modules at Flotta after recovery from the seabed — ): (a) the East Replacement
Quarters (ERQ); and (b) the south face of the ERQ.



Plate 23 Accommodation modules at Flotta ~fter recovery from the seabed — 2: the
Additional Accommaodation West LAW).




Plate 24(a)

1500 LB
Plate 24(b)

The pipework at the site of PSV 504 in C Module: (a) model of the PSV and pipework; and (b) a2 1500
Ib flange with ring. The PSV is the wooden mock-up. Its inlet is on the right hand side.



Plate 25(a) Hydrate formation in an observation window of the rotating
wheel test rig in the tests conducted by Petreco.

Plate 25(b} The main methanol pump at Peterhead
after recovery. As the pump was installed
on the platform, the view is that looking
north.



Plate 26(a) Explosion in a scaled down module typical of those conducted by CMI to
validate its explosion model,

Plate 26(b) Leak from a blind flange assembly in the Nowsco tests.







Appendix A
Procedural History

Preliminary Hearings

A.l A Preliminary Hearing was held at the Aberdeen Exhibition and Conference
Centre, Bridge of Don, Aberdeen, on 11 November 1988. The date was selected in
order to enable potential partes to have an adequate opportunity to consider the
implcations of The Petrie Report. At this hearing 1 disposed of applications by
persons (o be parties to the Inquiry and dealt with various matters of procedure and
programming. ] permitted persons to be parties to the Inqguiry if they were able to
show an interest, which required to be a reasonably direct interest, in some aspect of
the subject matter of the Inquiry which as a matter of fairness required protection by
such representation. I required that persons who had a similarity of interests should
be jointly and not separately represented. Appendix B conrtains a list of the parties to
the Inquiry.

A.2 Parties who intended to attach blame or criticism to someone else, whether or
not already a party to the Inquiry, were required to give advance notice to the
Secretariat which was then responsible for informing the other parties and any other
person who had been so named. This procedure was carried out satisfactorily.

A.3 A second (and final) Preliminary Hearing was held in Edinburgh on 9 January
1989. This meeung was concerned solely with the progress which had been made in
the recovery of documents by agreement.

The Inquiry

A.4 Part 1 of the Inquiry opened on 19 January 1989 and closed on 1 November
1989. It sat for 130 days. Part 2 of the Inquiry opened on 2 November 1989 and
closed on 15 February 1990. 1t sat for 50 days. The whole proceedings of the Inquiry
were held in public. No opening submissions were made. At the end of Part 1 closing
submissions were made by the parties and Counsel to the Inquiry in writing, extending
to over 1300 pages, and briefly highlighted orally. Copies of the written submissions
were made available 1o the press and the public. At the end of Part 2 parties who
intended to invite me 1o make recommendations submitted written lists of them in
advance of making their closing submissions. Copies of these lists were likewise made
available to the press and the public. During the course of the Inquiry a committee
of experts under the chairmanship of the Assessors met on 2 occasions. The first of
these was on 20 February 1989 and the second on 27 June 1989. These meetings were
concerned respectively with (i) the involvement of the contents of pipelines with whijch
Piper was connected; and (ii) expert opinion in regard to the scenario that condensate
had been ingested into the reciprocating compressors.

Wirnesses

A.5 196 witnesses gave evidence in Part 1 of the Inquiry. 14 of them who required
to give evidence on a number of different matters gave evidence on 2 or more occasions.
64 witnesses gave evidence in Part 2 of the Inquiry. 9 of them gave evidence on 2
occasions. Lists of the witnesses are contained in Appendices C and E; and a list of
experts’ reports in Part 1 is contained in Appendix D. After I had decided thar the
evidence of a witness would be of assistance to the Inquiry copies of his precognition
were circulated by the Crown Office to the parties. This served to avoid any risk of
the Inquiry being delayed. Each witness gave evidence after being put on oath or
affirming; and was subject 10 cross-examination by the parnes to the Inquiry and,
where applicable, by Counsel to the Inquiry, subject to the extent which 1 considered
to be of assistance to the Inquiry. In certain instances I permitted legal representation
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10 be provided in support of witnesses whose interests were not represented by any
of the parties to the Inquiry.

A.6 Ar the Preliminary Hearing on 11 November 1988 the Lord Advocate (The
Lord Cameron of Lochbroom) attended in the public interest and explained the
assistance which he had arranged that the Crown Office should provide to the Inquiry.
He also made the following statement:

“Further, to assist the Inquiry, I wish (o state that I undertake that in the casc of
any wimess who appears before this Inquiry, neither his evidence before the Inquiry
nor evidence given before the Inquiry by any person by reference to or incorporating
the whole or any part of any documents which that witness is required 1o produce
to the Inquiry, shall be used against him, or any other person who could be held
criminally responsible on account of his actings in any subsequent criminal
proceedings, except in criminal proceedings in which the charge is one of having
given false evidence before the Inquiry or having conspired with or procured others
to do s0.”

Documents

A.7 A large number of documents were recovered for examination in order o see
whether they might be of assistance to the Inquiry. The principal sources were
Occidental, Score (UK) Lid, the DEn and Lloyds Register of Shipping. The documents
recovered from Occidental included a number of logs and other records which had
been recovered from the bed of the North Sea when the ERQ was raised in October
1988. As the result of remarkable work which was done by specialists at Flotta vircually
al) of these documents were sull legible. In order to receive the large volume of
recoveries a library was set up and administered by Messts Cremer and Wamer in
order that all parties might have access 1o them. From the contents of the library
Messrs Cremer and Warner assembled a collection of core documents which form the
first instalment of the productions before the Inquiry. These were copied and circulated
to all the parties. Thereafter additional documents were produced from the library
and elsewhere as the need for the Tnquiry to refer 1o them was identified.

A.8 Due to the co-operation of the havers of the documents it proved unnecessary
for me to exercise my power under Reg 7(a) of the Public Inquiries Regulations 10
require production of documents considered necessary for the purposes of the Inquiry.
The sole exception to this was the interim report of the Occidental board of inquiry
into the disaster which counsel for the Conrtractors’ Interests asked me on Day 78 to
require QOccidental to produce. This motion was opposed by Occidental on a number
of grounds. Having heard counsel I considered that the appropriate course of action
in the first instance was to pronounce such an order for the limited purpose of enabling
Counsel to the Inquiry 10 advise me as to any grounds which there might be upon
which the Court might consider it necessary for the purposes of the Inquiry to examine
the reporc. I pronounced that order on 13 June 1989. On 16 June I was advised by
Counsel o the Inquiry that rthe report did not contain information which would add
materially to what was already available to the Inquiry. In these circumstances [ made
no further order in regard to the interim report.

A.9 As regards all documents circulated to the parties by the Crown Office, such
as witness statements and productions, the representatives of all parnies entered into
an agreement with Counsel 1o the Inquiry thar chese were provided solely for use by
the parties and their agents, experts and representanives in connection with the
preparation for and conduct of the proceedings; and gave various undertakings
including not to publish their contents beyond rthe extent to which they had already
been made public in the proceedings.
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Costs and expenses

A.10 On 9 November 1989 I issued the following Opinion in connection with an
application by the Trade Union Group for a direction as to their expenses:-

The Piper Alpha Trade Union Legal Group, which I shall refer 10 as “the Group”’,
have applied to me for a direction that the expenses of the Group so far as properly
attributable o its participation in Part 1 of the Inquiry should be paid by Occidental.
This application, which is opposed by Occidental, was made in reliance on Reg 9(2)
of The Offshore Installations (Public Inquiries) Regulations 1974, under which the
Inquiry is held. Thart provides as follows:- “The court may direct that rthe costs of
an inquiry shall be paid in whole or in part by any person who in the opinion of
the courrt, by reason of any act or default on his part or on the part of any agent or
servant of his, caused or contributed to the casualty or other accidenr the subject
of the inquiry.”

Written submissions in regard to this application have been presented to me by the
Group and by Occidenral. The Department of Energy and the Department of
Transport have also submitted observations in writing. On Day 130 of the Inquiry
I heard counsel for these parties and had the benefir of observations by Counsel to
the Inquiry.

Counsel for the Group sought to sausfy me that the application was competent;
and, if so, that it was made at an appropriate time. He further submicted that it was
appropriate for me o make the direction in due course in the light of the view which
he had earlier asked me to take as to Occidental’s responsibility for what happened
in the disaster.

The question of competency, upon which I have had full submissions from counsel,
is logically the first point which requires to be addressed and it is appropriate that
I should deal with it at the present stage. The short point is whether the expenses
of a party such as the Group fall within the meaning of the expression ‘‘the costs
of an inquiry”.

Counsel for the Group submitted that when given its ordinary meaning, which
involved eschewing ‘“‘artificial refinement or subtle distinctions”, the expression
covered al] the costs which were properly incurred by any party whose representation
before the Inquiry had been permitted by the court. He pointed out that under Reg
4 the court is to hold the inquiry “in such a manner and in such conditions as the
court thinks most effectual for enabling it to make the report required by Reg 9.
One of the ways in which it did so, he said, was by scrutinising applications by
persons to be represented as parties before the Inquiry. Where permission was
given, the basis for that must have been that the court was sarisfied that representation
of that party before the Inquiry would be of assistance to it. He went on to submit
that whereas the remuneration of the court and the assessors was specifically dealt
with in Reg 3(2) it was clear that a number of items of expense which were not
mentioned in the Regulations but must have been considered by the court to be of
assistance to it, were covered by the expression “the costs of an inquiry”. He gave
as examples the cost of secrerarial assistance, accommodation for the Inquiry and
the services of Counse] (o the Inquiry. By similar reasoning the expression would
cover the expense incurred by a person who had been permitted to be a party to
the Inquiry. In support of his arguments counsel founded on the decision of Lord
Ross in Holburnhead Sailmon Fishing Co. v Scrabster Harbour Trustees, 1982 SC 65.
In that case, he held that the words “all costs, charges and expenses of and incidental
to the preparing and obrtaining of this Order and otherwise incurred in reference
therero shall be paid by the Trustees” in a provisional order which had been
confirmed were wide enough to cover expenses incurred by the company in pursuing
its petition against the order. Counsel drew attention to the fact that at page 66
Lord Ross described this language as very wide, adding that he could see no reason
why the section should be construed in a narrow sense. Counse] also founded on
the terms of certain orders made by the Hon Mr Justice Sheen as Wreck
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Commissioner in the Zeebrugge Inquiry under section 56(5) of the Merchant
Shipping Act, 1970, which provides that *““The Wreck Commissioner or Sheriff may
make such order with regard to the costs of the investigation as he thinks just ....".
In a supplementary report on costs the Wreck Commissioner stated, wnzer alia, that
“the statutory power of a Wreck Commissioner 1o make an order for costs is laid
down in the most general terms”’. He went on 1o refer to the principle thar an order
for costs was used as the only method of penalising which was competent 1o the
court as against parties other than certificated officers. The orders made by him in
that inquiry included orders for various payments by Towasend Car Ferries Ltd
to representatives of the Narional Union of Seamen and of certain members of the
crew or their dependants, all as orders “‘with regard 10 the costs of the investigation®.

The above arguments make 1t necessary for me to cxamine the true significance of
the fact thar a person has become a party to the present inquiry. It is to be noted
that the 1974 Rcgulations do not compel, or empower the court to compel, any
person to be a party to the inquiry. Further they do not require the court to accept
any person as such a party. On the other hand the terms of Reg 7{b) and (d) rewc
o ‘“‘any person appearing’ at the inquiry and plainly imply that the court has the
power to permit persons o appear as parties before the inquiry. That is a power
which I exercised in the present inquiry at the Preliminary Hearing on 11 November
1988 by granting permission in the exercise of my discretion and on cause shown.
The words in which I expressed what required to be shown, the substance of which
would in any event have been implied, were that *‘I must be satisfied thar the person
has an interest, and that is a reasonably direct interest, in some aspect of the subject
matrer of the Inquiry which, as a matrer of fairness, requires »rotection by such
representanon.’” Accordingly the basis for giving permission was the possession by
a person of such an interest and not the expectation on the part of the court as 1o
the assistance which was expected from him. It is not essential to an inquiry such
as the present for any particular persons 1o be parties 1o it. In these circumstances
I consider that the attempt o make a comparison berween the cost of various items
which have been provided at the request of the court or those acting on its behalf
and the cost of a party’s representation before the inquiry is ill-founded.

