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	Lies, deception and hypocrisy, how Shell Directors covered-up their failings in 1999 and their culpability for the deaths of two men on 11th September 2003.  And to how the lessons from that event appear to be slipping already from their corporate memory



	


Introduction

Mr Jorma Ollila in a recent letter to you as the non-executive Chairman of Royal Dutch Shell I raised concerns that the Press releases, and internal communiqué made by Shell and approved by the CEO and Directors of Shell EP last summer, and more recently in an article in March this year in the Guardian and Scotsman newspaper critical of the safety record of Shell in the North Sea, were so false and misleading as to be deceitful.  

In this letter I provided evidence that both the CEO Mr. Van der Veer, and the Executive Director, Mr Brinded had in regards to the matters arising from the Brent Bravo incident had acted inappropriately and amongst other things had subverted the findings of their own internal investigation into how the Directors of Shell Expro had followed up the verified findings of a major audit carried out on that organisation in 1999.

You replied to my letter on 28th February this year that 

· That you and your fellow board-members did not believe that the information provided by me in my letter to you would change the responses Shell made in public last summer when these issues were raised and you made it clear that you and the other Directors, both executive and non-executive, had been kept informed of all the issues raised by me

· you wished to assure me that the issues raised by me, both in the letter and over the years, had always been taken seriously by Shell and investigated fully. 

What Shell told the World in June 2006

1. After the 1999 audit we confirmed significant progress had been made on asset integrity and management systems and that this progress has contributed to the continual improvement in Shell’s safety performance since 1999 in the North Sea. 
2. Shell absolutely refute allegations that it operated its installations at high risk levels at any time and that safety critical equipment maintenance records had been falsified.  Safety is, and always will be our first priority 
3. That the Upstream trade magazine 16 June 2006 published an article making a number of very serious allegations against Shell in its operation of the Brent field and some very personal, and completely unjustified, attacks on current and former members of Shell's staff and management. Shell strongly refutes these allegations
The response in March this year to the Guardian and Scotsman

Refer to Guardian article ‘Shell safety record in North Sea takes a hammering’ and the Scotsman ‘Concerns remain over Shell’s record in North Sea’ both published on 5th March was

4. Shell denied its Safety record was worse than others and there had been a six-fold decrease in total recordable case (accident) frequency between 1999 and 2006 (Guardian) 

5. A company source said that none of the Notices served in 2006 concerned platform critical equipment (Scotsman).

In what follows you are left draw your own conclusions based on verified facts

The evidence against Shell

The evidence is laid out in 5 sections covering the period before the fatalities and the period after the fatalities.  The sections are

1. The collapse of essential controls in Shell – a case study in failure to meet legal obligations, see additional information on powerpoint attachment Part One

2. The constant degradation of hardware and associated decline in technical integrity and how this contributed to the deaths on 11th September 2003, see additional information on powerpoint attachment Part Two

3. The crucial Meeting between Shell and the HSE in October 2003 – where the HSE is introduced to the post fatalities integrity review by a ‘shocked’ Production Director

4. The further decline after the fatalities – with the inevitability in my expert opinion of another major accident
Before the fatalities  (1999 – 2003)

The importance of this data is the majority of it is irrefutable, cannot be challenged because it is historic data in the public domain. 

From the time of the 1999 audit the situation on Shell’s North Sea offshore installations deteriorated to such an extent that the HM Inspector for Health and Safety requested his concerns about weaknesses in the verification schemes be brought to the immediate attention of Directors in October 2001.  Despite this, the situation further deteriorated as witnessed by the HSE serving further improvement and prohibition notices.  

In essence, from September 1999 till the fatalities in September 2003 Shell were in constant breach of some Regulation or other, an appalling picture of neglect.  This is illustrated clearly on a viewgraph in Powerpoint attachment Part One

In 1999 the message given to the Oil and Gas Director, Chris Finlayson and Tom Botts, and their MD Malcolm Brinded was unambiguous, if actions were not taken, particularly on Brent Bravo, then a major accident event was inevitable.  The only surprise to me is that it took 4 years before it occurred. 

What is meant by Safety in this context?

The Safety of employees on an offshore installation can only be formally assured if the Duty Holder complies in all parts with the commitments given by him in writing to the Governmental regulator and as contained in the installation Safety Case.  In doing so he demonstrates to Society his obligations to maintain the risks on the installation at ALARP levels.  The Safety Case in this respect is a Licence to operate, a contract if you like between the Duty Holder and his employees and Society as a whole.  

In a formal Safety Case, the ‘safety’ of persons on board an installation is specified numerically using two key indicators, the individual risk to individuals by virtue of the fact that they are employed on that installation, called the Individual Risk per Annum (IRPA), and the collective risk taking account of the average absolute numbers on an installation called the Potential Loss of Life (PLL).  All other things being equal the PLL increases in proportion to the number of persons exposed to that risk.  The risks in this context are the risks to persons from catastrophic, potentially multiple fatality events which will also cause substantial damage to the facility and possibly the environment surrounding the installation.  

In public rebuttal to the 5th March article in the Guardian and Scotsman Shell suggests an improvement in safety because of a six-fold decrease in total recordable case (accident) frequency between 1999 and 2006.  If true this is commendable but is not relevant to the argument since this is a measure of the control of occupational risk not of the control of catastrophic risk, this is explained later in this document.  Total recordable case frequency also includes incidents that are not work related, for example if an employees slips in the shower, or falls out of his bunk bed, and for both of these events is injured and reports this injury to the medical officer.
If a Duty Operator fails to comply with its legal requirements and for example knowingly operates plant and equipment in a dangerous condition, neglects maintenance on safety critical equipment, changes the design of the installations components in an unauthorised fashion then this inevitably raises the risks of an undesirable event happening which could have dire consequences for the safety of people.  With this in mind the following data in the tables of Appendix One shows the deterioration of hardware systems over a prolonged period despite the sustained efforts of the Regulator to force Shell to comply. 

Appendix One gives the type and issue date of enforcement actions including the cause of the failures observed by the HSE from 1999 till the time of the fatalities.  As a measure of deterioration in technical integrity the table also lists historic data on high potential incidents caused by failure of technical integrity.

Before the fatalities

(1) The collapse of essential controls in Shell – a case study of chronic failure to meet legal obligations

This is an example of the inability of the Shell Expro Directors Chris Finlayson and Malcolm Brinded to take remedial action to ensure that their Company complied with its legal obligations.  From 1999 Shell have almost constantly been in breach of the Safety Case Regulations and a direct warning to Directors in 2001 went unheeded.  Their failure to take such remedial action contributed to the deaths in 2003

----------------------------------------------------------------------------------------------------------

Prior to the fatalities and dated from 1999 Shell failed 15 times to comply with their legal obligations, two prohibition Notices and 13 Improvement Notices were served from 1999 till 2003.  

Many of the Enforcement Notices served were to remove the risks of major accident and potential multiple fatality events such as Notices to correct endemic weaknesses in the safety critical equipment performance verification schemes.    

These weaknesses were physically witnessed at the time of the fatalities in September 2003 from the failure of ESD valves to operate.  Also the Emergency Generator failed to start automatically as it is designed to do, and the Uninterruptible Power Supplies failed leading to extreme difficulties in radio communication in the emergency conditions following the release of gas into the utility shaft.  All this is covered in the Inquiry report into the deaths.

December 1999 – early warnings

As early as December 1999 TR Thompson, an HM Inspector of Health and Safety served an Improvement Notice on Shell (No42) identifying serious breaches on Cormorant Alpha, breaches that he considered may also be relevant for all other Shell UK installations.  This Notice was served only a couple of months after the Shell internal audit warned Directors in September that year of weaknesses and deficiencies in the essential controls related to the maintenance in good working order of safety critical equipment.

The HSE Notice stated that Shell had failed to put into effect a suitable verification scheme for ensuring that the safety critical elements are suitable  and that they otherwise remain in good repair and condition.  Despite this early intervention by the HSE, and the warnings from their own internal audit, the Directors allowed the situation deteriorated significantly and out of control.

October 2001 – Directors are warned

By the 24th October 2001, more than 24 months after the earlier warning, TR Thompson raises concerns that insufficient progress has been made on the issued improvement notices and that the above breaches have been established not only on Cormorant Alpha, but also on Dunlin, Tern, North Cormorant and Eider along with all the Brent facilities.  

His opinion was that Shell has, for a prolonged period, been in breach of the above Regulations and has not responded effectively.  To highlight his concerns he asks that his concerns be raised with Directors at corporate Management level.  

This plea apparently fell on stony ground as in a continuing attempt to get Shell to comply another five improvement notices had to be served related to the same common failures in verification schemes on Anasuria, Auk, Fulmar, Gannet and Kittiwake. 

Please note that if the safety critical equipment on an offshore installation can not be relied upon to function as designed in an emergency then undesirable events such as loss of containment resulting in fire or explosion will escalate out of control (as witnessed on Piper Alpha), and on Brent Bravo on 11th September 2003, when an ESD Valve failed to close allowing the escape of over hugh quantities of hydrocarbon gas into the utility shaft.
Before the Fatalities

(2) The constant degradation of hardware and associated decline in technical integrity from September 1999 and how this contributed to the deaths on 11th September 2003
From the Fatal Accident Inquiry and the determination of the Sheriff lets consider some key causal factors in the deaths.   

