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But what about the 
dangers you can’t see?  

• How many FOBs in 2019? 

• What are the most common 
reasons your colleagues fall 
overboard? 

• What are you doing to prevent 
FOBs? 

• What accountability do you assess 
for an FOB?  

Your Near 
Death Falls 
Overboard 



Corrective Action: Safety Alert 



Corrective Action: Safety Alert 



Replacing 
Dredge 
Carolina 
No. 2 
pump shaft  









But what about the 
dangers you can’t see?  

• Active engagement 

• Cross-stakeholder team 

• Collect pre-cursor data  

Multiple 
Cause 
Incident 
Analysis 



But what about the 
dangers you can’t see?  

• Prospective Contributing Factors 

o Operator/Individual 

o Work Group 

o Supervision 

o Equipment/Tools/Materials 

o Work Space/Environment 

o Organization 

o Outside Association 

Multiple 
Cause 
Incident 
Analysis 



• Five Why’s analysis 

• Executive team review 

• Document and track Corrective 

Actions 

Multiple 
Cause 
Incident 
Analysis 



Corrective Action: 
 
Grating Cut and 
Reinstalled 



Corrective Action: 
 
Grating Cut and 
Reinstalled 





DISCUSSION 





Julie Hile 
hile@hilegroup.com  

309.888.4453 
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843.737.6445 
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