
Why is the Piper Alpha story so 
relevant 30 years on?

July 6, 1988, Piper Oilfield North Sea; 
As shifts changed and the night crew 
aboard Piper Alpha assumed duties for 
the evening, one of the platform’s two 
condensate pumps failed. The crew 
worked to resolve the issue before 
platform production was affected. But 
unknown to the night shift, the failure 
occurred only hours after a critical pressure 
safety valve had just been removed from 
the other condensate pump system and 
was temporarily replaced with a hand-
tightened blind flange. As the night crew 
turned on the alternate condensate pump 
system, the blind flange failed under the 
high pressure, resulting in a chain reaction 
of explosions and failures across Piper 
Alpha that killed 167 workers in the world’s 
deadliest offshore oil industry disaster.

Proximate Cause

• Simultaneous maintenance work on 
the pump and safety valve resulted in a 
condensate leak.

Underlying Issues
• Defeated Design
• Negligent Culture

Aftermath
• The Cullen Inquiry resulted in 106 

recommendations for changes to North 
Sea safety procedures – all of which 
were accepted by the industry.

• The Health and Safety Executive was 
to bear responsibility for North Sea 
safety moving forward replacing the 
Department of Energy’s obligation, 
based on a conflict of interest for one 
organisation to oversee both production 
and safety.

 Source: NASA Safety Centre  
www.nasa.gov

At the Worksafe Victoria Major Hazards 
Forum, ACT’s Director Susan Fleming 
presented a theatre-based workshop 
reflecting on the lessons learned from the 
incident. Susan closed with encouraging 
resolve for those involved at the Forum to 
take back the lessons learned and we offer 
below a excerpt of questions and industry 
reflection. 

The Case for Safety
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Are full evacuation drills practical?

Industry participant responses:

• Length of time before re – induction 
should be considered

• Understanding the induction – test – 
how do we know they are effective?

• Muster points, drills, emergency 
plans – are they effective and linked to 
induction?

• What about HQ – drills and induction

• Preparedness for the worst-case 
scenarios – include an actual incident in 
induction

Facilitation Questions – Starting the 
important conversations

ACT: Discuss the latent conditions on 
Piper Alpha that day. Which elements of 
the Safety Management System were 
inadequate?

Industry participant responses:

• Latent or obvious hazards – operator 
competence questionable

• Flange only finger tightened – what does 
this mean?

• SMS inadequacies/reliability of back-up 
systems

• Education won’t help under pressure 

Susan Fleming note: This comment is 
a concern – does this answer reflect your 
organisation’s position on education and 
training?

• Cost before safety culture

• Lack of emergency response system

• Safety critical systems, training and 
SOP’s

• Management of change/shift changes

• Consultation 

ACT: What was wrong with the induction? 
On board the rig, inductions were not 
taken seriously.

To what extent do your inductions prepare 
people for worst case scenarios?