When the provisions of the 1974 Regulations are further considered a numnber of
other imporiant points emerge. At no point in the Regulations is there any explicit
reference o expenses attributable to a person appearing before the inquiry or any
mechanism by which a test is provided in order to ensure that the expenses were
justified or reasonable. On the other hand express provision is made by Reg 8 for
the payment and taxation of the expenses of wimesses. Turning again 1o Reg 9,
para (3) provides that any costs which a person is ordered to pay under para (2)
may be recovered from him by the Secretary of State. No provision is made for
recovery by any other person, as one would have expecred if “the costs of an
inquiry” included the expenses attributable to a party’s appearance before the
inquiry. Para (5) provides that “The costs of an inquiry, other than any costs paid
by any person pursuant to a direction of the court under para (2), shall be treated
as expenses of the Secretary of State under the Act”. There is nothing 1o suggest
that in para (5) the meaning of ““the costs of an inquiry” is different from the
meaning of that expression where it appears in para (2). If the submissions of the
Group are correct it means that, apart from any direction under para (2), the
expenses of all parties 1o the inquiry which are attributable to their partcipation
are to be treated as expenses of the Secretary of State under the Mineral Workings
(Offshore Installations) Act 1971, and accordingly by virtuce of section 13(1)(a) of
that Act, to be paid ourt of money provided by Parliament. It should also be noted
that this would be regardless of whether as matters turned our their representation
before the inquiry, which could have involved little or no active participation, was
of any assistance to the inquiry. Further, unlike the situation in para (2), there
would be no question of any exercise by the court of a discretion which the Group
submit can and should be exercised in their favour. These considerations reinforce
the views which 1 have expressed above as 10 the unsoundness of the Group’s
submissions.
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As regards the two examples of the approach to expenses cited by counsel for the
Group I do not find them to be of any real assistance since they depend upon the
statutory provisions to which each was related. In Holburnhead Salmon Fishing Co.
v Scrabster Harbour Trustees it is clear that Lord Ross attached particular importance
to the words ‘‘and otherwise incurred in reference thereto” which have no paralle)
in the present case. As regards the orders made at the Zeebrugge Inquiry, there
does not appear to have been any dispute as to the competency of making such
orders. Further, as counse) for the Deparument of Energy and the Department of
Transport pointed out, it may well be of significance thart in terms of the Merchant
Shipping (Formal Investigations) Rules 1985, under which that Inquiry was held,
certain persons could be made parties to the formal investigation by service of a
notice of investigation upon them.

I should add that counsel for the Department of Energy and the Department of
Transport also drew to my attention the way in which the Civil Aviation Review
Board which was concerned with the Chinook helicopter accident ar Sumburgh
approached the question of expenses under Reg 14(7)(a) of the Civil Aviation
(Investigation of Accidents) Regulations, 1983. In that case the Board, of which the
Chairman was Sheriff P G B McNeill, QC, took the view that “the expenses of the
review board” included the expenses of persons who were obliged by the Regulations
to render assistance to the Review Board but did not include parties who appeared
by virtue of Reg 14(2). While this decision is of some intecest within its own context,
I attach no importance to it for present purposes.

For the reasons which I have set our above | have come to the conclusion that the
Group’s attemnpt to bring their expenses within the scope of the expression “‘the
costs of an inquiry” is ill-founded and accordingly I reject their application as
incompetent.

A.ll At the end of the Inquiry counsel for the Trade Union Group invited me to
make a recommendation on an extra-statutory basis that “payment of the costs incurred
by ... MSF and the T & GWU should be made out of central funds.” In support of
this he pointed out that members of these unions were among the deceased and the
survivors. The unions had sought to represent the interests of their members in
seeking the reasons for the toll of deaths and injuries: and to promote safety in a
number of specific areas of the safety regime, including by its alteration in a number
of respects. He suggested that the Inquiry had been assisted by that representartion,
in particular in cross-examination of the Occidental management and those responsible
for the operation of the safety regime. The unions had borne a heavy burden of
expenditure. There were considerations of public policy in favour of not discouraging
trade unions and other bodies and persons of limited resources from participation in
public inquiries into matters of safety. He also drew my attention to recommendations
which the inspector had made in the investigations into (i) the King’s Cross
Underground Fire (in favour of the Fire Brigade’s Union and ASLEF); and (ji) the
Clapham Juncdon Railway Accident (in favour of the NUR, TSSA and ASLEF). 1
have carefully considered these submissions. In my view these submissions have merit,
parcticularly when 1t 1s borne in mind that, in regard to the opening up of matters of
possible criticism, Counsel to the Inquiry adopied a neutral position. Accordingly the
burden of exploring such matters fell to a large extent to the trade unions. On the
other hand not all the points which they sought to explore proved to be of assistance
to the Inquiry. While the matter of any payment out of public funds is entirely at the
discretion of the Secretary of State I recommend that these trade unions should receive
a contribution towards their costs. Having considered all the relevant factors I
recommend that 409, would be an appropriate proportion. If the Secretary of State
is disposed to make a payment out of public funds I recommend, in line with the
course proposed by counsel for the Trade Union Group, that the costs should be
taxed, failing agreement, by the Auditor of the Court of Session.
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Appendix B

List of Parties and their Representatives

The Inquiry

The Solicitor-General for Scotland (Mr A F Rodger QC), Mr T C Dawson QC,
Advocate-depute, Mr A P Campbell and Miss M Caldwell, Advocates; Mr A D
Vannet, Solicitor, Crown Office, Edinburgh.

Piper Alpha Trade Union Legal Group (comprising 2 firms of solicitors for the
representatives of 23 deceased and 8 survivors; and MSF and T & GWU).

Mr H H Campbell QC, Mr I Truscott, Advocate; Messrs Robin Thompson and
Partners and Messrs Allan McDougall & Co, SSC, both of Edinburgh.

Piper Disaster Group (comprising 154 firms of solicitors for the representatives of 142
deceased and 49 survivors; and the EETPU).

Mr R N M MacLean QC, Mr C M Campbell, Advocate; Messrs Balfour and
Manson, SSC, Edinburgh.

Occidental Petroleum (Caledonia) Lid, Occidental Petroleum Corporation, QOccidental
Perroleum (Great Britain) Inc, Texaco Inc, Texaco Britain Lid, Unton Texas
Perroleum Holdings Inc, Union Texas Petroleum Lid and LASMO (TNS) Lid
Mr J L Mitchell QC, Mr D G Monaghan and Mr D W Bartchelor, Advocates;
Messrs Paull and Williamsons, Advocates in Aberdeen.

Contractors’ Interests (representing the interests of 25 offshore contractors - Aberdeen
Offshore Services Ltd, Aberdeen Scaflolding Ltd, Bawden International Ltd,
British Telecom PLC, Caleb Brett International Ltd, Eastman Christensen,
Exploration Logging Lcd, W R Grace Ltd, Halliburton Manufacturing & Services
Ltd, Inspectorate (UK) PLC, Kelvin Catering Ltd, Leuven Services (Aberdeen)
Ltd, London Bridge Engineering Ltd, Macnamee Services Ltd, M1 Great Britain
Ltd, M B Services, McPherson Associates, Neyrfor UK Lid, N L Petroleum
Services (UK) Lid, Northern Industrial & Marine Services Ltd, Orbit Valve
Company Europe, Stena Offshore Ltd, Testwell Services Litd, Wood Group
Engincering Offshore Ltd, Wood Group Valve & Engineering Services Ltd).
The Dean of the Faculty of Advocates (Mr A C M Johnston QC), Mr R S Keen
and Mr H W Currie, Advocates; Mr D M G Russell of Messrs Simpson and
Marwick, WS, Edinburgh.

Score (UK ) Lid*

Mr M S Jones QC; Messrs McClure Naismith Anderson & Gardiner, Solicitors,
Glasgow.

Ingersoll-Rand Co Ltd*

Mr G N H Emslie QC, Mr P Atherton, Barrister and Mr ] R Campbell, Advocate;
Messrs Lace Mawer, Solicjtors, Manchester.

Dresser Rand (UK) Lid*

Mr D J D Macfadyen QC; Mr J R Foster QC (of the English Bar), Mr J G Reid,
Advocate; Messrs Elliotr & Co, Solicitors, Manchester.

Allison Gas Turbine*

Mr F H Bartlit of Messrs Kirkland & Ellis, Atwtorneys, Chicago; Miss S Mason,
Attorney; Messrs Dundas and Wilson, CS, Edinburgh.
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Department of Energy and Department of Transport

Mr J] M McGhie QC, Dr Lynda Clark QC; Mr A Williams of the Office of the
Solicitor to the Secretary of State, Scorrish Office, Edinburgh.

United Kingdom Offshore Operators Assocration Limited#
Mr A R Hardie QC; Messrs McGrigor Donald, Solicitors, Glasgow.

Notes:

The symbol * denotes that the representation was during Parc 1 only of the
Inquiry. The symbol # indicates that the representation was during Part 2 only.

In addition to the above the following were permitted to appear at the Inquiry:-

Miss Verity Jenner of Messrs Raeburn Christie & Co, Advocates in Aberdeen,
on behalf of NUMAST, on day 56 for the interests of Mr | W Sabourn; and
Mr N F Davidson, Advacate and Mr C R R Cowie of Macroberts, Solicitors,
Edinburgh, on days 64, 65, 66 and 129 for the interests of Texaco North Sea
(UK) Co Ltd.
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Appendix C

List of Witnesses in Part 1

o -

oMW

10.
11.
12.
13,

14.
15.
16.
17.
18.
19.
20.
21.
22.
23,
24.

26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.

37.

AMAIRA,E Z
ANSTOCK, C

ASHBY, AR
ATKINSON, F H
BAGNALL, GH
BAKKE, ] R DR

BALFOUR, D DR
BALLANTYNE, R H
BARCLAY, R W

BARR, |
BARRON, W P
BERRIFF, P

BETT, K E DR

BLAIR, D 1
BODIE, A
BOLLANDS, G
BRADING, J E
BRADLEY, M |
BRUCE, A C
BURNS, ]
BUSBY,F
CALDER, H |
CAREY, R F
CARR, W H

CARROLL, A M
CARSON, G
CASSIDY, N G
CLARK, A G
CLARK, M R
CLAYSON, P G
CLAYTON, W F
CLEGG, M
COMMON, R M
CORMACK, E ]
COTTER, J E
COX, R A DR

CRAIG, T A

Diver (Survivor)

Detective Inspector, Identification Bureau,
Grampian Police

Former Deputy OIM, MSV Tharos
Manager, Offshore Division, Lloyds Register
Lead Maintenance Technician, Occidental

Manager, Explosion Research Laboratories,
Christian Michelsen Institute, Norway

Director, Sieger Ltd
Electrician (Survivor)

Mechanical Fitter, formerly with Wood Group
Valve and Engineering Services Ltd

Diving Supervisor (Survivor)
Chargehand/Foreman Painter (Survivor)
Independent Television Producer

Senior Lecrurer, Deparument of Chemical
Engineering, Imperial College, London

First Mate/DP Operator, MSV Tharos

Offshore Safety Superintendent, Occidental
Production Operator (Survivor)

Chairman, Occidental Petroleum (Caledonia) Ltd
Rigger (Survivor)

Valve Technician, formerly with Score (UK) Ltd
Shift Supervisor - MCPO]1, Toual Oil

Driller (Survivor)

Helicopter Landing Officer (Survivor)
Instrument Technician (Survivor)

Director, John Wood Group PLC and Wood
Group (Engineering) Ltd

Inspection Diver (Survivor)

Second Engineer/Medic, MV Silver Pit
Instrument Technician (Survivor)
Maintenance Leadhand (Survivor)
Chief Process Engineer, Occidental
Former Safery Superintendent, Occidental
Scaffolder (Survivor)

Master, MV Lowland Cavalier

Site Admunjstrator (Survivor)

Police Constable, Grampian Police
Production Operator, Occidental

Consultant, formerly Chief Executive, Technica
Ltd, Consulting Scientists and Engineers

Valve Technician (Survivor)
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38.

39,

40.
4].
42.
43.
44,
45.

46.
47.
48.
49.
50.
51.

52.
53.
54.
55.
56.

57.
58.
59.
60.
6].

62.
63.

64.
65.
66.
67.
68.
69.

70.
71.

72.
73.

74.

75.
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CROSS, ] H
CUBBAGE, P A

CUNNINGHAM, K
DAVIDSON, ]
DAVIE, R A
DAVIES, M E DR
DIXON, J P

DRYSDALE, D D DR

DRYSDALE, ]
DUGUID, I
DUTHIE, D
ELLINGTON, D
ELLIOTT, D
ELLUL, I R

ENNIS, S O
FERGUSON, I
FLAWS, W J
FOWLER, I N
GIBSON, R

GOODWIN, B
GORDON, I M
GORDON, R McG
GORDON, T D
GRANT, P M

GRIEVE, E C
GRIEVE, ] H K DR

GRIFFITH, I L
GROGAN, G E
GUIOMAR, D
GUTTERIDGE, J L
HAFFEY, C A
HENDERSON, | S

HENDERSON, T A
HENDRY, W T DR

HILL,D |
HODGSON, S A

HUTCHISON, E

JACKSON, B

Managing Director, RGIT Survival Cenrtre Ltd,
Aberdeen

Consultant Scientist, Cremer and Warner Ltd,
Consulcing Engineers and Scientists

Diver (Survivor)

Operations Superintendent - Claymore, Occidenzal
Senior Consultant, Yard Lid

Managing Director, BMT Filuid Mechanics Lid
Painter, formerly of Wood Group Engineering

Lecturer, Unir of Fire Safety Enginecring,
University of Edinburgh

Production Operator, Occidental
Lead Roustabout (Survivor)
Detective Sergeant, Grampian Police
Rigger (Survivor)

Foreman Rigger (Survivor)

Consultant Engineer, Scientific Software-
Intercomp (UK) Ltd

Master, MV Sandhaven
Mechanical Technician (Survivor)
Deck Foreman, MSV Tharos
Joiner (Survivor)

Construction Engineer, Coflexip (UK) Ltd - MV
Lowland Cavalier (Photographs)

Chargehand Rigger (Survivor)

Chief Inspector, Grampian Police

Manager, Loss Prevention Deparunent, Occidental
First Mate/DP Operator, MSV Tharaos

Manager of Human Resources, Bawden
Internarional Ltd

Production Operator (Survivor)

Head of the Department of Forensic Medicine,
University of Aberdeen

Helicopter Pilot, British International Helicopters
Vice President Engineering, Occidental

OIM -MCPOI1, Tortal O1l

Toolpusher (Survivor)

Seaman, MV Silver Put

Commandani, Offshore Fire Training Centre,
Montrose

Lead Operator, Occidental

Former Head of the Department of Forensic
Medicine, University of Aberdeen

Crane Operator (Survivor)

Flight Lieutenant - 202 Squadron, RAF
Lossiemouth

Nautical Surveyor, Maritime Directorate,
Department of Transport

Rigger (Survivor)



76.

