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Day one
Session 1: + Why PSM is Critical for Effective Risk Management.
Introduction £ PSM Corporate Govenrance and Policy Formulation.
+ PSM frameworks, Systems, Standards.
Case study 1: PSM Management Systems in Oil & Gas
Session 2: + An analysis of how an organization functions as a system
Systems Failures — the internal and external influences.
The business as a + Reason’s Model of organizational accident causation and
complex, adaptive and how it’s built on Andrew Hopkins analysis of the Texas
uncertain system. City and Deepwater Horizon major accidents.
£ A consideration of whether asset integrity and process
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+-

safety have conflicted objectives during project
development and operational stages of a facitily.

Are project development teams building in process safety
risks?

Organisational accidents and why companies run in
degraded mode.

Case Study 2: BP Texas City

Session 3:
Unsafe Acts

Human Factors &
Blame Game

+

*

Errors, unsafe acts and violations — what are these
categories and are they created by the system or intrinsic?

Errors are a natural consequence of any complex operation
and try to eliminate errors may creat unintended

consequences.

Violations are seen as unacceptable, but may organisations
accept them tacitly as part of the culture unwittingly
established by the leadership.

Human factors are more than just about errors, viloations
and unsafe acts. This session explores the broader factors
of human influence.

Case 3: Formosa Plastics 2004

Session 4:
Managing
non-compliance

Compilance and
process safety

+

Introduction to managing non-compliance and
understanding the relationship with quality.

Prevention & Intervention tactics that enhance the culture.

Culpability models to assess whether safety crtical errors
are caused by an individual or systemic factors.

The paradox of standardization versus adaptability and its
influence on outcomes.

Case 4: Maintenance and the Oil & Gas sector

Day Two
Session 1: + The elements of Process safety; Keeping it simple.
What’s process £ Maintaining control of the operation- design, procedures,
safety? maintenance

+ Identify and evaluating Hazards — the process hazards.

+ Types of process hazards analysis.

+ Using risk matrices effectively.
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Case study 5: Rating actual incidents on a risk matrix.

Session 2: + The elements of Process safety; Keeping it simple.
Process safety culture | ®= Maintaining control of the operation- design, procedures,
Traits and attributes of maintenance
a process safety + Identify and evaluating Hazards — the process hazards.
culture. £+  Types of process hazards analysis.
4+  Using risk matrices effectively.
Case study 6: Fukushima Nuclear Incident.
Session 3: + Prevention of loss of primary containment.
PSM — Risk £ Asset integrity. Maintenance and inspection as a key factor

management and

to maintain a safe working environment.

operations + PSM system psot deep-water horizon issue for offshore
industry.

+ Prevent accidents and injuries by identifying, evaluating
and controlling hazards and inheret risks by continuously
assessing incidents: HAZOP, HEMP, QRA, HAZID, FTA,
FMEA, FMECA, LOPA ans ALARP.

+ Near miss incident auditing, reporting and learning from
near misses as an indicator to identify holes in layers of
protection.

+ Reviwes best practices in accident investigation and
analysis.

Exercise: Controlling a potential disaster through a

well-controlled risk environment.

Session 4: + Contractor selection, control and safety to ensure

PSM II — Managing minimum incidents.

engineering, + Ensure safe an effective engineering and design of

contracting and design facilities and equipment for human factors from project

of large complex E&P phase..

projects from concept | L  Detailed engineering, construction, field commissioning

to completion stage — and operations execution of EPC contracting management

Aged and new for large scale projects.

projects + Managing risks through specially created integrated
management systems.

£ Arranging for the safe use, handling, storage and transport
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of equipment and supplies.

Day Three

Session 1: + The historical drivers that make us believe that culture is
Leadership & Culture important; how does the work of Schein, Reason, Dekker
Culture embedding and others help us understand culture in a business
mechanisms context?

4+ Culture can become a label that lacks substance and how
good leaders do not fail into this trap.

+ Individuals in major hazard industries understand that
complex technologies can fail in unpredictable ways.

+ Some individuals have a greater impact than others. How
people external to your organization provide effective
leadership on your business outcomes.

£ The socio-political aspect to leadership that is driven by
values and beliefs.

Case study 7: Offshore North Sea Operations.

Case study 8: Process Safety-a competitive advantage for

contractor?

Session 2: + The leadership behaviours that drive a Process Safety
Leading Process Culture.
Safety Culture + Challenging the unknown when faced with uncertainty.

+ Ladder of inference and the skills of reflection and inquiry

Case study 8: Process Safety at the concept phase of a

development.

Session 3: + Indicators that monitor equipment and organizational

Process Safety performance.

Performance + Metrics and KPIs that can lead to false assurance and

Measuring process complacency.

safety performance + The true value of process performance indicators is within
the review by leaders.

+ Asset integrity and process safety need indicators that
relates to each other.

+ Audits are necessary but not sufficient. Audits can become

a proxy for measuring performance that masks ineffective
leadership behavious.
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Be aware that data collection, collation, aggregation and
interpretation can create a fog that hinders effective use of
resources.

Good process safety leaders frequently measure that health
of a safety culture with a focus on trends rather than
absolute values.

Case study 10: Concorde 2002.

Case study 11: Scottish Power.

Session 4:
Decision making

Situational awareness
is key factor in the
quality of decision
making

*

-

+

Working with mental models that influence how we and
other perceive risk and decision making.

Understanding that risk perception varies depending where
you live in an organization.

The average person functions effectively by everyday use
of unconscious bias. Knowing that safety critical
circumstances require the individual to step out and
counteract bias is a key leadership trait.

High reliability organisations and are they useful in
guiding leadership beheavious.

Case study 11: Oil & Gas Sector.

Case study 12: Deepwater Horizon.
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A socio-technical system
that is volatile

——

uncertain, complex
and ambiguous
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