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Workbook - BSBWHSS505 Investigate WHS incidents

TechnipFMC Asia Pacific (APAC) is the leading engineering technology solutions and
turnkey contracting provider in Asia Pacific for the design and construction of hydrocarbon
field development, oil refining, gas processing, petrochemicals and selected non-
hydrocarbon projects. TechnipFMC APAC consists of countries; Singapore, Vietham, China,
Brunei, Malaysia, Thailand, Indonesia and Myanmar. And activities cover 4 business
segments i.e. Onshore/Offshore, Subsea Services, Subsea Projects and Surface.
Incorporated in 1982, and combined with FMC Technologies in early 2017, the company
participates in business activities internationally with Kuala Lumpur in Malaysia as the main
operational centre in the Region.

However, a recordable injury accident occurred on 10th May 2017 in one of the projects
under control of Kuala Lumpur Management. It happened at AsiaFlex Manufacturing Plant in
Johor. A fitter (IP) was one of the team members working at End Fitting (EF) Mounting bay
for fixing EF to the ends of a Flexible Flow Line for the later Subsea installation. At one point
of activities, his hand was hit by the hammer of another co-worker which caused the IP to
sustain crushed injuries to his left middle and index fingers which required beyond the onsite
first aid treatments but some orthopaedic procedures in hospital. This incident was classified
as RWC (Restricted Work Case) as per OSHA and Group HSE classification guidelines.

2.0 INVESTIGATION FINDINGS

As this was the very first Recordable Incident for this year in the Region, an Incident
investigation team was formed by representatives from Regional Management and Plant
Management. Incident site visits as well as interviews with relevant parties/ personnel were
done. Re-enactments were also performed. After evaluating all information and available
resources, an incident investigation report was produced by the team.

Below are the findings from investigation;

As usual working day, the Injured Person (IP) attended the daily toolbox talk which was
conducted by his Supervisor and site safety personnel. Then the EF Mounting activities
started.

He has assigned by the supervisor as a team member of fitters to work on-assembling-the
EF parts on the respective layers of the Flexible Pipe (Flow line). They use hammers to
strike the EF parts in place on flexible layers. This is considered as a relatively high risk
activity as per defined in Job Hazards Analysis (JHA). Mitigations include to highlight about
pinch points during toolbox talks as well as using impact resistance gloves for the workers
involved in this process.

However, as per Work Plan for EF Mounting, at some points workers need to check the EF
parts status by their hand. It is not very practical to do this task with impact resistance gloves
on their hands and workers used to take out the gloves whenever they do this task.

At approximate 1100 hours, IP was checking the status of EF parts by his bare hand. One of
his co-workers meanwhile strike the hammer to fix a nearby EF part. The hammer missed
the target point and unwittingly slipped sideway. Hammer head landed on the left hand of the
IP causing crushed injuries to middle and index fingers.

IP was given immediate first aid treatment on site and then sent to Plant Clinic. After being
assessed by occupational nurse in clinic, he was referred to nearby tertiary Hospital to
consult with Orthopaedics Surgeon. He required to go through with some Orthopaedics
procedure to fix bone injuries inside those fingers. He was given only light duties for further 2
weeks before he recovered fully.

As investigation team did interviews with IP, some of his co-workers (eye witnesses), site
supervisor and plant HSE team, it became obvious that the underlying and root causes were
mostly related to People and Organization factors. (Please refer to the TOPSET flow chart
provided in separate sheet.) The risk of being struck by hammer during this kind of activities
has been captured in JHA but mitigations were not effective. On contrary, the work plan
involves some steps asking to perform the fitters manually checking EF parts during the
process of installation which makes them to be enforced to take out their impact resistance
gloves while doing so.

There were a few minor injuries and near misses at EF mounting bay while performing
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