77.

78.
79.
80.
81.

82.
83.
84.
85.
86.
87.
88.
89.
90.
01.
92.
93.
94.
95.
96.

97.
98.

99.

100.
101.
102.
103.
104.
105.
106.

107.
108.
109.
110.

I11.

112.
113.
114.

115.

JEFFREY, P G
JENKINS, R D

JENNINGS, M H G
JOHNSEN, H K DR
JONES, ] M CAPT
KERR, E R

KHAN, M R
KILOH, AJ
KINRADE, D H
KONDOL, J M
LAMB, CW
LAMBERT, D
LEEMING, |
LETHAM, 1
LETTY, A D MacK
LLOYD, P
LOBBAN, W J
LOCKRWOOD, C
LYNCH,J
MACALLAN, J L
MCDONALD, A G

MCDONALD, J McG

MACDONALD,L M T

MCGEOUGH, F
MCGREGOR, R |
MACKAY, A J
MACKAY, T F
MCLAREN, W MclI

MACLEAN,R MacK C

MACLEOD, SR
MCNEIL, D A DR

MCNEILL, J P

MACPHERSON, C A
MCREYNOLDS, A D
MARSHALL,] G DR

MAY, D ] McD

MEANEN, | S
MENZIES,J A R H
MIDDLETON, A H

MIDDLETON, S ]

Consultant Engineer, Plessey Assessment Services
Lid

Senior Inspector, PED, Safety Inspectorate,
Department of Energy

Flight Information Logistics Officer (Survivor)
Managing Director, Perreco A/S, Norway
Managing Director, London Offshore Consultants

Radio Officer, British Telecom International; Wick
Radio Sration

Chemist (Survivor)

Deckhand, MV Silver Pit

Radio Operator (Survivor)

Deputy OIM, MSV Tharos
Mechanical Fitter (Survivor)
Scaffolder (Survivor)

Former OIM - Tartan, Texaco
Former Deck Hand, MV Sandhaven
OIM, MSV Tharos

Senior Electrical Engineer, Occidental
Warer Blaster (Survivor)

Iead Producrion Operator, Occidental
Lead Production Operator, Occidental
Production and Pipeline Manager, Occidental

Head of Telecommunications - North Sea,
Occidental

Rigger (Survivor)

Electronic Technician, UDI Group Ltd -MV
Lowland Cavalier (Photographs)

Safety Training Co-Ordinator, Qccidental
Mechanical Technician (Survivor)

Electrician (Survivor)

First Mate, MV Lowland Cavalier

Electrical Engineer Surveyor, Lloyds Register
Master, MV Loch Carron

Diving Superintendent (Survivor)

Senior Scientific Officer, Natjonal Engineering
Laboratory

Former Coxswain, MV Silver Pit
Master, MV Loch Shuna
Vice President - Operations, Occidental

Consulting Scientist, formerly with Burgoyne and
Partners

Senior Engineer for Pipelines and Structures,
Marine Department, Occidental

Scaffolder (Survivor)
Scaffolder (Survivor)

Noise and Vibration Consultant/Director, Anthony
Best Dynamics Ltd

Diver (Survivor)
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116.
117.

118.
119.
120.
121.
122.
123.
124.
125.

126.
127.
128.
129.

130.
131.
132.
133.
134.
135.

136.
137.

138.

139.
140.
141.
142.
143.
144,
145.
146.
147.

148.

149.

130.
.ROBERTS, G D

151

152.
153.
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MILLAR, A]J
MILLER, C A

MILLER, D A
MITCHINSON, W
MOCHAN, A H
MORETON, M D
MORTON, C I
MUIR, I F
MURPHY, P J
MURRAY, J

MURRAY, ]
NAYLOR, D E
NIVEN, C I
PALMER, A C DR

PARRYDAVIES, G P
PATERSON, E A MRS
PATERSON, R E
PATERSON, W N
PATIENCE, J A
PETRIE, ] R

PILLANS, G P
PIRIE, A

PLUMMER, CD

POUNTNEY, R ]
POWELL, A C M
PUNCHARD, E T R
RAE, S

RALPH, N E
RANKIN, A D
REID, M A
RICHARDS, G

RICHARDSON, S M
DR

RITCHIE, A
RITCHIE, A A

RITCHIE, C B

ROBERTS, K
ROBERTSON, G G

General Secretary, Professional DiversAssociation

Mobile Diving Unit Pilot, Aberdeen Offshore
Services - MSV Tharos (Photographs)

Security Manager, Occidental

Former Mate, MV Silver Pit
Superintendent Engineer (Survivor)
Production Supervisor - Tartan, Texaco
Master, MV Maersk Cutter

Former Second Mate, MV Loch Shuna
First Engineer, MSV Tharos

Relicopter Engineer, British Internarional
Helicoprers

Production Operator, Occidental
Driller (Survivor)
Diver (Survivor)

Managing Director, Andrew Palmer andAssociates
Ltd, Consulting Engineers

Diver (Survivor)

Former Process Chemical Engineer, Occidental
Welder (Survivor)

Chief Engineer, MSV Tharos

Lead Safety Operator, Occidental

Director of Safety, PED, Safery Direcrorate,
Deparunent of Energy

Senior Electrical Surveyor, Lloyds Register

Service Engineer, Wood Group Valve and
Engineering Services Ltd

Chief Engineer, Atkins O1l And Gas Engineering
Lid

Winchman - 202 Squadron, RAF Lossiemouth
Crane Operator (Survivor)

Diving Inspection Controller (Sutvivor)
Electrician (Survivor)

Foreman Rigger (Survivor)

Valve Technician (Survivor)

Lead Foreman (Survivor)

OIM(Back to Back) - Piper Alpha, Occidental

Senior Lecturer, Department of Chemical
Engineering and Chemical Technology, Imperial
College, London

Detective Superintendent, Grampian Police

Civil Engineer, Ritchie Sub-sea Engineering - MV
Lowland Cavalier (Photographs)

Managing Director, Score (UK) Ltd

Squadron Leader, RAF - Rescue Co-ordination
Centre, Edinburgh

Facilities Engineer - Tartan, Texaco
Safety Supervisor, Occidental



154.

155.
156.
157.
158.
159.
160.
161.

162.

163.

164.
165.
166.
167.
168.

169.
170.
171.

172.

173,
174.
175.
176.

L77.
178.
179.
180.
181.
182.
183.
184.

185.
186.
187.
188.
189.
190.

191.
162.

ROBINSON, D T

ROGERS, T
ROWAN, C ]
RUSSELL, ] B
RUTHERFORD, ]
SABOURN, ] W
SANDLIN, S B
SAVILLE, G DR

SCANLON, T |
SCILLY, N F DR

SCOTHERN, E
SEDDON, R H
SKIDMORE, M
SLAYMAKER, ] M
SMYLLIE, R J

SNEDDON, R G
STANDEN, R
STICKNEY, M E DR

STOCKAN, L W

STRACHAN, R DR
STREET, W R
SWALES, V

SYLVESTER-EVANS, R

TAIT, ]

TEA,D C
THOMPSON, D McR
THOMSON, M S
THOMSON, R G
THORNTON, P G
TODD, ACB
TUCKER, D M

TURNER, D J
WATT, A
WATTS, P C A
WELLS, ] V
WHALLEY, D
WILLIAMSON, R

wWOOD, A L
wWOOD, J O

Barge Clerk/Helicopter Landing Officexr, MSV
Tharos

Facilities Engineer, Occidental

Senior Diving Superintendent, StenaOffshore
Mechanical Fitter (Survivor)

Rigger, Wood Group Engineering Offshore 1.td
Former Master, MV Silver Pir

OIM - Claymore, Occidental

Deparunent of Chemical Engineering and
Chemical Technology, Imperial College,L.ondon

Offshore Superintendent, formerly with Wood
Group Engineering Offshore Ltd

Princjpal Specialist Inspector, Technology
Division, Health and Safety Executive

Instrument Technician, Occidental

Senior Maintenance Superintendent, Occidental
Senior Facilities Engineer, Occidental
Production Operator, formerly with MB Services

Senior Engineer, Cremer and Warner Ltd,
Consulting Engineers and Scientists

Operations Superintendent, Occidenta)
Senior Physicist, NOWSCO Well Services Ltd

Senior Systems Engineer, Hughes Aircraft
Corporation

ILead Process Operator, Flotta Terminal,
Occidental

Consultant, Aberdeen Induscrial Doctors
Director, Hollobone Hibbert and Associates Ltd
Derrickman (Survivor)

Associate Director, Cremer and Warner Lid,
Consulting Engineers and Scientists

Service Engineer, Score (UK) Ltd
Instrument Technician, Occidental

Rigger (Survivor)

Senior Engineer Surveyor, Lloyds Register
Industrial Cleaner (Survivor)

Assistant Firemaster, Grampian Fire Brigade
Maintenance Superintendent, Occidental

Fire and Loss Consultant/Senior Partner, Tucker
Robinson, Consulting Scientists

Managing Director, Camera Alive Lid
Valve Technician, Score (UK) Ltd
Chief Process Engineer, Kaldair Ltd
Diver (Survivor)

Team Leader, Score (UK) Ltd

Service Technician, Bran and Leubbe (GB) Ltd,
Pump Manufacturers

Fitter (Survivor)
Diving Technician (Survivor)
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193, WOOD, W P Ship Surveyor, Marine Directorate, Department of

Transport
194. WOTTGE, K R Facilities Engineering Manager, Occidental
195, WYNN, TP A District Staf{f Officer, HM Coastguard, Aberdeen
196. YOUNG, W H Instrument Technician (Survivor)

(Note: Three witnesses, MACKENZIE, I H - Scaffolder (Survivor), MILLER, H
J - Rigger (Survivor) and PAYNE, A G - Diver (Survivor), did not give
evidence at the Inquiry bur their statements were read out by Counsel to the
Inquiry at the end of Part 1.)
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Appendix D

List of Reports by Experts Submitted in Evidence in Part 1

I.

Andrew Palmer and Associates Limited

“Damage 10 4 inch condensate line in Module B of Piper Alpha Platform’ -
May 1989 - spoken to by Dr A Palmer

Anthony Best Dynamics Limited

“Investigation of noises heard prior to the first explosion” - September
1989 - spoken to by Mr A H Middleton

Atkins Oil and Gas Engineering Limited

“Study of Piper Alpha liquid carry-over to compressors scenario” - June
1989 - spoken to by Mr C D Plummer

BMT Fluid Mechanics Limited

“Airflow and gas dispersion study” - August 1989 - spoken to by Dr M E
Davies

Bran and Leubbe

“Investigation of the stroke settings of the six-head methano) injection
pump’’ - September 1989 - spoken to by Mr R Williamson

Camera Alive Limited
“Report on analysis of polaroid photograph of flange” - August 1989 - spoken

to by Mr D ] Turner
Chryristian Michelsen Institute

7.1 “Simulation of gas explosions in Module C, Piper Alpha” - November 1988 -
spoken to by Dr J R Bakke

7.2 ““Gas explosion simulation in Piper Alpha Module C using FLACS” -
Septemnber 1989 - spoken 1o by Dr J R Bakke

Cremer and Warner

8.1 ‘‘Preliminary review of potential causarion scenarios’ - January 1989

8.2 *‘Possible explanations for the prolonged flaring and venting on the Piper
Alpha platform after the initial explosion’ - June 1989 - spoken to by Mr R
Smylie

8.3 “Report on scenarios put forward by the Deparunent of Energy from scenario
C” - August 1989 - spoken to by Dr R Sylvester-Evans

8.4 *“Review of evidence relating to the initial explosion on the Piper Alpha
platform on 6 july 1988 - spoken to by Dr P Cubbage
Department of Chemical Engineering and Chemical Technology,

Imperial College

9.1 ““‘An appreciation of the operation of the reciprocating compressors used on
the Piper Alpha oil platform’ - June 1989 - spoken to by Dr K E Bett

9.2 ‘“‘Hydrate formation on Piper Alpha’ - June 1989 - spoken to by Dr S M
Richardson
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10.

11.

[2.

13.

14.

15.