Temporary Repairs

This is an example of the criminal neglect by the Directors Chris Finlayson and Malcolm Brinded to take action to remedy the chronic and endemic weaknesses highlighted in the 1999 audit with regards to the management and control of temporary repairs. Their failure to take action contributed to the deaths in 2003. 

----------------------------------------------------------------------------------------------------------
The initiating event in the deaths in 2003 was leakage from a temporary and unapproved repair.  The determination of the Sheriff was in any case that the repair would never have been approved it being materially defective and not in compliance with Shell engineering standards.  

In 1999 both the Finlayson and Brinded  were warned about the risks of temporary repairs.  The following is an extract from a strictly confidential note to Chris Finlayson and Malcolm Brinded from the Internal Audit Manager Gebrand Moeyes on 20th October 1999.

Quote - In our ageing assets there is increasing use of temporary clamps, due to pipe-work reaching minimum allowable wall thickness Our corrosion management data is out of date, so who has overall responsibility for this within our business? No person at any level in the organisation appears to have a concise overview of the technical integrity status of any specific offshore installation, for example, the collective picture of loss of containment risks due to clamps, thin wall pipework, at any moment in time – Unquote

Now Shell are on public record as accepting the findings of the 1999 audit and of alleging that they vigorously pursued this known defects but on 17th August 2003 on Brent Bravo a temporary and unauthorized repair was carried out on a safety critical line in the utility shaft whose failure could cause, or substantially contribute to, a major accident.  The leakage from the line had caused gas alarms to be activated.  

The platform was started up on 22nd August despite this observed degradation in technical integrity and the forewarning that gas was present in a line where it should not have been under normal operations. On the 11th September it was the failure of this temporary repair that initiated the series of events leading to the deaths.  Along with this repair on Brent Bravo there were 33 others 8 of which were not approved.  In the field there were found to be 472 of which 205 were not approved.  Further checking led to another unapproved temporary repairs 205 being found within the next week or two. 

Before the Fatalities

Knowingly operating plant whilst it was in a dangerous condition
This is an example of the neglect by Directors Chris Finlayson and Malcolm Brinded to take action to remedy the chronic and endemic weaknesses highlighted in the 1999 audit with regards to operating plant whilst it was in a dangerous condition.  Their failure to take action contributed to the deaths in 2003

----------------------------------------------------------------------------------------------------------

On Brent Bravo in 1999 there was a problem with the Oil Test Separator liquid Level Control Valve (LCV), it was passing with such volume that it could not automatically control the separator level and the Low Level alarm and Low Level executive action were permanently disabled by unapproved overrides at the control room.  This was clearly in violation of Codes of Practice.  This was a dangerous condition because loss of control of the oil level allows gas to by pass the vessel and enter downstream pipework not rated for its pressure leading to potential for loss of containment.  The Directors of Expro accepted an action to rectify this situation with immediate effect but there is no evidence that this was ever done.  This statement is supported by your 2005 Internal Investigation led by Jakob Stausholm.  The HSE could also find no evidence that action had been undertaken, as discussed at my meeting with them on 31st August 2006.

On 11th September 2003, in a remarkably similar example of operating process equipment in a dangerous condition, the Drains De-gasser vessel was operating with its LCV known to be passing.  It had operated in this condition for many months.  In his Inquiry report the Sheriff found that the failed state of this LCV contributed significantly to the high volumes of gas entering the utility shaft and thus to the deaths of the men by asphyxiation.

Before the fatalities

Emergency Shutdown Valves (ESDV)

This is an example of the criminal neglect by Chris Finlayson and Malcolm Brinded to take action to remedy the chronic and endemic weaknesses highlighted in the 1999 audit with regards to the failure to  maintain in good working order, and to functionally test and record the performance under test of Emergency Shutdown Valves (ESDV) in a correct manner.  This failure contributed to the deaths in 2003.

----------------------------------------------------------------------------------------------------------

In 1999 the audit found that a number of principal ESD valves had failed to meet their performance criteria under test but despite this the platforms were allowed to continue in operation.  Test records were falsified by entering results into the SAP maintenance database as No Fault Found.  In a confidential Note dated  20th October 1999 the Internal Audit Manager informed the Oil and Gas Director (Finlayson and Botts) that Quote There was evidence of false and misleading information being entered into the maintenance records for safety critical equipment, e.g. the Brent Bravo ESDV failed its leak-off test in April, 1998 but was recorded as ‘No Fault Found’ Unquote

During the annual maintenance shutdown on Brent Bravo in August 2003 ESD valve  EZV 4415 on the outlet of the HP Flare KO Vessel failed to close during routine testing.  According to the Sheriff in his report during the same shutdown some 14 other ESD valves failed to operate within specification.  The OIM considered the failure of ESD valve EZV 4415 did not prevent the start up of the platform on 22nd of August - it should be note that under the Shell technical change control procedure the OIM did not have the authority to take that decision.  The total amount of hydrocarbon vapour cloud released into the shaft via the leaking temporary patch was estimated at 6280 cubic metres.  A significant factor which contributed to the extent of the vapour cloud was the failure of ESD valve EZV 4415 to close in the emergency.
At the same time in September 2003 the principal oil and gas riser ESD valves on Brent A, Brent C, Cormorant A, Tern, Fulmar, Gannet and Nelson had all failed to meet the mandatory performance criteria under test despite this these installations continued to operate.  

Platforms operating with ESD valves in failed condition

	Platform
	Post Fatalities Review Team Findings (Serious quasi criminal offences under the  UK Health and Safety at Work Act (refer to Power-Point package Part Two)

	Brent Alpha 
	Brent Alpha ESDV fails its leak-off test (LOT)but Work Order (WO) for correctives maintenance cancelled as has the routine to further LOT the valve. Other gas riser closure and LOT tests on ESDV’s have also been cancelled

	Brent Bravo
	WO's signed off as Ok when using wrong test method and known fault on system. WO's cancelled for corrective with faults still present (e.g. valves).

	Brent Charlie
	Histories for gas riser valve do not show that the valves meet the leak-off criteria. ESDV on High Pressure separators on hydrocarbon process slow to close, no follow up actions, other valve failures not corrected when identified

	Tern
	Hudson overpressure protection ESD valve not meeting required performance, known to Asset Manager

	Cormorant A
	Some inadequate maintenance histories in database of SAP computer.. Sticking valves identified during ESD test in 2002, corrective maintenance WO raised but not released for remedial actions

	Fulmar
	Failed ESD valves  with no follow up identified

	Gannet
	Riser ESDV closure and LOT results not in SAP computer. Repeated valve failures


Platforms operating with ESD valves with falsified performance tests
	Platform
	Post Fatalities Review Team Findings (Serious quasi criminal offences under the  UK Health and Safety at Work Act (refer to Power-Point package Part Two)

	Brent Bravo 
	Maintenance Word Order (WO) signed off as OK when test not carried out

	Brent Delta
	Failed ESD valve not being tested properly but reported as OK for WO closure. Corrective WO's cancelled

	Dunlin
	Fire and Gas signal  inputs to ESD valves not tested as there are no input inhibits at ESD system, but routines being signed off or cancelled. Tests signed off as successful even when failures noted

	Anasuria
	Repeated ESD valve failures.  ESD valves recorded as frigged before test, not tested and left in frigged state after test (frigged means purposefully inhibited from operating)


All was  this was presented by Greg Hill and Tom Botts to HSE officials in October 2003. 

Before the Fatalities 

Known violations of the Permit to Work (PTW) system

This is an example of the neglect by Directors Chris Finlayson and Malcolm Brinded to take action to remedy the chronic and endemic weaknesses highlighted in the 1999 audit with regards to the known violations in the application of the PTW system.  This failure contributed to the deaths in 2003.

---------------------------------------------------------------------------------------------------------

In 1999 the audit verified that violations of the PTW and other procedures was common.  

The initiating event in 2003 occurred when the two deceased entered the utility shaft to repair the leaking pipe.  According to the Sheriff they did this without raising a permit and without compliance with the shaft entry procedures.  Carrying out work under the operations umbrella, instead of under a PTW, have become normalised behaviour but this same behaviour had been documented in 1999 and presented to Directors as a verified finding which they accepted at that time.

Lets continue with the following

After the Fatalities

(3) The crucial Meeting between Shell and the HSE in October 2003 – where the HSE is introduced to the post fatalities integrity review by a ‘shocked and horrified’ Production Director

In the press releases in 2006, and at the meetings held with the BBC and newspaper reporters Shell neglected to inform the media about this meeting.  On 31st August last year, in the presence of the OILC Secretary Jake Molloy, I learned for the first time about this meeting from HSE officials in Aberdeen.  

These officials had been called in to the Aberdeen offices of Shell where Greg Hill then the Production Director in Aberdeen informed the HSE of the outcome of his post fatalities technical integrity review, refer to Powerpoint attachment Part Two for more details of what was presented to the HSE.

