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Background and Medical Condition

Personal Details:
• Paryono Japarno
• Indonesian, 30 years old
• Married with 1 child (2 y/o daughter) 
• 2 years working in BLNG
• Works as Scaffold Helper in Adinin Works and 

Engineering (AWE – BLNG Project Contractor)

Injury and Medical Condition:
• Paryono suffered multiple left rib fractures, small 

hemopneumothorax and subcutaneous emphysema 
on his right chest.

• Hospitalized for 3 days 
• Given medical leave for 8 days
• Re-assessed and admitted again for another 2 days 

for observation due to liquid build up in his lung.
• Additional 10 days medical leave given
• Certified fit by BSJV Occupational Health Doctor and 

took home leave in Indonesia
• Awaiting contract extension

DESCRIPTION Actual Potential

People 3 4C

Asset 1 1C

Environment 0 0

Reputation 3 3C

RAM rating 
Actual:  People 3

Potential:  People 4C 
Medium, Yellow

Paryono Japarno



Incident Description 
• On the 7th March 2015, three (3) scaffolders were carrying out final housekeeping on the second level platform of D5203 after scaffolding 

dismantling activity was completed. 
• One of the scaffolders (Paryano) was picking up remaining scaffold clamps when the grating he stepped on suddenly gave way and the 

grating fell to the ground.  
• Paryano managed to grab and hang on the  I-beam and nearby gratings before being pulled out by his co-worker. He was later attended 

by BLNG medic and taken to the hospital for further assessment. 
• The incident was classified as Lost Workday Case and reported as LTI.

5 meters
8 meters

Right arm

Left arm

Re-enactment of the incident

D5203 Desuperheater structure
Directly below the gap is a steam valve where 

Paryano could fatally fall



Immediate Causes and Latent Failures

IMMEDIATE CAUSES
1. Ineffective change management (from

checkered plate to grating – before 2000)
during execution of Plant Change.

2. Existing flaw in the design of grating was not
spotted during the periodic Inspection (every
5 years – last inspection in 2012).

3. Inadequate situational risk awareness of the
loose gratings and piles of clips lying around
the platform by Operators who carry out
operational daily rounds.

4. Ineffective PTW handover by BLNG Work
Supervisor and Operator of the work area
after completion of blasting and painting job
which requires removal of grating – as per
HSER-CP-221 procedure.

5. Grating platforms are perceived as safe
working area which leads to lack of
assessment of the working area.

LATENT FAILURES

1.1      The design did not adhere to Industry 
Standards.  Legacy issue from the past. 

2.1      The periodic inspection are only focused on 
structure corrosion and integrity 
throughout the plant.  

3.1.     Lack of chronic unease within the 
organization. 
• Risk Normalization

4.1     Failed accountability and responsibility 
within the organization. 
• Assume rather than verify
• Shifting accountability
• Trust to avoid conflicts

5.1 Lack of chronic unease within the
organization.
• Hazard awareness
• Risk Normalization



Working at 
Height

Flooring design as per industry standard and 
MOC/Plant Change

Swiss Cheese Model

Periodic Grating Inspection

Operator’s Daily Rounds – Situational 
Awareness

Last Minute Risk 
Assessment (e.g. Stepback
5x5) of the job in the area

Temporary Removal and Re-instate 
of Floor Grating Procedure (i.e. 
PTW, JHA, TA/AOT verification)

A worker was 
injured 

when grating 
gave way



Working at 
Height

Flooring design as per industry standard and MOC/Plant 
Change

Swiss Cheese Model

• The requirement for change of flooring from checkered plates to galvanized grating is not 
effectively managed (MOC or Plant Change).  
• The original design was changed and the installation of platform flooring replacement did not 
comply with industry standards and was inherently unsafe. 
• One side of the grating was barely touching the I-beam.  And the other support of the grating is 
located in the middle.  These design creates a risk of unbalance to the grating.
• There is a gap in the data and information availability with regards to changes made on the flooring 
design and installation after 1974.

T-1.000.371 sheet 2/4 Rev C, March 29th ,1974  De-superheater
Structure U5200 Floor detail

The other support of 
the grating is located in 
the middle.

One side of the grating 
was barely touching the   
I-beam.  

No support found on 
the other side of the 
grating.



Working at 
Height

Flooring design as per industry standard and MOC/Plant Change

Swiss Cheese Model

Periodic Grating Inspection

• Inspection during operate phase is focused on structural corrosion.  
No explicit formal process of inspecting existing gratings with respect 
to design.

• Existing flaw in the design of grating was not spotted during the 
periodic Inspection (every 5 years – last inspection in 2012).

Guideline for Grating structural inspection

2012 Inspection Report of U5200 /U5700.  
This report is established for the purpose to 
determine the finding and their condition 
category on defected pipe rack structures 
for U5700 / U5200 (Not on grating design)



Working at 
Height

Flooring design as per industry standard and MOC/Plant Change

Swiss Cheese Model

Periodic Grating Inspection

Operator’s Daily Rounds – Situational 
Awareness

• Operators’ check and take daily readings of 4 LANCO valves 
located in the same area (D5203 second platform) where 
the grating fell. 

• Situational risk awareness of the loose gratings and piles of 
clips lying around the platform were inadequate .

Operator’s Daily Rounds at D5203

Grating clips found lying on the 
platform, level 2 of D5203, where 
Operators do daily rounds and take 
daily readings of LANCO valves.



Working at 
Height

Flooring design as per industry standard and MOC/Plant Change

Swiss Cheese Model

Periodic Grating Inspection

• Ineffective PTW handover by Work Supervisor and Area OT 
of the work area after completion of blasting and painting 
job which involves removal of grating.  

