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TRACKER FLOW
Process of handling Customer report on
HSE/DROPS

CUSTOMER
Report incident to
NOV

CUSTOMER
Incident Root Cause
Corrective Action
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NOV PRODUCT ENGINEERING with DROPS
Investigation
Root Cause
Remedy
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FINDING PRIORITIES

DROPS INCIDENT PER NOV PRODUCT FAMILY (2012)
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How we approached to

eliminate drops for Top Drives: o4

DESIGN REVIEW

WORKSHOP REVIEW
=> MANUFACTURING AND ASSEMBLY

DOCUMENTATION UPDATED WITH SECONDARY

RETENTION AND DROP PREVENTION DETAILS
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20 14 - I D E NTI FI E D RO OT CAU S ES (Top Drives-Delivered before 2014)
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DESIGN DEFICIENCY (rop rives)
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The one inciden
story
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2014 — IDENTIFIED ROOT CAUSES
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What if we not follow
OEM'’s recommendati

2016 August OEM releases
2022 September OEM releases
2023 April OEM receive report and

register
DROPPED OBJECT INCIDENT
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Avoidable Incident
Details:

Top Drive cooling blower guard fin

drops 26 meters to rig floor (while
performing Drawworks calibration).
A piece of aluminum (58cm x 8.5cm)
weighting 350 grams was observed
on the rig floor 3 meters away from

rotary table well center.
Video footage and SDI recovered
showed that the aluminum fin had

fallen from a height of 26 meters.
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Avoidable Incident
Severity potential

weight 350g

aluminum fin
had fallen from a

height of 26m

Energy ca 90]

MAJOR: A Lost Time Incident (LTI).
Non-fatal traumatic injury that
causes any loss of time from work

beyond the day or shift it occurred.

Also referred to as Day Away From
Work Case (DAFWC).
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Avoidable Incident
Root Cause:

Weld type/quality combined with
heavy drilling is the original root
cause identified (April 2023).

The Customer not implementing
product bulletin recommendation
allowed a similar incident to occur.




What is the effect on
type and number of incidents?
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PREVIOUSLY IDENTIFIED DEFICIENCIES WERE NOT ELII\/IINATI%{SI !
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Distribution
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NOV COMMUNICATION CHANNEL

Kgy o Explore @ f (3 :

Your Data - Made Easy™



https://max.nov.com/dashboard

What if, and | know
this sounds kooky,
we communicated
with one another?
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Why we see so many repeated
incidents?

Do the right people get acess to the
information?

How are we as an industry adressing
OEM’s Recommendation?

What stops us to implement?

What we can do together to reverse the /

trend?
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Contact us:

Anton.Krijnen@nov.com
Lukasz.Szadkowski@nov.com

Lukasz.szadkowski@nov.com
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