Greg Hill informed the HSE that when he had taken over the reigns from Chris Finlayson he had not been made aware of the implications of the 1999 audit in any handover but now conceded to the HSE officials that this audit had not been followed up appropriately.  In fact, the post fatalities review, that he presenting to the HSE, had used as a starting point the 1999 findings and found remarkable similarities between the behaviour witnessed in 2003 and the behaviour that existed in 1999.  

In summary a negative safety culture identified in 1999 had persisted and flourished until 2003 and was a factor in the deaths.  Greg Hill expressed to the HSE officials that he had been ‘shocked and horrified’ when he discovered for the first time since arriving in Aberdeen the true state of technical integrity offshore. 

The conditions in September 2003 on the 17 installations covered by the data was appallingly bad, all these installations must have been operating with risks in the intolerable region, as such, unacceptable to Shell and Society as a whole.  Some of the worst examples were

· Despite Gannet having repeated ESD valve failures with no follow-up identified, of having 32 temp repairs on hydrocarbon pipework, none of which were approved, and of having 317 safety critical sensors in fail to danger condition the platform continued to operate

· Despite Fulmar having failed ESD valves but with no follow-up identified, of having 15 unapproved temp repairs on hydrocarbon pipework, and of having 434 safety critical sensors in fail to danger condition the platform continued to operate

· Despite Anasuria having repeated ESD valve failures, with valves left in frigged state (purposefully inhibited from functioning in an emergency) after tests carried out, of having 18 unapproved temp repairs on hydrocarbon pipework, and of having 60 safety critical sensors in fail to danger condition the platform continued to operate

· Despite Brent Delta having failed ESD valves not tested properly but reported as A - OK so that Work Order could be closed out, of having 41 unapproved temp repairs on hydrocarbon pipework, and of having 41 safety critical sensors in fail to danger condition the platform continued to operate

Despite all this and more all these installations continued to operate, no assessment of the risks were carried out, the workforce were not informed and most surprising of all, the HSE, apparently with their resources tied up with the Brent Bravo investigation, issued no enforcement notices on any of the 14 offshore installations other than on Brent Bravo.

(4) The further decline after the fatalities – and the inevitability of another major accident

This is documented in the tables of Appendix One. 

The importance of this data is that it is irrefutable, cannot be challenged because it is historic data in the public domain, the worry for those who represent workers offshore is that it reflects after the fatalities a significant increase in non-compliance by Shell, and more importantly, an increase in high potential incidents.   If this trend continues the next major accident event is not only possible, but inevitable. It’s just a matter of time.  

The majority of these high potential incidents were in utility shafts, enclosed areas escape from which is difficult even in simulated conditions wearing full breathing apparatus.  The consequences of an explosion in these shafts could be catastrophic causing partial or complete collapse of the supporting cellar deck structure.  This would be particularly so if the explosion relief venting arrangements at the top of the shafts were impaired by the stacking of heavy drilling equipment upon them, as was the case in 1999 on Brent Bravo. 

Mr Ollila the warning now, at this moment in time, is clear, if action is not taken to revert this increase in non-compliance and high potential incidents then the next major accident event is inevitable. 

In summary post the fatalities Shell have failed 36 times to comply with their legal obligations, discounting the two prohibition Notices served as a direct result of the fatalities still leaves 

· 34 failures of which 8 were Prohibition Notices and 26 were Improvement Notices.  
· 25 of the Enforcement Notices were to reduce risks related to major accident multiple fatality events, whilst 9 were to reduce risks related to potential single fatality events.  
The most worrying aspect of all this evidence is that post the fatalities, when you would expect the lessons would have been learnt from that tragic event, the enforcement actions have actually increased three-fold and so has the number of high potential incidents and prosecutions.  There has been eight high potential incidents since the fatalities up to the beginning of this year, five of which related to loss of containment of hydrocarbons in enclosed column shafts
Specific and detailed Allegations against Directors

It is your opinion Mr Ollila that the Upstream trade magazine 16 June 2006 published an article making a number of very serious allegations by me against Shell in its operation of the Brent field and some very personal, and completely unjustified, attacks on current and former members of Shell's staff and management.  You strongly refute these allegations.

Lets look at these allegations and let others judge whether these were completely unjustified.  It should be noted that these allegations, as Shell would like then described, are in the main the findings of Shell internal audits and reviews accepted at the time by Shell Directors, or taken from HSE data in the public domain and are thus ipso facto statements of historical fact.

Allegation 1.0 Touch Fuck All (TFA)

Failure of the Shell Expro Directors in that they purposefully deceived the HSE, the media and their employees about the true effects of the Touch Fuck All (TFA)  instruction

Shell Witnesses in 1999

In September 1999 Chris Finlayson made false and misleading statements to the media with reference to the true effects of the Touch Fuck All  (TFA) instruction.  What he said can be heard on the BBC Scotland web-site as it was recorded by the reporter Colin Wight.  What Finlayson said  Quote  what  TFA essentially means is that, over extremely short periods of hours, not to carry out activities which could lead to a platform trip or breakdown – don’t interfere with equipment – let thing run steady provided it has no impact on safety’.  He stated TFA was ‘not talking about the deferral of maintenance, it is not talking about putting anything at risk – Safety is paramount, Safety remains the overriding concern’ unquote. Ken Merry and John Madden, at the time of the audit employed as Shell Expro Internal Auditors would testify in Court that two interviews were held with Finlayson on morning of 5th & 22nd October 1999 where he was specifically asked to do correct this false and misleading statement.  He was informed  that the audit found the situation re TFA much worse than alleged by the workforce.  

Ken Merry and John Madden are copied on this public statement. 

HSE witnesses in 2003

David Bainbridge and Tom McLaren – HM Inspectors Health and Safety  met with me in October 2003.   At that meeting with David Bainbridge confirmed that  they had been deceived by the Finlayson statements re TFA in 1999 and this thwarted his investigation into these serious and justified concerns raised by the workforce.  He went on to say that in this matter, the HSE would concede that their  investigation into the TFA concerns in 1999 were incompetently handled by them. 

David Bainbridge and Tom McLaren are copied on this public statement.

Shell witnesses in 2005

Jakob Stausholm who then was the Shell Group Chief Auditor, and Richard Sykes who was then the Shell Environmental Adviser confirmed that their internal investigation found that Finlayson accepted that the statements he made in 1999  were false and misleading, but he has never explained why he did not at the time revoke his statement as recommended by the audit team in 1999. 

Jakob Stausholm and Richard Sykes are copied on this public statement.  

Shell and independent witnesses in 2006

At a Meeting in November 2006 as part of the mediation process between myself and Shell in the presence of Keith Ruddock, the Shell Legal Counsel, and an independent witness David Richmond, Kieron McFayden, the recently appointed HSE Czar, stated that with regards to Touch Fuck All affair, when he heard about it, and got into the detail, he was thoroughly ashamed that this could happen in a Shell company.  McFayden is the first, and only Shell official who has spoken the truth on the subject.

Kieron McFayden and David Richmond are copied on this public statement
Allegation A2: Failure to take immediate actions to reduce risks on Brent Bravo

Despite Directors being recommended to take immediate action to reduce the intolerable risks to their employees on Brent Bravo that installation was allowed to continue in operation.  The HSE were not informed of the findings of the Audit, and neither were the workforce.  A copy of the Audit findings were not sent to the installation, all this a serious breach of Offshore legislation

Shell witnesses in 1999

The Oil Director Chris Finlayson and the Managing Director Malcolm Brinded purposefully allowing the Brent Bravo to continue in operation despite accepting the Audit findings that this platform was operating with high risks levels in the intolerable region. The workforce on Brent Bravo remained blissfully unaware of the enhance risks on the installation in September 1999 as Shell neglected its legal responsibilities to do so. Ken Merry, John Madden and Keith Mutimer all at the time in 1999 members of the audit team will confirm this as a factual statement and are copied on this public statement

HSE witnesses in 2003

In October 2003 at a meeting with HSE officials David Bainbridge and Tom McLaren they confirmed that  they had not been informed of the findings of the 1999 audit at the time of that audit although they should have been.  If they had been so informed a number of enforcement actions would have been served.  They were eventually informed about the 1999 audit findings after the fatalities in September 2003 at the same time as they were told about the findings of the post fatality technical integrity review. The post fatalities review was based, used as its starting point, the findings of the 1999 audit.

David Bainbridge and Tom McLaren are copied on this public statement
Shell witnesses in 2005

In July 2005 internal investigation carried out by Jakob Stausholm and Richard Sykes confirmed that Finlayson and Brinded had accepted the 1999 audit findings that Brent Bravo was being operated with high levels of risk.  They could find no evidence that the short term actions listed above had ever been undertaken and that the longer term actions to correct the observed negative safety culture in 1999 had been truncated by late 2000 when only 20% completed.  This information was shared with the CEO Jeroen Van der Veer at the time.

Jakob Stausholm and Richard Sykes are copied on this public statement.  