16.
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9.3 ““Analysis of flows in Piper Alpha gas import and export lines” - June 1989 -
spoken to by Dr § M Richardson

9.4 ‘“‘Autoignition in line to site of PSV 504 on Piper Alpha” - August 1989 -
spoken to by Dr S M Richardson

0.5 “Gas and Jliquid leakage from line 2-P-524-4"-F15” - September 1989 -
spoken 1o by Dr S M Richardson

9.6 ‘‘Repressurisation of lines associated with condensate injection pump 2-G-
200A on Piper Alpha” - June 1989 - spoken to by Dr G Saville

0.7 “Leakage from line 2-P-524-4"-F15 to site of PSV 504 on Piper Alpha” -
August 1989 - spoken to by Dr G Saville

9.8 “Hydratefice formation and occurrence of low temperatures in flare, vent
and recycle lines on Piper Alpha” - September 1989 - spoken to by Dr G
Saville

9.0 ““Hydrate formation downstream of Joule-Thomson valve PCV 721" -
September 1989 - spoken to by Dr G Saville

9.10 “Overpressurisation of condensate injection pump 2-G-200B and associated
lines on Piper Alpha® - September 1989 - spoken to by Dr G Saville

9.11 “Failure pressures in discharge and safety valve lines from pump 2-G-
200B” - September 1989 - spoken to by Dr G Saville

Department of Fire Safety Engineering, University of Edinburgh

“Review of evidence relating to the development of the fire which followed
the initial explosion in module C” - August 1989 - spoken to by Dr D
Drysdale

Department of Forensic Medicine, University of Aberdeen

“Statement by Head of Deparument of Forensic Medicine, University of
Aberdeen” - August 1989 - spoken to by Dr W T Hendry

Dr J] G Marshall

“The Piper Alpha disaster - a preliminary report on the potential sources of
ignition’ - spoken to by Dr J] G Marshall

Health and Safety Executive

[3.1 “An assessment of the explosion effects, and conditions likely to give rise 10
such effects, on the Piper Alpha production platform’ - August 1988 -
spoken o by Dr N F Scilly

13.2 “An assessment of the explosion effects, and conditions likely to give rise 10
such effects, on the Piper Alpha producuon platform - Supplementary
report” - May 1989 - spoken 1o by Dr N F Scilly

Hollobone Hibbert and Associates Limited

“Feasibility of the recovery of subsea wreckage from Piper Alpha’ - January
1989 - spoken to by Mr W R Strect

Hughes Training and Support Systems Group

“Report of photograph processing and enhancement” - July 1989 - spoken
to by Dr M F Stickney Jr

Kaldair

“Technical study of the flare performance during the Piper Alpha incident” -
February 1989 - spoken 1o by Mr P C A Wartts



17.

18.

19.

20.

21.

22.

23.

24.

25.

London Offshore Consultants

“Preliminary report on the adequacy of the investigation and subsequent
report by Hollobone Hibberr and Associates Ltd entitled “Feasibility of the
recovery of subsea wreckage from Piper Alpha” > - February 1989 - spoken
to by Captain ] M Jones

National Engineering Laboratory

18.1 ‘“‘Leakage evaluanion tests on a weld-neck flange and blind flange assembly
in connection with the Piper Alpha Public Inquiry investigation” - July
1989 - spoken to by Mr R A Davie

18.2 “Assessment of the NEL flange leakage experimental results taken in
connection with the Piper Alpha Inquiry’’ - September 1989 - spoken to by
Dr D A McNeil

Nowsco Well Service (UK) Limited

“Leakage and related effects from a pipe under pressure’ - spoken to by Mr
F Standen

Petreco

“Investigation into hydrate properties and their possible formation within
the Piper Alpha production process’™ - September 1989 - spoken to by Dr
H K Johnsen

Plessey Assessment Services

“Piper Alpha liferaft investigation” - April 1989 - spoken to by Mr P G
Jeffrey

Scientific Sofrware-Intercomp

“Hydraulic study of pipelines associated with the Occidental Piper Alpha
platform” - December 1988 - spoken to by Dr I Ellul

Sieger Limited
“Report on gas detection’ - spoken to by Dr D Balfour

Technica, Consulting Scientists and Engineers

24.1 “Investigation of blast resistance of firewalls” - August 1988 - spoken to by
Dr R A Cox

24.2 “Investigation of blast resistance of firewalls - Supplementary Report’ -
May 1989 - spoken to by Dr R A Cox

24.3 “Extent of damage caused by the initial explosion and probable effects on
critical systems” - June 1989 - spoken to by Dr R A Cox

24 .4 “Projectile effects of firewall disintegration™ - June 1989 - spoken to by Dr
R A Cox

24.5 “Investigation of failure times of Tartan gas riser due 10 varying heart loads”’ -
June 1989 - spoken to by Dr R A Cox

Tucker Robinson

“Report on the examination of the fire and smoke damage in Piper Alpha
accommodation modules, east replacement quarters and additional accommo-
dation west’” - June 1989 - spoken to by Mr D M Tucker
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Appendix E

List of Witnesses in Part 2

(and the subject matter of their evidence)

1.

11.

12.

ADAMS, A ]

ALLEN, C S

ASHWORTH, M

BANKS, R P

BAXENDINE, M R

BOOTH, M ]

BRANDIE, E F

BROADRIBB, M P

CHAMBERLAIN, G A
DR

COX, R ADR

CUNNINGHAM, AW T

DALZELL, G A

Principal Pipeline Inspector, Safety Directorate of
PED, Department of Energy
Pipeline Isolation Systems including Subsea
Valves

Head of Alwyn Safety, Total Oil Marine PLC
Application of Computers to Permit to Work
Systems for Offshore Installations

Senior Coutrol Engineer, BP International
Process Control and Emergency Shutdown
Systerns

Supervisor of Engineering Design and
Construction, Chevron (UK) Lid
The Qualifications and Qualities required in an
Offshore Maintenance Supervisor

Offshore Installation Manager, Shell (UK)
Exploration & Production Ltd
Command Structure in an Emergency

Head of Operations Safety, Shell (UK)
Exploration & Production Ltd
Escape Routes to the Survival Craft and the
Helideck on Offshore Installations

Safety and Compliance Manager, Chevron (UK)

Ltd, Chairman of UKQOOA Fire Protection

Working Group, representative of CBI on OIAC
Factors for Enhancing the Integrity of Offshore
Safe Haven Areas. An Alternative to Standard
Firewater System Designs for UK Sector
Offshore Installations

Central Safety Engineering Superintendent, BP
Exploration
Subsea Isolation Valves - The BP Approach

Technical Leader of Explosion Protection Review
Task Force, Shell (UK) Exploration & Production
Lid
The Nature and Miugartion of Vapour Cloud
Explosions

Consulting Engineer, formerly Chief Executive of
Technica Ltd
Overview of Quantified Risk Assessment

Occupational Health and Safety Officer, EETPU
Safety Representatives

Fire and Safety Engineer, BP International,
Member of UKOOA Fire Protection Working
Group
The Prevention of Smoke Ingress into Offshore
Accommodation Modules
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.
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DANIEL,JJS

DAVIES, GH

DAY, ]

DE LA PENA, M

DENTON, A A DR

DOBLE,P A C

DREW, B C

ELLICE, K A]

ELLIS, A F DR

EVANS, ] D

FERROW, M

FLEISHMAN, A B

GILBERT, R B DR

GINN, M C CAPT

GORSE, E ]

HEIBERG-
ANDERSON, G

Director, Hollobone Hibbert & Associates Ltd,
Chairman of the Standby Ship Operators
Association Lrtd

Standby Vessels

Area Director, Health and Safety Executive,
Mersevside & Cheshire Area
Permits to Work

Head of Electrical Engineering, Shell Exploration
& Producrtion Lid, Member of UKOOA Electrical
Sub-commitree

Electrical Power for Emergency Systems

Divisional Director, Environmental & Safety
Products Djvision, Dowity PLC
Smoke Hoods

Chairman, Noble Denton International Ltd, Vice
President of the Institution of Mechanical
Engineers

Quality Management Systems

Deputy Project Manager, Kittiwake Project, Shell
(UK) Exploration & Production Ltd
The Means of Prevenring and Mitigating the
Effects of an Explosion - Kittiwake Project

Chief Surveyor, Marine Directorate, Department
of Transport
Code for Assessment of the Suitability of
Standby Vessels

Training Manager, BP Exploration
Training of Offshore Installation Managers

Depury Chief Inspector, Technology Djvision,
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Appendix F

Supplementary Material on Chapter 3

F.l A descriprion of the Piper Alpha platform was given in Chaprer 3. Further
information on certain detailed features is given here.

Centrifugal compressors

F.2 There were 3 parallel centrifugal compressor trains. The A train consisted of
a sucrtion scrubber, a centrifugal compressor, 1-K-105A, a gas cooler, and a discharge
scrubber; the B and C trains were similar. Each compressor together with its turbine
was housed jn its own separate compartment ac the extreme east end of C Module
and the associated equipment was located on the centrifugal compressor gas skid
inboard of the compressors themselves.

F.3 The function of the suction scrubber was 1o remove any condensate droplets
not removed in the condensate knockout drum and carried forward. In normal
operartion there would be virtually no condensate removed at this point. Condensate
would be formed, however, following compression and cooling and this condensate
was removed in the discharge scrubbers. There was a leve] controller on each discharge
scrubber.

F.4 Each compressor was driven by its own gas turbine. Air entering the first
section, the gas generator, was compressed, fuel gas was then injected and the resultant
mixture burnt and then expanded through 2 sets of turbines, the first to drive the air
compressor just referred to, and the second, the power turbines, to drive the centrifugal
compressors. The exhaust gases from these turbines were vented through tall exhausts
at the east face of the module. The rurbines were supplied with fuel gas from the fuel
gas system. The fuel gas line within the turbine compartment included a hose section.

F.5 The compressor trains were equipped with gas operated valves (GOVs) 1o allow
them to be shut in. There were a considerable number of trips on the turbines or the
compressors themselves, including high gas discharge temperature; high suction and
discharge scrubber levels; bigh and low fuel gas pressure; enclosure high temperature,
fire and gas (50°, LEL); seal and lube oil systems; and vibration. There was a seal oil
system on each compressor to prevent gas escaping. On shutdown of the compressor
the seal o1l system would also shut down, though after a ume delay. If the compressor
was still pressurised, gas could escape and therefore on shutdown the compressor was
automatically vented. There were recycle loops on the compressors and anti-surge
controls to maintain the flow of gas through the machines by recycling and thus
preventing them going into surge conditions.

F.6 Each compressor set was housed jn an individual enclosure, made of steel sheer,
the gas turbine and the compressor being in separate compartments of the enclosure,
separated by a bulkhead, wich the turbines outboard. The turbine compartment had
double doors on the south side and the compressor compartment a single door also
on the south side. The controls for the compressor, and its turbine, were on a local
control panel, which was situated on the west side of the enclosure.

F.7 The turbine air intakes and exhausts and the enclosure ventilation are shown
in Fig F.1. Air was drawn in to the turbine intakes through filter-silencer unijts with
inlets located on both north and south sides at the east end of the turbine compartment.
Burnt gas passed out through the exhausts, the outlets of which were high up, facing
east, on the ecast side. Air for the ventilation of both turbine and compressor
compartments was taken in ar a south-facing intake ar the east end of the enclosure.
The source of this air was outside the module and from a safe area. Ventilation air
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from the turbine compartment passed our through a duct which rerminated on the
east side, while air from the compressor compariment passed out into the module
through louvres on that compartment.
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Fig. F.] Ventilation system of the centrifugal compressor and gas turbine enclosures.

F.8 The venulanion system was designed to trip if the compressors stopped, bur it
was fitted with a time delay relay which permitted the ventilation to continue running
for 2 hours after the turbine and compressor were shut down. However, if the gas
detector at the ventilation air inlet registered a high gas alarm, both the compressor
and vencilation systems would shut down immediately. The setting of this alarm was
said to be 50%, LEL, as for the turbine and compressor compartments, but this was
not confirmed.

EF.9 The compressor enclosures were about 10 ft high and stood on the solid deck
of the module. There was a grating 2 ft above the deck and around the compressor
sct enclosure. Abour 3 ft to the west of the centrifugal compressor enclosure the solid
deck sloped up and joined the grating. It then ran at that level unnl it reached the
reciprocating compressors, after which it dropped 2 ft again and continued thus to
the west side. Therc was no connecnon through which gas could flow at deck plate
level from the east to the west side, because of the rise part way through the module.
There was a half-door, starting at 3 ft and ending at 10 ft up, between the compressor
encJosure and firewall on compressor C and between the 2 enclosures of C and B
compressors, at the east end of the turbine filter-silencers and another door at the
west end of these; the arrangements between the other compressors were not explored.
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Reciprocating compressors

F.10 There were 2 parallel trains of reciprocating compressors with first and second
stage compression. The first stage of the A train consisted of a suction scrubber, a
reciprocating compressor, 1-K-103A and a gas cooler. The second stage of the A train
consisted of a suction scrubber, and a reciprocating compressor, 1-K-103A (again);
there was no gas cooler. The B train was similar. These compressors were located in
the middle of C Module.

F.11 Following first stage compression the gas followed different paths, depending
on whether the operational mode was phase | or phase 2, but in both cases it then
entered the suction of the second stage.

F.12 The 2 stages of compression in each train were performed by a single machine.
These were large machines: the motor and machine cogether were said to be about 35
ft long and the machine itself weighed some 70 tons. The associated equipment was
located around the compressors. Each compressor was driven by an electric motor.
The compressor consisted of 6 cylinders: 3 on the first stage and 3 on the second; the
cylinders were double-acting. Each machine was oriented with its frame end to the
south.

F.13 On each compressor tramn there were GOVs to allow it to be shut 1n and a
number of trips which would operate to shut down and isolate the machine. There
was a recycle loop around the first stage of each compressor and 2 recycle loops around
the second stage, one through GOVs 903 and 905 and one through PCV 746. Some
of the cylinders on each compressor were fitted with an unloader, a device which holds
open one of the valves and thus prevents compression occurring. On the first stage
the ends of the cylinder near the frame could not be unloaded but the outboard ends
could. On the second stage 2 of the 3 cylinders could be unloaded on the outboard
ends, but 1 cylinder could not be unloaded at all. The ability to unload and recycle
gas around the compressors gave the flexibility to operate at Jow gas flows and 1o
reduce the flow of gas going forward and the condensate produced. The controls for
unloading and recycling were beside the machines in C Module. Unloading 2
compressor and putting it on recycle involved switching 7 switches: 3 unloaders and
a recycle valve for the first stage, 2 unloaders and a recycle valve for the second.