Temporary Removal and Re-instate of 
Floor Grating Procedure (i.e. PTW, 
JHA, TA/AOT verification)

Operator’s Daily Rounds – Situational 
Awareness

• Procedure requires a separate PTW and 
JHA for opening and reinstating 
gratings.  

• Provide hard barrier if opening will be 
kept for a day.  

• Requirement of Technical Authority and 
AOT for  

• PTW for Blasting and Painting at 
U5200 aux. area (PTW 500183518)

• No Permit for grating removal
• No assurance for re-instate of 

floor grating

• PTW for Touch up painting U-5200 
structures (PTW 500184353)

• No Permit for grating removal
• No assurance for re-instate of 

floor grating



Working at 
Height

Flooring design as per industry standard and MOC/Plant Change

Swiss Cheese Model

Periodic Grating Inspection

Platforms are perceived as safe working area which 
leads to lack of assessment of the safe working area 
which is the temporary storage of scaffolding 
materials – second platform of D5203.

Grating Clips found on the platform

Temporary Grating Removal and Re-
instatement Procedure (i.e. PTW, JHA, 
hard barrier, TA/AOT verification)

Operator’s Daily Rounds – Situational 
Awareness

Last minute risk assessment (e.g. 
stepback 5x5) of the job in the area

A worker was 
injured 

when grating 
gave way



Key HSSE Themes from the Grating Incident 

1. Safety Intervention Culture / Risk Normalization

• Operations, Engineering and Maintenance did not highlight the grating clips which are lying around the 
platform.

• Nobody intervened that the area was not assessed before the housekeeping starts.
• Nobody intervened that the supervisor has no radio.
• Operators and Contractors are used to see gratings without clips and clips left on the platform.

2. Roles & Responsibilities  -Delegation of accountabilities/ownership (Trust vs Verify)
• Operators rely on BLNG Supervisors to ensure the area is back to it’s safe condition.
• BLNG Supervisors rely on Operators to verify that area is safe when they signed off the Permit.
• No ownership of gratings.

3. Management of Change ( MOC)
• No proper MOC process when checker plates were changed to gratings.
• No proper cascade of the new procedure HSER-CP-221 (Temporary Removal and Re-instate of Floor 

Grating) to relevant parties.



Weak Signals from Previous BLNG Incidents*

1. Safety Intervention Culture / Risk Normalization
• Unbalance Load during Dismantling of Tower Crane incident: 

o Lack of intervention to avoid conflicts.
• Worker fell down from a jack in piling rig incident:  

o Lack of intervention culture, Normalization of risk.
• M-Spool U/S NRV Leak incident:  

o Culture of avoiding challenge to the Line Management.
• Confine Space Entry into Vessel under N2 Condition incident:  

o Contractor Specialist not involved in method statement discussion and JHA discussion, No 
Toolbox talks with the Contractor Specialist.

2. Roles & Responsibilities  -Delegation of accountabilities/ownership (Trust vs Verify)
• Unbalance Load during Dismantling of Tower Crane incident: 

o Shifting responsibilities from PIC to Specialist.
• Worker fell down from a jack in piling rig incident:

o Lack of supervision.
• M-Spool U/S NRV Leak incident:  

o Management of activities from behind the desk.
• Confine Space Entry into Vessel under N2 Condition incident:  

o Lack of single point accountability of the job (Reliance on Contractor Specialist)
o Engineering/Operations do not verify work area is safe for execution of the job.

3. Management of Change ( MOC)
• M-Spool U/S NRV Leak incident:  

o Design changes carried out during Execute phase without following MOC.

* Refer to Supporting slides



Action Plan

NO. ACTIONS HSSE THEME
ACTION 
PARTY

STATUS

1 Inspection of all gratings in U5200 (found that grating is safe but not as per design).  
Safety Intervention 

Culture
ECE/OPS Completed

2 Plant-wide inspection of grating (design and degradation) and rectification. 
Safety Intervention 

Culture
ECE Completed

3 Develop Work Instruction for Grating Inspection. 
Safety Intervention 

Culture
ECE/OPS Completed

4 Safety Leadership : Go and See Management “Turun Padang” schedule – Visible and felt Leadership. 
Safety Intervention 

Culture
EBLT Ongoing 

5
Safety Leadership : Diagnostic study of the organization and commitment workshop subsequently.  In 
addition to the FLS and crucial conversation trainings. 

Safety Intervention 
Culture

MD
8th June 

(start date)

6
Conduct a reflective learning from the grating incident with the Frontline Supervisors and Operations.  
In addition to the timeout session conducted after the incident. 

Safety Intervention 
Culture

HSER
15th June

7
Initiate and implement MOC for safe construction of the platform (i.e. 2-weekly inspection is 
implemented to ensure safe condition of the platform.). 

Management of 
Change

ECE Ongoing

8 Include change of flooring material as  an example in the list of changes requiring MOC. 
Management of 

Change
TTS Completed

9 Improvement in communicating procedural change to key stakeholders. 
Management of 

Change
HSEG 30th June

10
Review and update requirement of temporary grating removal and reinstating as per procedure  
(HSER-CP-221). 

Roles and 
Responsibilities

HSER 30th June

11

a. Assure PTW requirement for temporary grating removal and reinstating as per the updated 
procedure (HSER-CP-221) through PTW level 3 audit. 

b. Set clear expectations on roles/responsibilities and interface between various disciplines and 
Operations. 

Roles and 
Responsibilities

OM 30th June

12
Define and cascade  roles and responsibilities expected of Supervisory staff including day schedule 
(site visibility). 

Roles and 
Responsibilities

EPM/
OPS

15th June

13
Identify opportunities for improvement in the emergency notification process between Supervisors 
and Operations. 

Roles and 
Responsibilities

HSER/2 15th June