Crown Office witnesses in 2005

The Crown Office

The Procurator Fiscal in Aberdeen was presented with much of the evidence shown in this document in May 2005 by the HSE.  The Fiscal, according to evidence given to me by Geoffrey Podger the CEO of the HSE in the UK, was singularly responsible for the decision that due to the passage of time it was not in the public interest to prosecute Shell for the inaction of its Directors in 1999.  The Solicitor General (now the Lord Advocate) however looked into the Fiscal’s decision and also as to why this evidence was not heard at the subsequent inquiry.  As an indication that things were not at all healthy before the 11th September 2003 the Solicitor General for Scotland in a written reply to a member of the Scottish Executive, and based on a report sent to her (Elish Angiolini to Christine May MSP 24th July 2006) by the Procurator Fiscal wrote:

It is clear that Mr Campbell believes that he is in possession of information which would have been relevant to the Inquiry but which was not presented in evidence.  I have considered this information, and it would appear that the fundamental point arising from it is that the deaths of Sean McCue and Keith Moncrieff resulted from a culture which had grown up within Shell whereby production takes precedence over the health and safety of employees, as opposed to short term failures.  I would wish to reassure Mr Campbell that there was evidence led at the Brent Bravo Fatal Accident Inquiry to suggest that the deaths had occurred a result as of many failures by Shell over a long period of time - not failures which had risen just prior to the deaths.  

In particular, evidence was led at the Inquiry about the haphazard way in which repairs on the Brent Bravo platform had been carried out for many years prior to the fatal accident in 2003.

The Lord Advocate would be requested to provide witness to the above statements by attendenance at any Court proceedings of an Advocate Depute or the Procurator Fiscal Depute who provided the above information to the Lord Advocate in a report sent to her

HSE Witnesses in 2005

On the 9th August 2006 in a Note from the new Head of the Offshore Safety Division of the HSE Mr Ian Whewell, he writes

The comparative analysis provided by you was , as I understand it, for the purpose of demonstrating linkage between the issues identified by the your Audit team in 1999 and similar types of failures contributing to the Brent B double fatality.  The Offshore Safety Division view was, and still is, that there were undoubtedly similarities in the types of issues identified and in the nature of the generic problems.  This confirmed our own findings, which were covered in the prosecution, that Shell were not at the time managing key aspects of plant maintenance and integrity 

Ian Whewell is copied on this public statement

Other HSE witnesses in 2005

From information received under the Freedom of Information Act.  Mr Ray Paterson writes to his boss in May 2005 approaching two years after the fatalities that the recent Asset Integrity Reviews undertaken by Shell has shown similar safety related issues, if not more so, than those shown up by the 1999 audit  undertaken by Bill Campbell’s team in that not much has physically changed.  He goes on to say a week later that quote I would like to raise the issue of the significant high levels and apparent increase (certainly not reduction) of maintenance backlog (out of compliance) on most of Shell’s  Mature Assets in the Northern area of the North Sea unquote

Ray Paterson is copied on this public statement

Other witnesses in 2006

At August 2006 in the presence of Jake Molloy, secretary of the OILC, Ian Whewell, Head of the OSD in Aberdeen confirmed that the HSE also had no evidence that the immediate actions to reduce risks in 1999 on Brent Bravo had ever been undertaken.

Ian Whewell and Jake Molloy are copied on this public statement

There was a meeting prior to the transmission of the BBC Frontline Scotland programme, ‘The Human Price of Oil’ on 24th April 2006 at Broadcasting House, Glasgow between Shell and Andrew MacFadyen along with Dorothy Parker of BBC Scotland.

Shell were represented at the meeting by Greg Hill the Aberdeen Production Director and Stuart Bruseth, who is a press officer. Andrew MacFayden explained to me at this meeting Greg Hill accepted that with the benefit of hindsight there should have been a better response to the 1999 audit. On the specific issue of falsification of maintenance records, he accepted that this happened but stressed that it was the fault of "a few bad apples" who were breaking the company's own guidelines.

Andrew MacFayden and Dorothy Parker are copied on this public statement

Allegation 3: Against Malcolm Brinded
That the SIEP group Auditor leading the 1999 Audit was dismissed by the Managing Director to avoid him and his Oil Director being formally interviewed about their conduct in relation to these matters

In Sept/October 1999 things were going very badly.  Brent Bravo specifically when audited was found in an unacceptable condition but despite raising our concerns from technician to General Manager the platform continued in operations unabated.  As a result of this I had a special meeting with the Internal Audit Manager (IAM) Gerbrand Moeyes.  As an SIEP Auditor (independent from the operating Company Shell Expro) our rules are that we bring serious concerns that we verify during an audit immediately to the attention of Senior Managers so as to reduce risks without waiting for the audit to run its full course.  

In relation to the above I asked the IAM to arrange an early meeting with the Oil Director.  This was held on 5th October.  In summary nothing changed. I met again with IAM to arrange a formal interview with the Oil Director followed by the Managing Director Malcolm Brinded.  Because of the importance of these meetings I requested that the IAM be present along with two auditors.  As it transpired these interviews were to be held after the management presentation on 22nd October but they never took place because after the presentation the MD Malcolm Brinded effectively dismissed me from my role as Lead Auditor and I returned to the Hague.

Apart from the dire straight on Brent Bravo three other things had come up which I told the IAM would be discussed at the interviews with the Oil Director and the MD

· The first was that the Oil Director had made false and misleading statements re the effects of Touch Fuck All policy to the media and the HSE.  The audit team advised him to revoke these statements but he did not – so this was to be a subject for debate at the formal interviews

· One of the reasons given to me by the IAM as to why the Oil Director would not revoke his statement on Touch Fuck All to the HSE was that they already knew.  Anecdotal evidence was given to me in the presence of the IAM and Messrs Hoskins, and the internal auditors Mutimer, Madden and Merry was that Brinded had through a special relationship with the then Oil Minister Helen Liddel got her to use her influence on the HSE to turn a blind eye re the Touch Fuck All debacle.  This debacle had received National attention through Newspaper banner headlines and BBC radio and TV coverage.  The special relationship I was informed was a close friendship through a mutual interest in politics, in fact it was claimed that Malcolm was considering a political career – so this claim of the Oil Minister had been asked to use her influence over the Regulator was to be a subject for debate at the formal interviews

· Lastly, the IAM made it known to me (not an HSE matter but an example of the lack of openness in the reporting of conditions within enhanced Expro) that Brinded had agreed with his Finance Director to not report in the relevant business controls assurance letter significant defalcation of business and financial transactions.  He showed me his comments on this in his 1998 Internal Audit Service Review – so this apparent falsification of business returns was to be a subject for debate at the formal interviews

It is simply my contention, my allegation, that the MD of Shell Expro did not dismiss me in October 1999 because the Brent Management Team would find it hard to work with me in the audit follow-up (hardly surprising since I had recommended they be suspended an investigation be carried out into their conduct).  Rather he dismissed me because he and his Oil Director were to face formal interviews about their conduct and how it was acceptable to continue to operate the Brent facilities in the manner in which they were being operated and the other matters discussed above.   By this means he avoided these interviews it being much easier to deal with Ken Merry, my Deputy, who was a Shell Expro employee and like the others could be bullied and coerced.  When the auditors eventually met with Brinded he would not accept any fault for the verified lack of controls offshore..  

This was despite the principal opinion of the audit team in 1999 that the sampling process of the organisation had verified that there are significant weaknesses in essential controls. In our opinion the fundamental reason for this was not the absence of structures, systems and processes but rather that inappropriate attitude and behaviour causes non-compliance, or deviation from, these control processes. We believed that the key business drivers and messages from corporate level were fostering undesirable behaviour in some parts of the organisation

The reader should note that the audit findings specifically considered that it was the organisational changes that Brinded had put in place, removing the normal checks and balances, and the conflict of interest of his gas nomination contract, that created the environment, the negative safety culture, where operating outwith the operations and design envelope was necessary to maintain production at all costs with scant regard for the health and safety of employees.  So the finger was unmistakably pointing at him.
His reaction to the audit team at the time can only be described as despicable.  As part of the mediation process to prevent me taking Shell to Court for defamation, it was confirmed by Shell Legal Counsel Keith Ruddock, and Kieron McFayden, in presence of an independent witness, that Brinded had apologised to the audit team members Merry, Mutimer, Hoskins and Madden for his conduct in 1999.  It was alleged by McFayden that these apologies occurred between September and November last year.

Allegation A4: Against Jeroen van der Veer and Malcolm Brinded

That the CEO J. van der Veer assisted by the Executive Director of Shell EP Malcolm Brinded subverted the findings of their 2005 internal investigation into the conduct of Malcolm Brinded in 1999.  These findings were not taken into account in public and external communiqué in 2006 such that the communiqué that were issued were so false and misleading as to be deceitful.  