F.14 In phase 2 operation the first stage reciprocating compressor capacity could
be boosted by the use of the reciprocating compressor, 4-K-803, the SEPCO, or
Worthington, compressor, located in the GCM, which was operated in parallel with
the other 2 machines. Gas was taken to this compressor from the centrifugal compressor
discharge and was discharged by it to the inlet of the molecular sieve driers, where it
joined the gas from the first stage of the other 2 reciprocating compressors. The
SEPCO compressor was used mainly as a back-up.

JT flash drum and other condensate collecting vessels

F.15 Condensate in the gas leaving the separators was knocked out in the condensate
knockour drum and pumped back to the separators by 2 condensate transfer pumps.
There was a high level trip on the drum, which would shut the ESVs at the inler of
the separators, to prevent carryover of condensate into the flare system. The condensate
knockout drum was located north of the test separator at the east end of B Module
and the condensate transfer pumps were next to the drum.

.16 The condensate suction vessel, 2-C-202, collected condensate from the
centrifugal compressor suction scrubbers. The level of condensate in the vessel was
controlled by level control valve LCV 725. The condensate passed to the JT flash
drum, entering the inlet pipe just downstream of the JT valve. The condensate suction
vessel was located at the 68 ft level between the JT flash drum and the condensate
injection pumps. The vessel was positioned as close to the ceiling of this level as
possible in order to provide maximumn net positive suction head to the condensate
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booster pumps. There was a balance line from the top of the condensate suction vessel
to the header for the centrifugal compressor discharge scrubbers. The JT valve was
in the cetling of the 68 fr level ar the extreme east side.

F.17 The JT flash drum, 3-C-701, located on the 68 fu level, was a condensate
knockour and surge vessel which had somewhar different functions in the 2 modes of
operation. In phase | operartion it operated at a pressure of 665 psia and received
condensate from the JT valve, PCV 721, and from the condensate suction vessel. The
gas from the drum then passed to the suction of the second stage reciprocating
compressors and the liquid to the condensate pumps. Somewhat more than haif the
condensate entering the drum came from the JT valve. A pressure diflerential of some
30 psi was maintained between the condensate sucrion vesse! and the JT flash drum
by differential pressure control valve DPCV 723A,B which controlled a flow of gas to
flare. The pressure differencial allowed condensate 10 flow from the condensate suction
vessel 1o the JT flash drum. This vessel acted as a surge tank supplying the condensate
pumps. The level of condensate in the drum was maintained by a level controller
which controlled the speed of the condensate injection pump. There was a low level
trip on the drum which stopped the condensate injection pumps to protect them
against operanon without any liquid intake. There was also a high level alarm, but no
trip. This alarm was displayed on the local control panel and also as a common alarm
in the Control Room.

F.18 In phase 2 operation the JT flash drum acted simply as a surge vessel for the
condensate pumps and operated at a lower pressure, about 260 psia, and a1t 57°F. The
JT valve was closed but served as a pressure relief valve to flare. DPCV 723A,B was
set up in a different mode to act as a pressure control valve rather than as a differential
pressure control valve.

Condensate injection pumps

F.19 Condensate from the JT flash drum was pumped into the MOL by a pair of
condensate booster pumps in series with a pair of condensate injection pumps. The 2
condensate booster pumps, 3-G-701A,B, were centrifugal pumps; they raised the
pressure to 670 psia and discharged to a common header. There was normally one
pump operating and one on standby.

F.20 The condensate then entered the condensate injection pumps, 2-G-200A,B,
shown in Fig J.9. The condensate injection pumps were single-acting, reciprocating,
positive displacement pumps driven by an electric motor through a variable speed
drive. They werc supplied by Thyssen Maschinenbau Ruhrpumpen. The pump
package consisted of an injection pump, an electric motor, a torque converter, a
reduction gearbox, a control panel and a lubricating oil system; the torque converter
was also referred 10 as the Voith coupling. The pumps had common suction and
discharge headers.

F.21 Each condensate injection pump consisted of 3 horizontal cylinders, pistons,
mlet and outlet valves, and suction and discharge manifolds. The reciprocating acrion
alternately raised and lowered the pressure in each cylinder, causing it to fall below
that in the suction header and draw in condensate through the suction valve and then
raising it above the pressure in the discharge line into which it then flowed through
the discharge valve; the 2 valves were spring-loaded to close.

F.22 The pump motor was a 500 hp constant speed induction motor with a nominal
full load speed of 1725 rpm. The output shaft of this motor entered a torque converter.
The output shaft from rthis converter passed into a gearbox which effected a 12.5:1
reduction in rhe rotational speed. The output shaft from this gearbox then drove the
crank on the purnp. The maximum pump speed was therefore 138 rpm. The torque
converter, or Voith coupling, was a device by which power was transmitted from a
dniven input shaft to an output shaft by transfer of fluid between an impelier on the
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input shaft and a turbine wheel on the outpur shaft. The amount of torque transmitted
was controlled by guide vanes which adjusted the flow of the fluid.

F.23 The pump speed, and hence pumping rate, was controlled by level controller
LIC 720 on the JT flash drum. There was a selector switch on condensate control
panel JCI* 057 which allowed control to be exercised instead by the level controller
of the condensate suction vessel, but it appeared to have fallen into disuse. The level
controller altered the set point of the speed controller SC 501 on pump A or SC 502
on pump B; the speed controller then altered the guide vane setting of the rorque
converter. Panel JCP 057 was located just to the east of A pump.

F .24 Each pump was provided with an isolation or shutdown GOV on the inler and
another on the outlet, the suction and discharge valves on A pump being GOV 5005
and GOV 5006 and those on B pump being GOV 5007 and GOV 5008, respectively.
On the suction side rthere was a manual isolation valve upstream of the GOV and a
pulsation dampener downstream of it. On the discharge side there was a pulsation
dampener, a high pressure trip and then an NRV upstream of the GOV.

F.25 The function of the GOVs was to effect automaric isolation of the pump, The
valves were pneumatically operated ball valves, the suction valve being 8 inch and the
discharge valve 6 inch. Each valve was an air-to-open valve which would close on loss
of air pressure.- The pumps had a number of trips which would cut off power to the
motor. There were trips on low suction pressure, high discharge pressure, lube oil
failure, seal failure, high motor winding temperature, high motor or pump bearing
temperature and high vibration. A pump trip would also cause closure of the GOVs,
thus 1solating the pump. If a pump trip occurred so that the GOVs closed, it was
necessary in order to restart the pump to reset the GOVs. This was done from panel
JCP 057.

F.26 The function of the pulsarion dampeners was to smooth out the pressure
fluctuation caused by the reciprocating actuon of the pumps. They were essentially
spherical vessels divided by a rubber diaphragm, which in normal operation was
precharged on the upper side with nitrogen. Both suction and discharge dampeners
had a volume of 75.7 lirres.

F.27 There were 2 methods of electrical isolation of the pumps: Jocking ofl and
racking out. Locking oft involved locking off the isolation switch for the pump; the
power from the 120 V AC UPS to pane! JCP 057 remained on. Racking ourt involved
pulling out the switchgear rather like opening the drawer of a filing cabinet; this cut
off power 10 the panel. There was a manual pilot latch valve, or push-pull burtton,
supplied by the power supply to JCP 057, which could be used to open the GOV. If
there was power to the panel, the pilot latch valve when pulled would remain out,
whilst if there was no power, it would not, and would need 10 be held out.

.28 The pump local control panels JCP 043 and 044 were located at the north-
east corner of each pump. The pump start buttons were at these panels. The suction
and discharge GOVs on each pump were both on its south side, the discharge valve
1o the west of the suction valve, the 2 valves being about 2 ft apart. The push-pull
buttons for the 2 valves were near the discharge GOV. Each pump had a lube oil
package. Local alarms for the lube oil system on each pump were given on its local
control panel.

F.29 There was no local alarm indication for low suction pressure or for high
discharge pressure, either on panel JCP 057 or the local pump panels.

F.30 The discharge manifold was integral with the pump itself. The discharge line
was taken off one side and the relief line off the other. In the original design the
pressure safety valve was mounted on rhe pump itself, but as installed the PSV was
on a relief line, as described below.
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F.31 The pressure safety valves PSV 504 and 505, on pumps A and B respectively,
were located in C Module. It was understood that the PSVs had been arranged in this
way to prevent water reaching the valve and causing corrosion. There were manual
1solation valves on the discharge lines from the PSVs. These lines then entered a
common line, which had another manual isolation valve on it and which rerurned to
the condensate suction vessel.

F.32 The relief line from the A pump to PSV 504 was line 2-P-524-4"-F15. The
line coding indicates thart the pipe was 4 inch diameter and pressure rating F15, which
was the Bechrtel code for a 900 1b rating. The corresponding working pressure was
2160 psi. The rating of the pipework flange on the upstream side of PSV 504 differed
between drawings, being in some cases F15 and others G15, corresponding to 900 lb
and 1500 Ib raring, respectively.

F.33 Condensate from the discharge header of the condensate injection pumps
passed through PCV 511. The purpose of this valve was to mainrtain a pressuce
sufficient o prevent flashing off of the condensate if the pressure in the MOL fell,
essennally a pressure greater than that in the JT flash drum. PCV 511 was locared
towards the west end of the 68 ft level.

F.34 The volume of the pump system when shut in by the GOVs, taking account
of the volume of the pulsarion dampeners, comprised the volume of the pipe between
the suction GOV and the pump, that of the pump irself, that between the pump and
the discharge GOV (or strictly the NRV) and that of the relief line, and was some 400
litres. For a condensate density of 500 kg/m>, the mass of condensate shut in would
be 200 kg.

Methanol injection system

F.35 The main methanol injection pump, 3-G-702, was a 6-head injection pump
and was located on the skid deck to the east of rthe dniling derrick and north of the
deoxygenation towers. Plate 25(b) shows a photograph of the front view of the pump
taken ar Peterhead. For the installed pump this was the view looking north. The
methano!l supply came from a methano) tank, 2-C-201, which had a capacity of about
600 gallons and was kept filled from transportable containers. There was in addition
an air-driven methanol pump, 2-G-201, the so-called “windy”* pump, which supplied
a further set of injection points. There were also 2 pneumatic pumps, the Williams
pumps, which could be connected for use as back-ups. The location of the methanol
injection points on the plant is shown in Fig J.8. On 6 July there were 2 injection
points upstream of the JT valve, one the normal injection point fed from the main
methanol pump head D and one a temporary injection point fed by a hose from head

F.

Gas flaring

F.36 Gas between the production separators and rthe inlet of che centrifugal
compressor system could be sent to flare through PCV 51/1,2. Gas from the outler of
that system could be sent to flare through PCV 1000A,B. There was at the same point
a take-off of gas for fuel gas. Gas between the JT flash drum and the second stage
reciprocating compressor systerm could be sent to flare through DPCV 723A,B. Gas
from the second srage reciprocating compressors went 3 ways; o serve as lift gas,
MCP-01 and through PCV 945 o flare.

Control Room
Condensaie injection pump displays and alarmns

F.37 The status of the condensate injection pumps was indicated in the Control
Room by lights on the mimic panel. There were 2 status lights, a red running light
and a green shutdown light, and normally one or other of these lights would be on.
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There was also on the mimic panel an amber alarm light which came on whenever
there was a change in the status of a pump. For example, the amber light would come
on if the pump was running and then stopped. In this case the green stop light would
also come on. If the operator accepted the alarm, the buzzer would cease and the
amber light would stop flashing. If he tried to reset the alarm, the amber light would
sull remain on because the alarm condition still existed. The amber light might remain
on even if equipment was electrically 1solated, because it had a separate electrical
supply. The effect of stopping the pump and effecting electrical isolation by locking
off a pump would be that the red running light would go out and the amber stop light
would appear on the mimic panel. The effect of stopping the pump and effecting
1solation by racking our would be 1o extinguish both red and green lights. The amber
light would be illuminated when the pump stopped bur would go out if the alarm
were accepted and reset. An amber light on a pump could mean one of 3 things: that
the pump had stopped; that it had been isolated by locking off; or that it had been
isolared by racking our and that the alarm had not yet been reser.

Electrical supply system
Uninterrupted power supplies

F.38 Tables of the items supplied by the UPS systems were given in the Petrie
Report (Tables 1-4). These had been reviewed by Occidental and were confirmed to
be comprehensive. The items supplied by the D Module 125 V DC UPS are shown
in Table F.1. They included emergency lighting in the accommodation and the HVAC
system and dampers. They also included post Jube oil pumps which supplied lubrication
during the rundown period of certain items of rotating equipment. Table F.2 lists the
items supplied by the D Module 120 V AC UPS. They included the general
alarm/personal address (GA/PA) system and emergency telephones as well as the F&G
system, which also included the solenoid valves for automatic activation of the fire
water deluge sets. There were 2 further UPSs in the Utility Module, a 125 V DC and
a 120 V AC UPS. The items supplied by these are listed in Table F.3.

Hazardous area classification
F.39 For the purposes of hazardous area classification the codes define 3 zones:

Zone O - A zone in which an explosive atmosphere is continuously present or
present for long periods.

Zone 1 - A zone in which an explosive atmosphere is likely to occur in normal
operation.

Zone 2 - A zone in which an explosive atmosphere is not likely to occur in normal
operation and if it does will only exist for a short time.

A safe area is one in which an explosive atmosphere is not expected to occur. Hazardous
area classification does not fully protect against ignirion of a large leak, which may
find an ignition source beyond the classified area.