The principal findings of the Stausholm/Sykes internal investigation into the conduct of Directors of Shell Expro in October 1999 were as follows:

· The investigation found no evidence that the short term measures in 1999 recommended to immediately reduce risk on Brent Bravo were ever carried out and the long term actions to reverse the negative safety culture were truncated when only 20% complete 

· Under interview with the internal investigation team the members of the 1999 audit team corroborated the findings of the audit as stated by me were accurate

· That the Oil Director Chris Finlayson never answered the charge of why he did not revoke his misleading remarks to media re Touch Fuck  All and it appears he only reluctantly accepted the findings in 1999 ‘to prevent a bun fight between Auditors and the Brent team’

· Malcolm Brinded indicated he had considered removing the Asset Manager from his position but decided against this over concerns about the Asset Managers mental health.  The investigation team described this decision by Brinded to be astonishing and inexplicable.  Brinded gave no explanation of why he did not consider the position of the General Manager, and Deputy Asset Manager also

· That Peter Wyatt, a key witness interviewed by the internal investigation team in 2005  team, could not remember his attendance at a crucial meeting with the audit team and the General Manager, and his Deputy Asset Manager in 1999.  He attended specifically at the request of the MD to act as an independent arbitrator and witness to the facts. The investigation team commented they were disappointed with the reaction of Wyatt at the interview in 2005 with the clear implication that he was not being truthful

· The investigation team confirmed that they had difficulties in obtaining evidence for their investigation and as an example they quote that almost no files were now available in UEFA (Internal Audit) department in Aberdeen related to PSMR, they had gone inexplicably missing
At June 2006 in a telephone call which was recorded at the time, the leader of the internal investigation Jakob Stausholm confirmed that his report had been ostensibly ignored and he and Richard Sykes had been by-passed and purposefully allowed no involvement or input to the public and internal statements.  He dissociated himself and Sykes from these statements and accepted that they did not represent the facts as established by his report. When asked what happened to his report, Stausholm confirmed that Beot Hess, Group legal counsel, had summarised their findings of the internal investigation, presented these to van der Veer who then in turn had issued a letter of censure to Malcolm Brinded.

In relation to Peter Wyatt my contention is that he was coerced by the CEO and the Executive Director to make false statements to the internal investigation team.  Wyatt had a crucial role in that after the 5th October 1999 presentation to Directors he was specifically asked to attend the meeting described above with the General Manager in the role as independent arbitrator and to get an independent assessment of the facts.  Richard Sykes, a member of the 2005 investigation team commented that he was disappointed by the interview with Wyatt indicating that Wyatt was being untruthful. What Wyatt heard at the meeting with the General Manager and Deputy Asset Manager in 1999 was the latter accepting that on Brent Bravo the Test Separator was being operated in a dangerous condition, that the firepumps had been impaired by constant running to supply water to drilling facilities,  and that a goal widening regime was in place where if safety critical equipment failed its test the performance standard was simply raised without reference to the risk of so doing

Note: in relation to the above I obtained information from confidential  discussions between Shell and Chris Hopson of Upstream that Stuart Bruseth a Vice President Media Relations had in 2006 had written to Hopson that the verified finding of the 1999 audit with regard to goal widening ‘were simply not true’
Further Wyatt heard that an independent inspector was coerced by the Brent Asset Manager to sign of in advance a whole tranche of paperwork for safety critical equipment on Brent Delta.  When he eventually obtained access to that installation he discovered that this safety critical equipment had been isolated as unserviceable for over 12 months. And that amongst other things, ESD valves on Brent Bravo had when tested failed, but that the records of these valves were falsified to show ‘No Fault Found’

If Wyatt had informed the 2005 investigation team that this was the true account of what happened in 1999 then it would have been dire straights for Malcolm Brinded who despite my recommendation in 1999 to suspend the General Manager, the Asset Manager and his Deputy had allowed them all to continue in post with no disciplinary action taken against them or any attempt to correct their behaviour.  Brinded simply did this in 1999 to hide from the corporate headquarters the true extend of problems highlighted by the audit.  The suspension of the complete Brent Management Team in 1999, and the implications that the Oil Director was prepared to accept the appaling conditions witnessed during the audit, would inevitably have foccussed The Hague on the role of Brinded as Managing Director, especially so since the audit findings were clearly pointing the finger directly at him.

You should note that in 2006 I contacted Wyatt, indicating that he may be cited to appear in Court in my favour.  I specifically asked him if he genuinely forgot he had attended the meeting.  He did not answer the question but stated he would do what he could to help and in a later e-mail he stated that he did now remember the meeting but his recollections of the discussions were hazy. 

Allegation A4: Against Jeroen van der Veer

That the Shell CEO J. van der Veer has lied about falsification of test results of ESD valves and other safety critical equipment

Despite evidence to the contrary, as covered in previous sections, Mr Van der Veer has got personally involved with a strong rebuttal that there was no evidence of falsification of maintenance records in 1999.  Here we have your Chief Executive essentially discounting as irrelevant or untrue the verified facts from his own internal audit process in 1999.  

In so doing is he saying that his internal auditors are lying?  That such equipment had test results falsified was a verified finding presented to Directors on 22nd October 1999 and significant documentation exists to support this statement, buth Shell documents and documents provided by the HSE.  Shell are also on public record as accepting the 1999 findings at the time they were presented.  For a Chief Executive to airbrush out of existence such factual data is totally unacceptable when referred to the business controls framework of your Company.  If such procedural anarchy is displayed by a Chief Executive then all is lost.  Within Shell Chairman and Directors are required to demonstrate leadership and commitment to their own Policy and like any other employee are subject to audit from time to time to verify such commitment.  

The above example is similar to the reserves debacle behaviour where an internal audit report that was ‘dynamite’ was to be buried out of sight and mind on the instructions of Walter van der Vijver.  And where Phil Watts as Chairman broke his own rules allowing the Company is general to decieve Society on the reserves issue over a number of years.

As an indication of your CEO’s personal involvement the following is an e-mail reply to a note in July 2006 where I challenged him on his false statements approved by him. He completely ignores this warning in his written reply below -_____________________________________________________________________

Dear Mr Campbell, 

Thank you for your email of 21 July, to which Mr. Van der Veer has asked me to reply. I do not feel it appropriate to respond to all the specific points you have raised, but I would like to stress that I do not believe that we have given false or misleading information about this matter. With regard to your specific concern about falsification, this was thoroughly examined at the time and during our investigation in 2005 . The investigation team looked at the falsification allegation but were unable to find any definitive evidence to support it. We therefore do not accept there was deliberate falsification of records. Let me assure you that safety is Shell's foremost priority at all times and we absolutely reject any suggestion that we would compromise safety offshore.

Imad Mohsen 

P.A. to J. van der Veer, Chief Executive Royal Dutch Shell plc 
_____________________________________________________________________

That the behaviour of falsifying ESDV performance tests continued from 1999 till 2003 refer to the Power-Point package Part Two.  This gives 3 examples that on Brent Bravo, Brent Delta and Dunlin Alpha this was common practice. 

This can be observed from the typical comments that maintenance Work Orders (WO) for the ESD valves were frequently signed off as OK when performance test was not actually carried out. Or that WO were signed off as OK when using the wrong test method and with known faults on the ESD control systems.

Shell evidence for falsification

· Falsification is covered in the strictly confidential note from UEFA (Internal Audit Manager) to UED/UEG the Oil, and Gas Director 20th October 1999 and the subsequent viewgraphs from the internal audit presentation to Shell Expro Management in 1999 

· Stausholm and Sykes interviewed the PSMR audit team in 2005 and confirmed falsification of records was verified in 1999 

· Some of the team members, Merry, Madden and Mutimer confirmed this to Greg Hill the EP Crisis Team leader in a teleconference call in June last year. 

· The BBC Editor and Producer of the Frontline Scotland programme in June 2006 have given me written transcripts from an interview with Greg Hill where he admits that the 1999 audit was not appropriately followed up and that maintenance test records were falsified 

HSE evidence for falsification from 1999 to 2003

At the beginning of this document I already give evidence that as early as December 1999 TR Thompson, an HM Inspector of Health and Safety served on an ongoing basis a number of Improvement Notices identifying serious breaches that he considered may also be relevant for all other Shell UK installations in relation to weaknesses and deficiencies in the verification of safety critical equipment performance.

Included in the detailed documentation supporting the serving of these Notices are  inspection findings which raise concern about the unreliability of such equipment, neglect of maintenance of such equipment, and unacceptable performance test data.  On the latter it was observed to be common practice for the Operator to carry out pre-conditioning work on the safety device to ensure that it would function when tested, then test it, and record the test as satisfactory.  Such a process is unacceptable giving false assurance about the reliability of the equipment to be immediately available on demand in an emergency.  

HSE informed of falsification of performance tests of Safety Critical Equipment

At the meeting between HSE, Greg Hill and Tom Botts in september 2003 immediately after the fatalities, this data presented to Tom McLaren and Taf Powell of the HSE clearly gives a number of examples of where safety critical equipment including ESD valves had falsified test records.  Refer to the tables for ESD valves on Page 7 of this document.  Such falsification was also reported to be common for fire and gas detection systems also, see table below.

Platforms operating with Fire and Gas systems with falsified performance tests
	Platform
	Post Fatalities Review Team Findings (Serious quasi criminal offences under the  UK Health and Safety at Work Act (refer to Power-Point package Part Two)

	Brent Charlie and Delta
	Preconditioning such as cleaning reported before carrying out tests, it was also observed that detection systems were left isolated for lengthy periods with no formal authorisation or risk assessment

	Auk
	Preconditioning such as cleaning reported before carrying out tests

	Anasuria
	Preconditioning such as cleaning reported before carrying out tests

	Fulmar
	Preconditioning such as cleaning reported before carrying out tests, it was also observed that detection systems were left isolated for lengthy periods with no formal authorisation or risk assessment

	Gannet
	Preconditioning such as cleaning reported before carrying out tests

	Shearwater
	Preconditioning such as cleaning reported before carrying out tests, some detection systems had not been tested for over two years


November 2006 – Evidence of continued falsification of maintenance records

At the request of the HSE I met with Tony Blackmore  who leads their KP3 project.   My input was to give him a better understanding of the Shell internal controls framework, how Shell  audited health and safety and how the performance with this regard was communicated via the Internal Audit Committee Minutes and the process of reporting on these matters to Shell EP directors. 

Blackmore leads a unit that has around 24 specialist inspectors dealing with topsides activities and human factors.  Amongst other things the KP3 project has a keen interest on how safety critical equipment is maintained/examined and tested to assure its reliability and functionality in an emergency.  Given the internal debate ongoing within Shell, and Van der Veer’s personal input that there was no evidence of falsification of maintenance records I asked Blackmore if this was still a problem besetting Shell.  

He said it was, the example he gave was the common practise of carrying out corrective maintenance on equipment such as Line of Sight gas detectors and oil mist detectors (what is called pre-conditioning) before the test is carried out.  The test is then carried out and if successful is logged into SAP as such.  Why the maintainers do this pre-conditioning is usually because the periodicity between tests has increased so much, that from experience if they test the equipment without pre-conditioning it will fail.  They are not only incentivised on the doing of the maintenance but from a  demonstration that the maintenance they do is appropriate and effective so it is in their interest that noted failures are as low as possible.

Tony Blackmore is copied on this public statement

The lies continue

Recent Shell Responses

Shell Response to Guardian Article 5th March 2007

Use of inappropriate safety performance indicator as a smokescreen!

Quote - Shell denied its Safety record was worse than others and there had been a six-fold decrease in total recordable case (accident) frequency between 1999 and 2006 - Unquote.   

In response to the Shell statement above supported by you Mr. Ollila is that the only formal measure in a Safety Case of how safe persons on board an offshore installation are is assessed quantitatively and expressed in terms of the individual risk to a person on board per annum, and the collective risk to the total Society of the installation measures as the potential loss of life.  Although measures such as lost time incident frequency are useful there is no relationship between reducing occupational risk rates and what is called the residual risk (the risk of just being on Cormorant Alpha rather than a building site).  

As an example of what I mean refer to the BP Texas City Disaster.  In the report by the U.S. Chemical Safety Board into the Disaster they stated the focus of many of the Refinery initiatives over a prolonged period was on improving procedural compliance and reducing occupational injury rates, while catastrophic safety risks remained.  

So in summary, the reference in the Guardian to an alleged six-fold decrease in accident frequency is interesting, and to be welcomed, but is intentionally misleading.  

Shell Response to Scotsman Article 5th March 2007

Safety Critical Equipment!

Quote - A Shell source said that none of the 10 Enforcement Notices issued in 2006 concerned platform critical equipment - Unquote 

The above statement supported by you Mr.Ollila it is intentionaly misleading, a lie.  If you refer to the tables in Appendix One you can observe that 5 of the 10 Enforcement Notices issued in 2006 were to eliminate the risks of potential multiple fatality events, for example the Notice served on Clipper in that Quote - Shell has failed to implement a suitably resourced maintenance regime to achieve compliance with their own maintenance strategy.  This has led to excessive backlog of maintenance activities for safety critical equipment Unquote.  

Situation regards Shell is not unique!

Quote - A spokesman for Shell said the situation involving Shell was far from unique and some 12,000 improvement notices are served every year in the various industries regulated by the agency - Unquote.  

This again Mr Ollila is another intentionally misleading statement, even if your allegation is true the articles in the Guardian and Scotsman were not about industry in general but specific to operations in the North Sea carried out under a Safety Case. 

Since public recording of enforcment notices began in 2002, and up till the start of this year, there has been some 137 notices served on the Duty Holders in the North Sea, of which 43, or 30% were served on Shell, making that Company by far the worst performer with regards to operating outwith the Law.  The HSE would have to confirm the relevance and accuracy of the 12,000 number but I assume that this is for all UK industry sectors covered under the Health and Safety at Work Act.

The unacceptable behaviour continues

To lie and cover-up in Shell appears to have become instituitionalised at all levels

Mr Ollila as you can see from the tables in Appendix One there has been a significant  increase in the issue of enforcement notices after the fatalities.  Behaviours also do not seem to have improved with a continuing negative safety culture.  In support of this statement find below two recent examples.

July 2006 on Brent Bravo

A report had been prepared by a contracted inspection agency which had condemned the stairway in the utility shaft as unsafe for use due to severe corrosion.  This report was hidden somewhere in the files in Aberdeen whilst the workers continued to use the stairs.  

The matter was only highlighted when the report contents in part were leaked to the OILC trade union.  The HSE then intervened to raise an improvement notice stating yet again that Shell had failed its legal obligations –  Quote - You have failed to, so far as is reasonably practicable, maintain the Utility Shaft access / egress stairway, in a condition which is that is safe and without risks to health both to persons in your employment and not in your employment - Unquote.  

If the report had not surfaced, would we now be awaiting another Fatal Accident Inquiry?
March 2007 on Dunlin Alpha

There has since the fatalities been an increase in high potential incidents including a number of gas leaks in the enclosed shafts of the installations.  If such gas leaks were to ignite the explosion could have potentially catastrophic consequences.  Such a leak occurred on Dunlin Alpha but was covered–up and went unreported.  Duty Holders are obliged by Law to notify the HSE of all oil and gas leaks.  The HSE again found out and were required to serve yet another enforcement Notice on Shell in that Quote - on Dunlin Alpha on the 30th March 2007 you failed to notify the relevant enforcing authority (HSE) that there had been a dangerous occurance (a gas leak) – Unquote.  

This Enforcement Notice was the 51st Notice served since 1999, far and away, the worst compliance record of any North Sea operator. 

Mr Ollila this is a shaming indictment and yet you are on record as stating that after the 1999 audit we confirmed significant progress had been made on asset integrity and management systems and that this progress has contributed to the continual improvement in Shell’s safety performance since 1999 in the North Sea.  Clearly your support of these intentionaly misleading statements will do great harm to your reputation, and that of your board members, since it is my intention to widely distribute this document. 

Appendix One

Chronology of major events leading up to the fatalities

	
	A summary of Enforcement Actions, High Potential Incidents, Prosecutions etc and from 17th August 2003 events leading to the double fatality
	

	December 1999 till September 2003
	In Part One of the Power-point attachment is a summary of the enforcement actions served on Shell from 1999 till 2003 – before the fatalities there were 15 enforcement notices served, 13 Improvement Notices and Two Prohibition Notices.  In addition Shell have been prosecuted on 5 occasions for serious breaches of the Health and Safety at Work Act in the period 1999 through till end of 2006
	A persistent and continual  failure to comply with legal requirements  with serious breaches of Offshore legislation

	December
2003
	This all started in December 1999 when the  HSE serve an improvement Notice on Cormorant Alpha Quote there are serious failures in the safety critical equipment  verification scheme - Unquote
	A breach of Offshore legislation  

	Sept 2000
	A fire developed in the fire-pump room on Leman.  The deluge system failed to protect the pump and maintenance, which should have been carried out in 1999, had been neglected.  Some 93 non-essential crew members from Brent Delta  were evacuated after prolonged loss of all life support systems
	Potential major accident event which may have escalated due to maintenance being neglected

	October 2000
	The Dunlin Alpha platform had to be evacuated after build up of hydrocarbons in its utility shaft 
	Potential major accident

	Nov  2000
	The newly commissioned Shearwater platform which handles extremely high pressure, high temperature hydrocarbons, was evacuated after higher than normal pressures were recorded at the wellheads 
	Ditto

	Feb 2001
	The Kittiwake platform was evacuated after the loss of control on an oil well
	Ditto

	June 2001

	In relation to Auk and Fulmar HSE raise concerns that 5 releases of hydrocarbons due to corroded pipework had occurred over the previous 12 month period
	Ditto

	October 2001
	The HSE write to Shell Expro complaining that progress on Improvement Notices issued related to the verification schemes on Cormorant A and Dunlin A in 1999 and 2000 and the North Sea generally, are significantly overdue - the Company has been in continual breach of these Regulations for over 18 months The HSE request that to give this the attention and priority it deserves that their letter be discussed at corporate level in the organisation - the seeds fell on stony ground, for after the letter was received a further five  Improvement Notices related to verification schemes were served prior to the fatal accident in Sept. 2003  see below
	Failure to comply with legal requirements.  