F.40 Electrical equipment for use in Zones 1 or 2 is designed so that it does not
constitute a source of igmition. The standard of safeguarding applicable to Zone 2 is
lower than that applicable to Zone 1, because risk of a flammable mixture being present
is less.

F.41 Diagrams showing the hazardous area classification of the platform were
presented. On the production deck A-C Modules were Zone 2 areas, except for a small
Zone 1 area in B Module near the production header, but for C Module the walkways
at both the west and east ends and the air intakes of the centrifugal compressor
turbines at the latter side were safe areas. D Module was a safe area. Most of the 68
ft level was a Zone 2 area, except for small safe areas at the north landing on the west
side, the north-west corner, the north-east corner, and for part of the produced water
area on the east side.
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Gas detection system

F.42 The gas detection system is described in outline in Chapter 3. Further decails
are given here on the gas detecrion system in C Module with special reference to the
information necessary to interpret the cvidence on rthe gas alarms, including that
bearing on the time dclay of the detectors and the possibility of a detector not
registering the gas cloud. Evidence on the gas detectors was given by 2 of the Occidental
technicians responsible for the F&G detecrion system, Mr E Scothern and Mr D C
Tea, and a representative of the gas detector manufacturers, Sieger Ltd, Dr D Balfour.

Location of gas detectors

F.43 The location of the gas detectors in C Module 1s shown in Fig J.10 and in
Table F.4. On the height of gas detector G101/2 there was a conflict between the
evidence of Mr Scothern and Mr Tea, the former putring it near the roof and the
latter some 2-3 ft above floor level. Counsel to the Inquiry submitced that in so far as
Mr Scothern had not been dealing with the system since 1987, whereas Mr Tea had,
the latter’s cvidence was o be preferred.

Types of gas derector

F.44 The gas detectors were Sieger detectors types 770, 780 and 910. Type 910
was the most modern type and it was policy to replace any detector which fell to be
replaced with this type. The fearures of the types 780 and 910 detectors were described
by Dr Balfour. The principle of operation of the sensor was the catalytic oxidation of
the hydrocarbon gas on a caralyst bead and the measurement of the change in resistance
of the bead caused by the heat evolved in the reacrion. The gas passed to the sensor
through a sinter filter. The detector was held in a weather protecuion housing.

Composition and LEL of potential gas leaks

F.45 The streams which had potential 10 leak into the module were essentjally
natural gas and condensare. These are often approximated by methane and propane,
respectively. The LELs of methane and propane are 5% and 2.1Y%,. The actual
compositions of the hydrocarbon sireams at the suction of the first stage of the
reciprocating compressors and of the second stage of the reciprocating compressors
and at the discharge of the condensate injection pumps as given by Dr Balfour are
shown in Table F.5. The LEL of a gas mixture may be estimated using the Le
Chatelier equarion. Dr Balfour’s estimates using the Coward and Jones form of this
equation were 3.54%,, 3.81%,, 2.16", and 2.34", for streams at positions 170, 220
and 350, cases A and B, respectively. It may be noted that the LEL 2.16%, for the
stream at position 350 for case A is very close to the LEL of 2.1%; for propane.

Gas detector sertings

F.46 The gas derectors were calibrated for methane but were used to detect other
hydrocarbons also. The low alarm setting was 159, of the LEL for methane and the
high alarm setting 75°, of the LEL. For methane these settings therefore correspond
to concencrations of 0.75°%, and 3.75°,, respectively. On a gas detector calibrated to
read 1007, full scale for 100°, LEL of methane, the gas stream at position 350 would
read 64.5°, and 69.3°, full-scale for cases A and B, respecrively.

Gas detector dynamic response

F.47 There is a small time lag before a gas detector registers the gas concentration
to- which 1t 1s exposed. This lag is ofren characterised by the response time, the time
for the reading to rise to 907, of its final value when subjected 1o a step change in the
concenrtration. Dr Balfour gave the response times of the type 780 sensor as 19 and
24 seconds for methane and butanc and those of the 910 sensor as 22 and 27 seconds
for these 2 gases, respectively. An alternative parameter used to characterise the
dynamic lag is the time constant. Taking from the above an estimate of the response
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time for propane of 23 seconds, the corresponding time constant is some 10 seconds.
The actual response of the detector to a gas cloud depends on the way in which the
concentration changes with time. If what the detector sees is a sudden step change, 1t
responds rapidly. For a change in concentration from zero to 15%, LEL the times to
low gas alarm given by Dr Balfour for both types of detector on both gases were less
than 2 seconds. If the derector sees a ramp, or linearly increasing, input of concentration,
then, after an initial transient, its output lags its input by a time equal to the time
constant. The figures given by Dr Balfour apply to new detectors. Dr Balfour stated
thar detectors brought back from the field and tested again in laboratory conditions
had behaved as did new detectors, but neither he nor the Occidental witesses
questioned were able to give any information on the dynamic response of detectors
tested in the field.

F.48 Since the principle of operation of the detectors used was the measurement
of the heat evolved consequent on the catalytic combustion of the hydrocarbon gas
with air, there was a theoretical possibility that if the detector were flooded with pure
gas, so that the concentration passed almost instantaneously from zero to 100Y;, the
detector might not register an alarm. Dr Balfour stated that in fact there is a delay
introduced by the diffusion of the gas through the filter and thar the detectors do
respond even when flooded. The effect of a jet of liquid condensate was also considered.
In this case Dr Balfour believed that the detector would be protected by its weather
protection housing.

Gas detector reliability and disabling

F.49 The reliability of the gas detectors was explored both with Dr Balfour and
with Occidental personnel. Dr Balfour referred to the blocking of the filters by salt
crystals, wind-borne particles, water or even fire-fighting foam, and to contamination
of the catalyst by silicon and other chemicals. Silicon poisoning had been a problem,
but steps had been taken and the problem much reduced. Any failure of the detectors
would be unrevealed and it was therefore necessary to test them periodically. Some
field data which his company had obtained showed a mean time to failure of about 10
years. Mr Tea had experienced deterioration of detectors in the turbine enclosures
due to heat and in the accommodation due to silicone polish sprays. Usually when a
detector was out of calibration, it was possible to make a small potentiometer
adjustment. Qutright failure was rare, but he could nort put a figure on it. The interval
between calibration tests was 4 months.

F.50 Mr Tea explained thart it was possible to disable individual gas detector zones
by “pinning our”’, which involved inserting a pin into the module for that zone at the
back of the control panel. This was not itself logged, though the work being done in
the zone would be.

Emergency shutdown system

F.51 Various terms were used to describe a complete ESD of the platform, including
platform emergency shutdown (PESD) and overall emergency shutdown (OESD), the
latter being used particularly in the phrase “‘electrical OESD”. The 2 had essentially
the same meaning and are referred to here as PESD.

Acnvation of PESD

F.52 Alcthough there were separate pneumatic and electrical ESD systems, activation
of one resulted in activation of the other so that the final effect was the same. Pneumatic
PESD was initiated by loss of pressure in the pneumatic pressure loop due to melting
of a fusible link. It was also activated by the action of the electrical ESD system. De-
energisation of the latter caused depressurisation of the pneumatic pressure loop by
activation of solenoid valves. A third way in which the pneumatic Joop might be
activated was loss of instrument air pressure. The electrical OESD, or PESD, system
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consisted of a bank of relays in the Contro]l Room which were held energised when
the plant was operaring. They were de-energised by loss of power from the 125 VDC
system, The electrical OESD was also activared by the acrion of the pneumaric ESD
system by de-energisation of the relays. It was stated thar loss of the main power
supply would cause a PESD, burt the mechanism by which this occurred was not
clearly established.

F.53 PESD was activated automatically by a limited number of major process
upsers. An example given was high pressure on the MOL., caused perhaps by closure
of a valve at Flotta, which would trip the MOL pumps and lead 10 a PESD. On the
other hand shurdown of a major item of equipment did not necessarily involve a
PESD. High level in one separator would cause shurdown of that separator and of its
associated wells, but not shutdown of the platform.

F.54 As far as concerns fire, there was no mechanism other than the fusible links
by which fire would acrivate the PESD. Neither a gas alarm nor a fire alarm would in
itself initiate an ESD.

F.55 Detecuon of gas at equipment located in a safe area acuvated shutdown of
that equipment. This applied to the main generarors and in this case the loss of main
power would lead to a PESD.

F.56 PESD could be activated manually from the Control Room or from manual
push-burtions (break-glass time switches) at 20 locations on the platform. The procedure
was that anyone aware of a possible hazard should conrtact the Control Room, bur the
purpose of having manual ESD points distributed around the platform was so cthat
personnel could effect shutdown without having to communicare with anyone else and
all operating personnel had the authority to initiate a PESD.

Effects of PESD

F.57 One effect of an electrical PESD was 1o depressurise the pneumatic pressure
loop and so initiate a pneumatic PESD also. Likewise, one effect of a pneumacic PESD
was 1o de-energise the electrical PESD system.

F.58 On PESD the wells were shut down by closure on each well of the downhole
safety valve (DHSV), the hydraulic master valve (HMV) and the wing valves; the first
2 closed on loss of hydraulic pressure and the latter on loss of pneumatic pressure. A
PESD involved the shutdown of all major items of process equipment such as
production separators, gas compressors and pumps and closure of all the process
ESVs. A PESD caused closure of the ESV on the MOL but closure of the ESVs on
the gas pipelines was by manual push-button.

Blowdown on PESD

F.59 Although PESD initiated blowdown of inventories from equipment by opening
blowdown valves to the flare system, there were exceptions. Some major items such
as the cenrrifugal compressors were designed so that on tripping they would isolate
and blow down automatically. Other items such as the reciprocating compressors did
not blow down on tripping, but did blow down on PESD. The production separarors
would blow down automatically only if the air pressure to the blow down valve on the
separators was lost. The reason for not making this blowdown automartic ou PESD
was concern for carryover of liguids into the flare. The same applied to blowdown of
the JT flash drum. The GCM blowdown had to be injtiated manually, the reason
being that rthis system contained a good deal of condensate and there was concern
about dumping this to flare.

Other features of PESD

F.60 During the PESD the main generators remained on line but switched
automatically to diesel firing on falling fuel gas pressure. Other systems which
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continued in operation were the instrument air compressors, the electrically driven
utility and utility/fire pumps and other utility and safety systems.

F.61 On the other hand, the main generators were provided with gas detectors
which would shut them down on detection of gas at the high alarm level. The shutdown
of the main generators would de-energise the electrical systern and thus result in a
PESD.

F.62 The fact that the system was designed so that the instrument air COmMpressors
continued in operation in 2 PESD meant thar there would not normally be a loss of
air to those valves which were pneumatically operated and that the fail-safe action
which would cause valves to open or close on loss of air pressure would not come into

play.

ESVs on pipelines

F.63 Of the 4 pipeline ESVs, ESV 208 on the MOL was located in B Module and
was an electrically operated MOV powered from the emergency switchboard. It had
pneumatic back-up to close it on loss of electrical power and further back-up of
nitrogen from an accumulator to close it on loss of air. These arrangements were a
retrofit. Evidence on the retrofitting of this valve and that on the Claymore line was
given by Mr A C B Todd, the maintenance superintendent. The valve was completed,
tested and commissioned on 25 April 1988. There was outstanding the fitting of an
‘““Add-on pack” to provide an interlock to shut down the MOL pumps if both valves
were less than 759, open. However, the valve had not been formally handed over from
construction by 6 July. Mr Wottge stated that the valve had operated satisfactorily in
its shutdown mode when a faulty relay in the ESD system caused closure of all the
pipeline valves. ESV 501, the ESV on the Claymore pipeline, was also an electrically
operated valve with a pneumatic back-up to close it on electrical power failure and a
further nitrogen back-up to close it on loss of air. This valve too had been retrofitted
in early 1988. Mr Todd said that it was completed, tested and commissioned on 9
April 1988, burt had not been formally handed over by 6 July. In early July a new ball
valve was fitted to ESV 501. The Tartan pipeline ESV, ESV 6, was a hydraulically
actuated valve with nitrogen back-up. The MCP-0! pipeline ESV, ESV 956, was also
a hydraulically actuated valve with nitrogen back-up.

Pipeline depressurisation facilities

F.64 There were on the 4 platforms facilities for depressurising the 3 gas pipelines
by flaring the inventories, but they were limited by the gas flows which could safely
be flared and such depressurisarion normally took days rather than hours. All 3
pipelines could be depressurised at the Piper end by making the necessary connections
and opening hand valve HCV 961 (see Fig 3.10). This valve was located near the pig
rraps. It was understood that about 100 MMSCFD could be passed through this
valve. The Piper-MCP-01 line could be depressurised at MCP-01 by opening pressure
control valves PCV 4353A B to the blowdown skid. The depressurisation of the Piper-
Claymore line could be effected at Claymore by opening hand control valve FCV 970.
The Tartan-Piper line could be depressurised at Tartan through a valve. The normal
rate of depressurnisation was said to be about 12 MMSCFD with a2 maximum of 30
MMSCEFED.