Failure of Shell Directors to take remedial action although they have been notified that they are in breach of Regulations endangering the lives of persons offshore

	January 2002
	100 non essential crew were evacuated from Brent Charlie after a leak of Hydrogen Sulphide into its utility shaft 
	Potential major accident event

	6th March 2002
	Despite the serious concerns about failure in the verification schemes highlighted to Directors in October 2001 a further five improvement notices are served related to the same failures in the Verification schemes on Anasuria, Auk, Fulmar, Gannet and Kittiwake 

Quote the verification scheme currently in existence on these installations are not a suitable verification scheme these installations Unquote
	Failure of Shell Directors to take remedial action although they have been notified that they are in breach of Regulations endangering the lives of persons offshore

	26th March, 2002
	HSE issue an improvement Notice on North Cormorant Quote -  You have failed to provide an effective system of work for the maintenance of plant Unquote
	A further breach of Offshore legislation

	November 2002
	HSE issue an Improvement Notice Quote - there was an uncontrolled release of flammable or explosive substances on the Shearwater installation that released from abnormal activities during a process isolation that had not been subject to suitable and sufficient risk assessment - Unquote
	Potential major accident event caused by loss of containment

	17th August 2003
	On Brent Bravo a temporary repair and unauthorized repair was carried out on a safety critical line in the utility shaft whose failure could cause, or substantially contribute to, a major accident.  The leakage from the line had caused gas alarms to be activated.  The platform was started up on 22nd August despite this observed degradation in technical integrity and the forewarning that gas was present in a line where it should not have been under normal operations
	Enhanced risks as approval from a technical authority was not obtained prior to carrying out the repair.  Operators failed to analyze why Gas was present in such apparent volumes in this oily-water line

	17th August 2003
	Before the shutdown it was known that the HP Flare KO Vessel had been operating in violation of its design codes.  The LCV on the Process Drains De-gasser Vessel could not maintain its liquid level. The platform started up in this condition after the shutdown in August 2003
	The failure of the LCV contributed to the significant amount of gas entering the utility shaft on 11th Sept 

	17th August 2003
	During the annual maintenance shutdown in August 2003 ESD valve  EZV 4415 on the outlet of the HP Flare KO Vessel failed to close during routine testing.  During the same shutdown some 14 other valves failed to operate within specification.  The OIM considered the failure of ESD valve EZV 4415 did not prevent the start up of the platform on 22nd of August - it should be note that under the Shell technical change control procedure the OIM did not have the authority to take that decision.  The total amount of hydrocarbon vapour cloud released into the shaft via the leaking temporary patch was estimated at 6280 cubic metres.  A significant factor which contributed to the extent of the vapour cloud was the failure of ESD valve EZV 4415 to close in the emergency
	The failure of the ESD valve contributed to the significant amount of gas entering the utility shaft on 11th Sept 

	18th August 2003
	HSE write to Shell Managers in Aberdeen with concerns re the quality of maintenance data for safety critical and other equipment’s.  
	Endemic weaknesses in verification schemes still persist

	11th September
	The two deceased enter the shaft to repair the leaking repair without raising a permit.  The also do not follow the shaft entry procedures fully.  The execution of work under the ‘operations umbrella’ instead of via the PTW had become custom and practice so reported the Technical Integrity Review team set up immediately after the accident.  These failure are also cover in the Inquiry report and its determinations

Major accident event causing double fatality
	Endemic weakness in the application of the PTW and other control procedures


After the fatalities – the situation deteriorates further!
	Sept/Nov 2003
	Shell conduct a post fatalities technical integrity review showing appallingly bad conditions on many of the 15 offshore installations, hundreds of unapproved pipework repairs, thousands of fire and gas sensors in fail to danger state, criminal neglect re the maintenance of ESD valves and as importantly indications of an ingrained a persistent negative safety culture.  PTW violations were common including doing much work under the operations umbrella rather than through a PTW, this was a contributory factor in the fatal accident.  Neglect of maintenance and knowingly operation plant in a dangerous condition had become the norm – all this is shown on Power-point package Part Two
	All this is ignored in the June 2006 press release’s and the internal communiqué to Shell employees worldwide, another example of Society as a whole being mislead and given a false account of the truth regarding the failures of its Directors from 1999 to 2003

	15/09/03
	Prohibition Notice served on Brent Bravo Quote Potential hydrocarbon leaks from the degasser rundown pipework in close proximity to level control valve LCY 6600 could harm platform personnel if it is not repaired or renewed Unquote
	A further breach of Offshore legislation

	17/09/03
	Prohibition Notice served on Brent Bravo Quote  the palfinger and grab assembly have not been maintained in order to prevent the inadvertent opening of the pipe grab jaws Unquote
	A further breach of Offshore legislation

	18/09/03
	Prohibition Notice served on Brent Bravo Quote Integrity standards of utility shaft hydrocarbon facilities and related safety systems are not being adequately maintained and operated so far as is reasonably practicable, to prevent harm to platform personnel Unquote
	A further breach of Offshore legislation

	28/9/03
	Improvement Notice  served on Lowestoft:  Quote - Shell have failed to demonstrate, that for Major Capital Brown Field Projects, the organisation and systems which are in place effectively control the preventive and protective measures required to assure compliance with the requirements and prohibitions placed upon them by or under the relevant statutory provisions associated with Major Hazards - Unquote
	A further breach of Offshore legislation

	Sept/Nov 2003
	The results of the post fatalities review was presented to the Head of the OSD (HSE) in Aberdeen by the Production Director Greg Hill and his MD Tom Botts.  HSE officials confirm that Hill was shocked and horrified by what his integrity review team had unfolded.  The Review had used as a starting point the 1999 PSMR audit and found many consistencies between that audit and what they found.

What shocked and horrified Greg Hill is summarised in the attached Power-Point package Part Two
	When Van der Veer and Brinded authorised the public statements in June 2006 they purposefully neglected to inform the media about this situation and the HSE involvement in same.  This was a deliberate act to mislead the media, employees, trade unions and Society in general

	06/02/04
	Prohibition Notice served on Brent Alpha Quote - You have failed to provide adequate guards or other measures to prevent persons coming into contact with the dangerous parts of the HVAC Extract fans ME16 and ME17 – Unquote
	A further breach of Offshore legislation

	09/02/04
	Improvement Notice served on Brent A – Quote - It is possible for persons to come into contact with dangerous part of HVAV fans ME16 and ME17 whilst the fans are in motion - unquote
	A further breach of Offshore legislation

	10/03/04
	Prosecutions to which Shell Pled guilty under the various Provisions of the Health and Safety at Work act Brent Alpha – Quote - Health and Safety At Work Act 1974, Section 3, Sub Section 0 Regulation – Unquote
	A further breach of Offshore legislation

	25/03/04
	Prohibition Notice served on Brent Delta Quote -  The aforementioned fans are not so guarded as to prevent anyone from coming into contact with the dangerous parts - Unquote
	A further breach of Offshore legislation

	May 2004
	64 non-essential personnel evacuated from Brent Delta after a gas leak in the utility shaft
	Potential major accident event

	01/06/04
	Improvement Notice served on Tern Alpha Quote - That during a high pressure water jetting undertaking a person not in your employment, operating the equipment, was struck by the high pressure jet which penetrated his unsuitable safety footwear, causing a major injury to his foot – Unquote
	A further breach of Offshore legislation

	August 2004
	A gas leak occurred in a column shaft of Dunlin Alpha
	Potential Major accident

	October 2004
	A gas leak occurred on Cormorant Alpha
	Potential major accident

	08/10/04
	Improvement Notice served on Cormorant Alpha  Quote -  That you have failed to prevent an unplanned escape of fluids from the well in that there was a major release of gas from a faulty flexible hose on well CA26 on the 28th Sept 2004 - Unquote
	A further breach of Offshore legislation

	08/10/04
	Improvement Notice served on Cormorant Alpha  Quote  - That you have failed to maintain the diesel fire pump 7250 in an efficient state, in an efficient working order and in good repair, in that the prime mover is subject to overheating in foreseeable emergencies - Unquote
	A further breach of Offshore legislation

	27/10/04
	Improvement Notice served on Auk  Quote -  That you have failed to maintain the integrity of the fabric of the installation in that there are severely corroded gratings and handrails on the installation - Unquote
	A further breach of Offshore legislation

	28/10/04
	Prosecutions to which Shell Pled guilty under the various Provisions of the Health and Safety at Work act Brent Delta  Quote -   Management of Health & Safety at Work Regulations 1999 (No 3) - Unquote
	A further breach of Offshore legislation

	02/11/04
	Improvement Notice served on Brent C Quote -  You have failed to ensure that equipment, namely the platform's instrument air supply system supplying the Temporary Refuge Heating and Ventilation System Fire Dampers is maintained in an efficient state, efficient working order and in good repair - Unquote
	A further breach of Offshore legislation

	26/11/04
	Improvement Notice served on Brent Bravo Quote -  You have failed to provide such information, instruction and training as was necessary to ensure the health and safety of your employees and others, in that whilst work was being undertaken at the 101 m level of the Utility Shaft, access to the dangerous parts of machinery of the lift mechanism was possible - Unquote
	A further breach of Offshore legislation