Phase 1 operation and GCM changeout

F.65 Preparations for the GCM changeout were made by Mr A Carter assisted by
Mr T A Henderson, a lead production operator. Between 28 June and 5 July the 2
were on the platform together. Mr Henderson left on 5 July, but Mr Carter stayed
on to oversee the changeover. No comprehensive work pack for the changeover was
recovered, but Mr Henderson assembled a number of documents which he said Mr
Carter had prepared. The latter had produced documentation covering the changeover
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from phase 2 to phase 1, opcration in phase 1 mode, work to be done during the
changeover period, advice to operators on this work and restoration of phase 2
operation. The work pack included lists of valves to be closed and of spades to be
inserted. The pipes into the molecular sieve driers in the GCM were to be spaded off,
since men would be working in the driers, but the GCM itself was not to be spaded
off. The work pack also included instructions on depressurisation of equipment and
on methanol injection. There were also several control loops which needed 10 be
adjusted for operation in phase | mode. The setpoint on the JT valve, PCV 721, had
to be changed so that it would control at the different pressure. The transmitter on
DPCV 723A,B required to be switched so that the loop would operate to control
differential rather than absolute pressure.

F.66 The GCM was taken out of service on Sunday 3 July. The gas plant was shurt
down and the compressors depressurised. The equipment and pipework in the GCM
were then depressurised with the exception of the linc to the SEPCO compressor;
valves 30 and A2 on this line were closed. The teams carrying out the isolariaons were
led by Mr Carter and Mr Henderson. The work programme for the GCM was
scheduled for the period 3-15 July. One major item was the changeout of the beds of
the molecular sieve dricrs. Since the beds adsorbed hydrogen sulphide as well as warer,
this was an operation liable to give rise to gas smells. There were various planned
maintenance jobs and work on orbit valves.

Status of certain structural features

F.67 The status of certain structural features on the platform in early July is relevant
in that it bears on the possibilities for the spread of flammable gas and of fire.

F.68 One such feature was the possible existence of apertures in the firewall between
B and C Modules. It was alleged thar part of the firewall near the door had been
removed in order to allow work to be done on pipes passing through the wall. Several
passages of evidence were heard on the point. It was agreed that a hole had been made
in the firewall to allow painters 1o do needle-gunning work. However, whereas it was
originally stated thai there was a hole 5m x 4m in the firewall above the door rowards
the west end of the module, the final outcome was that the wall had been largely
restored, although by 6 July an annular gap of perhaps 1-2 inch remained around at
least one of the pipes penetrating the wall and over an area of uncertain size the
fireproofing had not been remade.

F.69 There was also a door in the firewall opposite the MOL pig rap (see Fig
J.3(c)); the door had a self-closing mechanism in the form of a weight on a chain
enclosed in a tube. Evidence on this reduced to the allegation that on one occasion it
was difficult to shut. There was a proposal to put a new access door in the wall 1o give
access 1o the middle mertering stream to allow removal of the rurbine meter, but this
work had not started by 6 July.

F.70 Ewidence that the prover loop hagd been completely removed and other evidence
that there was some scaffolding at the 68 ft level more or less below the area of the
prover loop led io exploration of the possibility that some of the deck plates on the
Hoor of B Module may have been missing. However, removal of the prover loop would
not in itself create a gap in the deck plates and no evidence was given that such a gap
existed on 6 July.

F.71 Some of the drawings of C Module (eg Fig 9.21 of the Petrie Report) showed
a partivioned area at the west end of the module. The evidence was that there was no
such partition at the main 84 ft level in the module.
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Table F.1 ~ Items supplied by 125 V DC UPS in D Module mezzanine level
1. Emergency lighting for GCM, Utility Module, distribution boards EL 1, 2, 3 and
4, AAE, ERQ and LQW.

Turbine generator panels.

SPEEM + AAW distribution board.

Cenrtrifugal compressors lube oil system.

High voltage and low voltage switchgear.

Main process control panel and MOL control panel.

N VAN

HVAC pane) and dampers.
8. Fire protecrion units P102A,B.

Note:
Based on Table 1 of Petrie Report (following para 4.3.6.1).

Table F.2 - Items supplied by 120 V AC UPS in D Module mezzanine level

General alarm and personal address system.
Main fire and gas panel.

Emergency telephones.

UPS shutdown contactor panels.

Divers’ communication system.

Main control panel, MOL and gas separation pancls.
Turbine and generator panels.

Drilling module fire alarm panel.

SPEEM PESD panel.

10. Turbine gas detection (1-P-102A,B).

1]. Discharge scrubbers D/P valve (1-K-105C).
12. Condensate control panel JCP 057.

e o e

13. Metering and pig launcher and receiver local panels.

Note:

Based on Table 3 of Petrie Report (following para 4.3.6.1).

Table F.3 - Items supplied by 125 V DC UPS and 120 V AC UPS in Utility
Module

A. 125V DCUPS
13.8 kV closing, tripping and indication supplies for 4-P-801 switchboards.

4.16 kV closing, tripping and indication supplies for 4-P-802 switchboards.
440 V rtripping and indication supplies for 4-P-803 switchboards.

120 V AC UPS

Fire and gas panel.

GCM local control panels.

Solarrron telemetry system.

General alarm system.

Reciprocating compressors control panel.
HVAC control panel.

Flare control panel.

NN e = B

o]

Depressurisation valves and solenoid valves.

Note:
Based on Tables 2 and 4 of Petrie Report (following para 4.3.6.1).
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Table F.4 - Gas detectors in C Module

Area Detector Height Location
1 G22 3 ft down™
G23 3 ft down
G24 3 ft down
G25 3 ft down
G100/1 6 ft up®
G100/2 7-8 ft up
C2 G101/1 12-13 ft up
G101/2 2-3 frup
G101/3 15 fr up
C3 G26 At ventilation
fan inlet
G27 Outside turbine
compartment®
G28 In compressor
compartment
G102/1 Roof level At turbine intake
G103/1 Below graring At fuel gas valve
G102/2@ Roof level At turbine intake
C4 G29 Ar ventilation
fan 1nlet
G30 Ouztside turbine
compartment®
G31 In compressor
compartment
G102/2¢ Roof level Ar turbine intake
G103/2 Below grating Ar fuel gas valve
G102/3® Roof level At turbine inrake
C5 G32 Ar venulation
fan inlet
G33 Ourside turbine
compartment®
G34 In compressor
compartment
G102/3® Roof level At turbine intake
G103/3 Below grating At fuel gas valve
G102/4 Roof level At turbine intake
Notes:
(a) Down from ceiling.
(b)Y Up from floor.
(¢) Derecror outside compartment but with sample tube into compartment.
(d) Detecror shared with area C4.
(¢) Derecror shared with area C3.

£
(g)
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Table F.5 - Calculated composition of gas from selected potential leak points
in C Module

Position Composition (Y v/v)

170 220 350 350

(case A) (case B)

Gas
Merthane 65.7 71.6 20.0 21.4
Ethane 17.1 16.0 18.9 20.1
Propane 12.4 9.9 31.3 33.4
Butane 3.5 2.1 17.3 18.5
Penrtane 1.1 0.5 10.0 6.1
Fracuon 125-127 0.2 _ 0.0 2.4 0.5
Fraction 175-365 0.0 0.0 0.1 0.0
Notes:

(a) Positons 170, 220 and 350 are at the first stage reciprocating compressors
suction, the second stage reciprocating compressors suction and the condensate
injection pumps discharge, respectively.

{b) Case A is for stream complerely vaporised and case B for stream parually
vaporised.
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Appendix G

Supplementary Material on Chapters S and 6

Firewall failure

G.1 The analysis by Dr Cox of the over-pressures required 1o destroy the firewails
in C Module was described in Chapter 5. Further decails of this analysis are given
here.

G.2 The B/C firewal) was a single-layer 4.5 hour integrity wall. The wall extended
along the length of C Module from east to west and vertically from the production
deck to the truss upper beam at a height of 6.35m. It consisted of an array of rectangular
panels of 9.5 mm thick Durasteel 3DF2. The pancls were of 2 main sizes and were
each bolted into a rectangular frame which was a welded fabrication of 50 mm x 50
mm angle-section steelwork. Adjacent frames werc bolied togcther, forming a “lactice’.
The lattice was iypically 3 frames high. The lower edge of the bottom frame was
conunuously fllet-welded 1o the production deck and the upper edge of the top (ramc
was attached to the underside of the upper truss beam by an arrangement of bolted
and welded joints. The wall was further supported by clamping 1o the truss columns,
the clamps being simple straps bearing on cleats which were site-welded to the lactice.
The firewall is tllustrated in Fig 5.2; the figure is schermatic and is not to a consistent
scale. The panelling is on the near side of the lattice. The figure shows 2 bays of the
firewall with 3 vertical and 2 inclined members, all part of the truss, with lattice work
and with panels, 3 high, bolted to it. The view in the figure is that seen {rom the
inside of C Module looking south.

G.3 Information on the sirength of the Durasteel panels and of the panel bolts was
sparse and it was nccessary to make assumptions. Durasteel 3DF2 is a composite
material consisting of 0.5 mm perforated steel skins around a fibre reinforced cement
core, with a coral panel thickness of 9.5 mm. [t was wreated in the analysis as a
homogencous material with the same bulk properties as the composite sheet. A physical
test was carried out at Aberdeen University and numerical modelling of this test gave
reasonable agreement. Throughout the fircwall 3/8 inch Whitworth bolts were specitied
burt the steel grade was not known. The ultimarte tensile strength of the grade assumed
as represeniative of mild steel bolts was 432 MPa and a failure strength of 260 MPa
was assumed throughout, this being representarive of muld steel bolts. Further
consideration led to a revision of the bolt strength. The assumed tensile and shear
strengths were revised to allow for the thread form. The revised capacity of the bolts
was calculated as 11.7 kN under tensile load and 6.7 kN under shcar load. Vhe
maximum spacing allowed between panel bolts was 15 inches and between frame bohs
24 inches. The number of bolts was calculated from these figures. [t would not be
usual for there 1o be drawings and so the bolt spacings were subject [o some uncertainty.
The strengeh of the clamps was taken as 23 kN per clamp.

G.4 The C/D firewall was a triple-layer 6 hour integrity wall. The wall extended
along the length of C Module from east to west and vertically from the production
deck 1o the truss upper beam at a height of 6.38m. This wal) differed from the single-
layer wall in thar the panels consisted of 3 identical Durasteel 3DF2 plates cach 9.5
mm thickness and separated by 45 mm thick of dense mineral wool; the frames were
smaller, being 7 rather than 3 high; there was a complex offset bolting arrangcment;
and the arrangement of the panel and frame bolts was different in derail. The firewall
was clamped to truss 6 only by light duty hook clamps quite diffcrent from the ¢clamps
used on the single-Jayer wall. The triple-layer firewal) is illustrated in Fig 5.3 the
figure is again schemartic but in this case the panelling is on the remore side of the
lattice. The view in the figure is that secn from the inside of D Module looking south.

G.5 In the analysis of failure of the single-laver firewall the following failurc modes
were considered: panels, panel bolcs, lattice framework, frame bolts, clamps and welds
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to the deck and to the truss. Faijlure of the panels was studied using both static and
dynamic finite element techniques. Depending on the assumptions made, failures of
a large panel (2.34m x 1.42m) under static loading were found to occur at 0.10-0.22
barg and under dynamic loading at (.15-0.36 barg. The panel bolts were found to fail
in shear loading at a pressure of about 0.1 barg and the frame bolts in tensile loading
at a similar pressure. The clamps would fail at a pressure of about 0.12 barg. The
latrice would collapse by formation of plastic hinges at about 0.53 barg. Failure of the
welds was calculated to occur only when the pressure on the firewall was 4.7 barg. A
similar analysis was made on the triple-layer firewall.

Wind tunnel tests
Gas derectors and gases tested

G.6 A brief account of the gas detecrion system in C Module is given in Chapter
3 and a fuller description in Appendix F. The location of the gas detectors in this
module is shown in Fig J.10 and Table F.4. The description af the gas detection
systemn in Appendix F covers the types of detector used; the gas mixtures which might
occur as a result of leaks; the LELSs of such gas mixtures; the settings of the detectors;
their dynamic response; their reliability; and disabling of detectors. Attention is drawn
1o 3 points discussed more fully in that Appendix: the conflict of evidence on the
height of gas detector G101/2; the time lag in the response of the detectors; and the
practice of disabling gas detector zones by pinning out. No evidence was heard that
any zone was pinned out on 6 July.

G.7 The gases the dispersion of which was simulated in the wind tunnel tests were
propane and a neutrally buoyant mixiure of methane, ethane and propane. The gas
derector secting data used in the wind tunnel test experiments were as follows:

Gas Concentrations (%)
LEL Gas detector settings
Low alarm High alarm
Methane 5.0 0.75 3.75
Propane 2.1 0.5 2.5

Background 1o tests and preliminary tests

G.8 The wind tunne) tests were performed by BMT Fluid Mechanics Lid. at their
wind tunne!l at Teddington. A wind tunnel is used to perform small scale experiments
on fluid flow. The object of interest is placed in the wind tunnel, the flow of air
through the tunnel is ser in accordance with principles of scaling, and the flow patterns
are observed. It is a powerful and versarnle device for studying flow of fluids around
objects of complex geomerry. Two wind tunnels were used, the main Environmental
Wind Tunnel, and a smaller wind tunnel. The tests were performed on the 1: 100 and
1: 33 scale models used in the Inquiry, Models A and B, respectively, the models
being taken away to the wind tunnel facility for the purpose.

G.9 The main series of tests were conducted on the 1:33 scale model, but as a
preliminary to these tests, 1t was necessary to establish the ventilauion air flow
corresponding to the conditions at Piper on the evening of 6 July. This was done as
follows. First, the flow-pressure drop characteristics of the 1:33 scale model were
determined. The [:100 scale model was then modified. On the original model the
modules at the 84 ft level were represented by solid walis. For B and C Modules these
were replaced by models of the modules similar to bur simpler than the modules in
the 1:33 scale model. The flow resistance of the C Module mode) in the 1:100 scale
mode] was then adjusted ro correspond to that measured on the 1:33 scale model. The
1:100 scale model so modified was placed in the larger wind tunne! and the air flow
was adjusted to simulate the conditions at Piper. The wind conditions were based on
those recorded by the Lowland Cavalier (see paras 3.138; also 3.3) and were taken as
wind direction 207° and wind velocity 8.2m/s and for these conditions the ventilation
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rate through the module was 46 m’/s. This corresponds to an air change rate of 39 air
changes/h and to average air velocity of 0.5m/s. Other wind conditions were also
studied and ventilation rates obtained as shown in Table G.). With the ventilation
rate thus established, the main tests were then performed using the 1:33 scale model
in the smaller wind tunnel. A video of the tests on both models in the 2 wind tunnels
was shown to the Inquiry. The flow through the model represented a speeded-up
version of the flow in the actual module, 10 seconds on the model corresponding to
50-60 seconds at full scale. Propane was simulated in rthe tests using a mixture of
argon and Halocarbon 12 and neutrally buoyant gas using a mixture of helium and
carbon dioxide. Concentration measurements of these gases were taken at suitable
sample peints in the model using fine thermal conductivity aspirating probes. The
number of sample points used varied between 5 and 27 per series.

G.10 Two sets of experiments were carried out. The first set investigated a number
of different leaks, with emphasis on leaks from the area of PSV 504. The second set
was concerned with leaks of neutrally buoyant gas. The tests conducted and the results
of the first and second set of tests are given in Tables G:2-G 4, respecuively. For each
set of leak conditions a series of runs was performed, but the number of runs varied.
For some conditions it was desired to take samples at 20 or more points, but in order
1o avoid excessive disturbance to the flow pattern the number of probes was limited
to 5 in a given run. Thus it was often necessary to perform 4 or 5 runs o obrain the
coverage of sample points required. The results for each condition were therefore
referred to as a series.

Limitarions of, and uncertainties in, lests

G.11 There are several sources of porential inaccuracy in wind tunnel tests. The
most fundamental is the scaling process itself. Other sources include possible
deficiencies in the models tested or in the mereorological conditions specified for the
test and’inaccuracies in measurement. In wind tunnel testing the system of interest is
studied using a scale model. The scaling process involved in extrapolating the results
to full scale involves some inaccuracy. However, there is wide experience with wind
tunne! tests conducted on this basis. Making a very rough estimare of possible errors
In average concentration, time and mass of fuel, Dr Davtes indicated thac they might
be some plus or minus 20”,. The 1:33 model was not an exact model of the equipment
in C Module. For example, the compressors were modelled as “‘boxes” whereas in
reality they were complex items of machinerv with pipework, valves, etc. Dr Davies
did not believe this was a significant source of error; it might alter a time incerval from
20 to 25 seconds.

G.12 In the experiments measures were taken using aspirator probes. The response
time of these probes was about half a second 1o a second, in full scale time units. Some
typical traces of the concentrations measured i the experiments are shown in Fig
G.1. Several features are noteworthy. Firstly, there was an appreciable difference in
the final steady-state values. For example, for the 2 runs in series 25 for sensoc G103/1
the steady-state values are approximately 2.6 and 3.1, while for sensor G101,2 they
are 1.8 and 3.2. The lateral spread of the cloud, and hence the readings of sensor
G101/2 tended to show a greater vanability. Secondly, there was a high level of noise
on the final steady-state value, so that an alarm mighrt be triggered even though the
smoothed steady-state value was below the alarm limit. This occurred in series 28.
Thirdly, the initial part of the curves constitutes effectively a ramp, rather than a sicp,
forcing function. On the full scale the concentration measured by the gas derecroc
would, after a short ininal transient, tend to lag the actual concentration by a time
equal to the time constant of the detectors, estimated as 10 seconds. This would applv
particularly to the low leve) alarms. The lag would be rather greater where the high
level alarm limit was close to the fina) steady-state value.
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G.] Gas concentration-time traces for sensors in repeated runs in series 25 in the BMT wind tunnel

tests: (a) and (b) sensor G103/1; and (¢) and (d) sensor G101/2.

G.13 It was possible that one or more of the gas detectors in C Module might not
have been operational. In particular, the apparent failure of the 2 C2 detectors G101/1
and G101/2 to acdvate first constrained the interpretation of the test results. The
possibility was explored thar G101/1 might have been pinned out while work was
done on PSV 504. However, there was no evidence that any detector was in fact
pinned out.

Explosion simulations

G.14 Explosion simulations using the FLACS computer code were commissioned
by the DEn and by Technica and a further run was commissioned by the Inquiry.
The results of this work were described in Chapters 5 and 6. Further details are given
here of the FLACS code itself, of the explosion simulations, and of the limitations of,
and uncerrtainties 1n, these simulations.

The FLACS code

(.15 The FLACS code is designed to solve the fundamental equations of fluid flow
1aking into account turbulence and combustion. The 3-dimensional Navier-Stokes
equations, suitably amplified to include the effects of turbulence and combustion
reactions, are cast in discrete form, employing a finite volume technique, angd are
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solved implicitly. Turbulence is modelled in terms of eddy viscosity and combustion
in terms of rurbulent, mixing-limited reaction. The space modelled is divided into a
grid of “boxes” of volume one cubic metre. Normal assumptions are that the flammable
gas cloud is 3 quiescent homogeneous stoichiometric mixture so that the effects of any
concentration differences within the gas cloud, of any ventilation air flow or of a
continuing leak source are neglected. Ignition is modelled as a weak ignition by
assuming that at ume zero half of the flammable mixture in one of the boxes has
undergone combustion so that the temperature of the gas in the box is correspondingly
increased. Dertails of the structure of the module and of the equipment contained in
it are captured by a front-end code CASD. A further program is then used to process
this information into a form in which it can be utilised by the FLACS code. The
principal output of the code of interest in the present context is the explosion pressure
generated, but the code also produces profiles of the concentrations of the unburnt
fuel and the combuston products and of the gas velocities.

G.16 The effect of obstacles in the module is to enhance turbulence and this may
have a strong influence on the pressures generated. Another important influence on
these pressures is that of venting. Venting at open or partially open ends of a module
is automatically taken into account in the code, but it 1s also necessary to allow for
venting by wall failure. This is handled in the code as follows. The pressure at which
a wall will fall is determined. It is assumed that the wall starts to move when this
pressure is reached. The movement of the wall is then calculated from the mass of the
wall and the pressure on it. It is further assumed that the distance which the wall
travels will be limirted by obstructions in the adjacent module. The movement of the
wall opens up a gap between the wall and the floor and ceiling of the module and this
vent area is expressed as an effective wall porosity. There is therefore an interaction
between the pressure generated and the venting due to wall failure; the pressure causes
wall failure and the wall failure acts to reduce the pressure.

G.17 The FLACS code has been validated by comparison of results obtained from
the code with measurements made in experiments on explosions in scale models of
modules. The models used were on scales of 1:33 and of 1:5. A typical explosion
experiment is shown in Plate 26(a). The over-pressures predicted by the code lie
within plus or minus 30%, to a confidence level of some 959, of those measured
experimentally. The variability of model experiments themselves is of the same order.
[t was Dr Bakke’s expectation that the measured over-pressures would rend to be
greater in full scale tests. The work at CMI has been sponsored by a number of
organisations and a number of studies have been conducted on gas explosions in
modules of offshore platforms.

Simulations performed for the DEn

G.18 Soon after the disaster the DEn commissioned CMI to carry out a series of
simulations of explosion of idealised flammable gas clouds in C Module. Their report
was issued as Annex 3 to the Petrie Final Report. The report, though dated October
1988, was based on the information available in August. CM1 was provided with
information on the geomertry of C Module in the form of drawings and photographs.
The plan view of C Module produced is shown in Fig 5.1. This figure also shows the
pressure recording points, flammable gas clouds and iguition points. The Contro)
Room was located in the mezzanine level of D Module and thus on the upper part of
the C/D firewall at a point corresponding approximately to recording point 5. The
firewall failure pressures were specified as 0.138 bar for the B/C firewall and 0.25 bar
for the C/D firewall. The mass of the walls was given as 63 kg/m? It was agreed to
assume a wall porosity of 20%, for the B/C firewall and a 409, porosity for the C/D
firewall. (In the original report and evidence it was stated that the porosity of both
firewalls jn this work was 209, but this was corrected in the later report and evidence.)
The compositions of the 2 fuels used in the simulations, natural gas and condensate
vapour, are given in Table G.5, Sec A. For simplicity, the compositions used in the
code are the equivalent mixtures given in Sec B of the table.
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G.19 Five simulauons were performed in this work. The simulatons specified
{cases 1-5) and the results obtained are shown in Table 6.2. Pressures were recorded
at 8 points as shown in Fig 5.1. Points 1-4 are along the sourth wall and points 5-8
along the north wall. The points are at a height just over halfway up the module. For
case | the pressures generated were sufficient to cause failure of both firewalls at all
the recording points P1-P8. The pressures in case 2 were appreciably higher, those in
case 3 higher than in case 2, and those in case 5 higher stll, so thart all these cases
would cause fajlure of both firewalls at all the recording points. For case 4 the pressures
were on the borderline of those required to cause failure, exceeding the firewall failure
pressure only at points P2-P4 on the south wall. In parucular, the pressure point 5
near the Contro} Room was below the failure pressure. Although this work was in
large part superseded by that commssioned by the Inquiry, the apparent trends which
it illustrates are important. One is that the pressures generated by a cloud of condensate
as opposed to natural gas are somewhat higher (case 3 v case 2). Another 1s that an
ignition source located at the centre of the module gives appreciably higher pressures
than one located at the end (case 2 v case 1). A third is that the pressures occurring
in the absence of venting by firewall failure are much higher (case 5 v case 3). And
finaily there is the not unexpected result that a smaller gas cloud gives rise to lower
pressures (case 4 v case 1).

Limitanions of, and uncertainties in, sunularions

G.20 The simulanion of an explosion in a module 1s a complex undertaking and
the technology has been developed only recently. The model used in the simulation
involves a number of 1dealisations and assumptions. There are some potenual sources
of inaccuracy in the model itself and in the solution of the model equations. Questions
also arose concerning the inpurt daca for the parricular scenario modelled for the Piper
explosion. The i1dealisations made were those pormally used in the code and have
already been described. The flammable gas cloud had an idealised rectangular geometry
and was assumed to be homogeneous. No account was taken of air flow through the
module, of the cffect of a continuing gas leak or of any upwind movement of the cloud.
Some work has been done by CMI on gas cloud homogeneity. A high-momentum,
quite large release tends to fill the module with a cloud which is relatively homogeneous
and which rises in concentration as the release proceeds. With regard to the effecr of
ventilation, the air velocity in C Module was of the order of 0.5m/s, some 2-3 orders
of magnitude below the highest velociries occurring in the explosion. Some inaccuracy
is introduced during the process of integrating the differential equations of the model.
The model used includes some paramerters that can be ‘“‘tuned” ro fit experimental
results obtained at small or medium scale. In such a case, however, there must always
be some uncertainty when the model is extrapolated to full scale. Another idealisation
was the modelling of the process of failure of the firewalls, which assumes that once
the failure pressure is reached failure is effectively total and instantaneous. In fact
processes such as shearing of the bolts must 1ake some finite time. There remained
some uncertainty concerning the extent to which the model took into account
phenomena such as an external explosion. These were described by Dr Chamberlain
in Part 2 of the Inquiry but were not explored with Dr Bakke in Part 1. To some
extent the tuning process mentioned may allow for such phenomena, but since they
tend to be more important at ful) scale, the allowance may not be fully adequate.

G.21 Questions concerning the input data for the Piper explosion centred particul-
arly around the Jocation of the ignition source, the porosity of the firewalls and the
behaviour of the ducting around the centrifugal compressors. The selection of the
location of the ignition source was not based on any information but was made to give
something close to a worst case, 1e one which would generate the highest pressures.
By selecting this worst case it was possible to explore the smallest size of flammable
cloud 1o give an explosion. The effect of the porosity of the firewall was somewhat
reduced by the fact that according 1o the model only a small fraction of the ultimare
porosity 1s developed at the time when the pressure reaches its peak. Thus although
the treatmenrt of porosity was very approximate, provided some reasonable allowance
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is made, the effect on the final results may not be great. The avatlable vent area may
also be increased by the destructive effect of the high wind velocities generated in an
explosion. In particular, the ducting of the centrifugal compressors at the east end of
C Module would be vulnerable to such winds. Loss of this ducting was not allowed
for in the simulaton.

Rating of upstream flange on PSV 504

G.22 As described in Chapter 6, there was uncertainty about the rating of the
upstream flange on PSV 504. A summary of the evidence on this is given here.

(.23 A large number of drawings and other documents which bore on the question
were produced by Mr M Skidmore, a Senior Facilities Engineer with Occidencal.
Many of these were documents related to the original design and pre-dated the
construction of the condensate injection system. They showed that the original
specification of the upstream flange was 900 Ib. However, there were a pair of “as-
built” drawings which for PSV 505 gave both on the drawing and the material code
a 1500 1b rating and for PSV 504 a 1500 b rating on the drawing but a 900 lb rating
in the materials list. Mr Skidmore also produced documents relating to later
modifications to features such as the pulsation dampeners which gave a 900 1b rating.
There was