	26/11/04
	Improvement Notice served on Clipper  Quote -  Your ship collision avoidance performance standard and procedure do not provide sufficient warning to enable effective emergency response and are not adequately controlled by a management system and do not therefore constitute a safe system of work - Unquote
	A further breach of Offshore legislation

	16/11/04
	Prohibition Notice served on Fulmar  Quote -  The current design of the equipment is inadequate and the operation is unsafe - Unquote
	A further breach of Offshore legislation

	20/11/04
	Prohibition Notice served on Brent Bravo Quote -  You have failed to prevent persons coming into contact with the dangerous parts of the utility shaft lift machinery - Unquote
	A further breach of Offshore legislation

	20/01/05
	Improvement Notice served on Dunlin Alpha  Quote -  Breathing apparatus self rescue set training for leg authorised and leg competent personnel within confined space legs with potential for a hydrocarbon or toxic gas atmosphere is inadequate as it does not require these personnel to don the self rescue sets (or training sets) over their heads and breathe through them while in a realistic escape scenario - Unquote
	A further breach of Offshore legislation

	28/02/05
	Improvement Notice served on Brent Alpha Quote -  You are failing to ensure that work equipment is maintained in an efficient state, in efficient working order and in good repair in that, the cable supports in the pallet deck area are severely corroded and are not providing adequate support for the electrical systems and the Ex electrical lighting in the same area was showing signs of water ingress - Unquote
	A further breach of Offshore legislation

	17/03/05
	Prohibition Notice served on Inde Quote -   Shell has not taken all reasonable practical steps to maintain a safe place of work - Unquote
	A further breach of Offshore legislation

	24/03/05
	Improvement Notice served on Inde Quote -  Your present maintenance regime is not maintaining the integrity of the Juliet installation, and will not maintain integrity throughout the remaining life cycle of the installation - Unquote
	A further breach of Offshore legislation

	01/04/05
	Improvement Notice served in Brent Bravo Quote -  The water deluge system in Modules D3W and D3E is not maintained in an efficient state as was demonstrated by the failure of parts of the system to meet the relevant performance standard when tested on 21 and 22 March 2005 respectively - Unquote
	A further breach of Offshore legislation

	28/04/05
	Three prosecutions to which Shell Pled guilty under the various Provisions of the Health and Safety at Work act related to the fatal accident event on 11th September 2003

· Management of Health & Safety at Work Regulations 1999 (No 3) para 1

· Health and Safety At Work Act 1974, Section 2, Sub Section 1

· Health and Safety At Work Act 1974, Section 3, Sub Section 1
	These failings to comply with the Law directly contributed to the deaths, the potential consequences could have been catastrophic if the hugh volume of gas entering the utility shaft had ignited

	14/06/05
	Improvement Notice served on North Cormorant Quote -  Numerous process system valves and numerous other safety critical system valves have no unique identifying number marked or labelled on them – Unquote
	A further breach of Offshore legislation

	20/06/05
	Improvement Notice served on Gannet: You have failed to ensure doors for use in an emergency are so fastened that they can readily be opened by any person who may require to use them in an emergency. Further, this violation has compromised the integrity of the TR. TR boundary air lock door at the smoking area lounge was wedged off its seal by the use of a square block
	A further breach of Offshore legislation

	August 2005
	85 non essential personnel were evacuated from Brent Bravo after an oil leak in the utility shaft
	Potential major accident event

	August 2005
	Less than two weeks later 71 non-essential personnel were evacuated from Brent Bravo following a gas leak
	Potential major accident event

	12/11/05
	Prohibition Notice served on Clipper  Quote -  You have not carried out a suitable and sufficient task risk assessment, and implemented suitable controls to reduce risks to ALARP, and record significant findings - Unquote
	A further breach of Offshore legislation

	19/12/05
	Improvement Notice served on Clipper  Quote -  You have failed to put in place controls to : clarify health & safety roles and responsibilities and to ensure persons understand clearly what they have to do to discharge them; ensure activities of everyone are well co-ordinated, and carry out on site active monitoring to ensure preventative and protective measures are in place and effective - Unquote
	A further breach of Offshore legislation

	22/05/06
	Improvement Notice served on Brent Delta: Failing to ensure the health and safety of your employees and others by failing to ensure that the utility shaft cell fill lines have been maintained in an efficient state, in efficient working order and in good repair - Unquote
	A further breach of Offshore legislation

	22/05/06
	Improvement Notice served on Brent Bravo Quote -  Failing to ensure the health and safety of your employees and others by failing to ensure that the utility shaft cell fill lines have been maintained in an efficient state, in efficient working order and in good repair - Unquote
	A further breach of Offshore legislation

	May 2006
	On 15th May a pinhole leak was found on the Brent Alpha oil import line
	Potential major accident event due to loss of containment

	June 2006
	On the 5th of June there was a release of gas on Brent Bravo and around 20 - 60 litre of oil were spilled during pigging operations.  The platform was shutdown whilst the module was safely isolated’
	Ditto

	June 2006
	Work had to be stopped in the Brent Bravo utility shaft after an alert caused by a seep from a pipeline bringing seawater into the platform.   
	Ditto

	July 2006
	A report had been prepared by a contracted inspection agency which had condemned the stairway as unsafe for use due to severe corrosion.  This report was hidden somewhere in the files in Aberdeen.  The matter was only highlighted when the report contents in part were leaked to the OILC.  The HSE intervened to raise an improvement notice stating yet again that Shell had failed its legal obligations –  Quote - You have failed to, so far as is reasonably practicable, maintain the Utility Shaft access / egress stairway, in a condition which is that is safe and without risks to health both to persons in your employment and not in your employment - Unquote.  If the report had not surfaced, would we now be awaiting another Fatal Accident Inquiry?
	A further breach of Offshore legislation

An example that despite the fatalities in 2003 three years later the negative safety culture persisted.  It was onshore Management that covered up the inspection report

	26/07/06
	Improvement Notice served on Brent Bravo Quote -  You have failed to, ensure the health and safety of your employees and others by failing to ensure that the 12” Oil Export Pipework P-137-1106Y, so far as is reasonably practicable, has been maintained in an efficient state, in efficient working order and in good repair - Unquote
	A further breach of Offshore legislation

	27/07/06
	Improvement Notice served on Dunlin Alpha Quote -  You have failed to prevent access to dangerous parts of machinery, specifically the Dunlin leg C winch and the Dunlin leg D winch. - Unquote
	A further breach of Offshore legislation

	01/09/06
	Improvement Notice served on Leman A Quote -  Lifting equipment was not being adequately controlled through the rigging loft.  The AK gantry cranes were inadequately maintained and the on site control of lifting operations was seen to be inadequate - Unquote
	A further breach of Offshore legislation

	20/09/06
	Prohibition Notice served on Cormorant Alpha Quote - Level 9 C4 Leg – Winch is inadequately guarded - Unquote
	A further breach of Offshore legislation

	06/11/2006

	Improvement Notice served on Clipper Quote -  Failure to comply with the Provisions for the Use of Work Equip Regulations 1998 - Unquote
	A further breach of Offshore legislation

	30/11/2006

	Improvement Notice served on Clipper – Quote -  Shell has failed to implement a suitably resourced maintenance regime to achieve compliance with their own maintenance strategy. This has lead to excessive backlog of maintenance activities for safety critical equipment and non safety critical equipment leading to poor working order and repair of equipment - Unquote
	A further breach of Offshore legislation

	12/02/07
	Improvement Notice served on Clipper in that Shell are requitred to implement a programme to clear unacceptable levels of safety critical maintenance backlog
	A further breach of Offshore legislation

	05/04/07
	Improvement Notice served on Dunlin Quote - on the 30th March 2007 you failed to notify the relevant enforcing authority (HSE) that there had been a dangerous occurance (a gas leak) - Unquote
	A further breach of Offshore legislation – continuing example of bad behaviour (lies and cover-up)


These enforcement Notices listed were to eliminate the risks of potential multiple fatality events, for example failure in essential management and supervisory controls to ensure the health and safety of all the employees on a specified offshore installation, for example failures in the application of the safety critical equipment performance verification schemes
These Enforcement Notices were to eliminate the risks of potential single fatality events, for example failure to guard machinery properly

-----------------------------------------------------------------------------------------------------------------------------------

Note:

An Enforcement  Notices i.e. either Prohibition or Improvement Notices are legal documents.  Failure to comply with the Notice is an offence, which can lead to prosecution.  The Notice when served requires the unacceptable risks identified in the Notice to be completely eliminated within the specified time on the said Notice
A Prohibition Notice  when served takes immediate effect to prohibit the use of hardware, process or systems of working etc until such times as the unacceptable risks identified in the Notice are completely eliminated. 

Until the notice actions are completely implemented the risks to persons on board the installation effected by the notice remain above the statutory level ALARP as specified in the installation Safety Case

--------------------------------------------------------------------------------------------------------------------------------------
             Prosecutions for which Shell pled guilty            High Potential incidents caused by loss of technical integrity



















	
	



