UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF AVERI CA REG ON

ACCIDENT INVESTIGATION REPORT

For Public Release

1. OCCURRED [ |STRUCTURAL DAMAGE

DATE: 15-JAN-2025 TIME 1000 HOURS [ |CRANE
_ OTHER LI FTI NG

2. CPERATOR Anadar ko Petrol eum Corporation | DAMAGED/ DI SABLED SAFETY SYS.
REPRESENTATI VE: X|I NCI DENT >$25K  $280, 000
TELEPHONE: |H2S/ 15M N. / 20PPM
CONTRACTOR: | |REQUI RED MUSTER
REPRESENTATI VE: || SHUTDOWN FROM GAS RELEASE
TEL EPHONE: | |OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:

ON SITE AT TI ME OF | NCI DENT: : PRODUCTI ON TEMP ABAND
| |DRILLI NG PERM ABAND
4. LEASE: G18402 || WORKOVER DECOM PI PELI NE
AREA: cC LATI TUDE: | | COMPLETI ON DECOM FACI LI TY
. . HELI COPTER S| TE CLEARANCE
BLOCK: 608  LONG TUDE: Vo 8 VESoEL
[ 1Pl PELI NE SEGVENT NO.
5. PLATFGRM A (Marco Pol o) [X] OTHER Integrity testing subsea

Rl G NAME:

6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ PQD)
DECOW SSI ONI NG

9. CAUSE:
7. TYPE: i

| NJURI ES: X| EQUI PMENT FAI LURE

[[] HI STORI C I NJURY X E)LgTMégN,EﬁRg;mGE
OPERATOR CONTRACTOR ™ sLI P/ TRI P/ FALL
[ | REQUI RED EVACUATI ON 'X| WEATHER RELATED
LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) | OTHER
| | FATALI TY
| ocher Injury 10. WATER DEPTH: 4300 FT.
11. DI STANCE FROM SHORE: 144 M.

POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.

LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:

UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: FT.

[[] SURFACE EQUI PVENT FAI LURE OR PROCEDURES 15. Pl CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

I nci dent:

On January 15 and 19 of 2025, two pollution incidents occurred resulting i n damages
greater than $25,000 on the Marco Pol o tension | eg platformoperated by Anadarko

Pet rol eum Corporation in Green Canyon Block 608 in the Gulf of Anerica. On January
15, operators were pressure testing a well junper subsea in the Green Canyon (GC) 562
South field with xylene. Well 562 #2 junper was in the process of being

deconmi ssioned. At approximately 10:00 a.m, the ROV standing by identified bubbles
com ng out of the Subsea Unbilical Ternination Assenbly (SUTA). It was deternined
that a leak was emtting fromthe logic cap on the SUTA. An estimated 1,200 to 2,300
gal l ons of xylene were released into the Gulf. On January 19, 2025, xylene was being
punped subsea in an attenpt bring Well GC-562 #8 back online. At approximately 1:15
a.m, operators noticed the xylene pressure was unable to hold the Surface Controlled
Sub- Surface Safety Valve (SCSSV) open in the wellbore. At this tine, it was

di scovered that the logic cap for the SUTA had not been replaced as pl anned.
Operators were not notified of the issue and proceeded with the plans of opening the
well to flow status. Another 250 gallons of xylene were released into the Gulf during
this event. Punping operations were ceased and the val ves used were isol ated and

| ocked out.

Sequence of Events:

The Marco Polo facility was in the process of conmissioning a new well identified as
562 #9. The field in the Green Canyon 562 bl ock is known as K2. In order for this
well to be erected subsea, the junper for Well 562 #2 needed to be decomm ssioned and
removed. A well junper is a section of unbilical consisting of hydraulics, chenicals,
and power supply connecting the Christnmas tree hub to the North Fault Bl ock (NFB) East
Pi peline End Manifold (PLEM. The 562 #2 junper needed to be flushed of residua
hydrocar bons before renmoval. The procedure to flush the junper consists of a xylene
flush, followed by MeOH (nmethanol), and lastly nitrogen to renove all fluid. The
junper will then be renmoved, and the xylene Iine will be recomi ssioned to displace
nitrogen through the well flowine

At approximately 6:30 p.m on January 14, 2025, the Subsea Conmi ssioni ng Team was
conducting leak testing using the xylene circuit for the K2 Field unbilical/subsea
distribution lines to the new GC-562 #9 well. The entire field shares the sane
service distribution line. The NAL port valve on the tie-in was isolated and val ves
BA1 and BA2 on the Topside Unbilical Termi nation Assenmbly (TUTA) were aligned to
comrence injecting xylene. At approxinmately 10:00 a.m on January 15, 2025, the
Renote Operated Vehicle (ROV) arrived on location at the Warrior SUTA (connected to
Warrior drill center) for future installation activities and identified clear bubbles
originating fromthe Warrior infield unbilical SUTA. Upon further inspection, it was
di scovered that the I eak was on a renovable Inline Logic Cap (ILC), located on the
SUTA. Marco Pol o operators shut down the xylene punps, allowed pressure to bl eed
down, and cl osed TUTA val ves BAl and BA2. The ROV renoved the damaged ILC and a

repl acenent was ordered to be sent offshore the next day.

On January 19, 2025, Marco Pol o Control Room Cperators (CRO were instructed to return
the GC-562 #8 well back to flowing status. Earlier that day, the MV Harvey
Intervention ROV vessel arrived on location with a spare ILC and was in operation to
replace it. However, at approximately 2:00 a.m, the vessel left the field to return
to shore due to inclenent weather and could not conplete the ILC repl acenment.

Meetings were held between the two crews for shift change at 6:00 p.m No nention of
the I1LC repl acenent delay was stated. The crew going on night shift was under the

i npression that the ILC was replaced. They attenpted to re-open the well by
realigning the BA1 and BA2 val ves for Xylene pressure up on the 562 #8 SCSSV. At
approximately 3:00 a.m, punping operations had just begun when the CRO was nade aware
that the ILC had not been replaced, and was currently punping xylene into the gulf
through the missing ILC port. Approximately 250 gallons were spilled. The CRO called
an inmediate All-Stop, bled the pressure off the TUTA, and isolated, |ocked and tagged
out the facility xylene systemuntil the ILC was repl aced.
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BSEE | nvesti gati on: For Public Release

On the afternoon of January 16, 2025, BSEE investigators received an NRC Report
stating that 2300 gallons of xylene had been released into the Gulf of Anerica during

unmbi | i cal pressure testing. Investigators reached out to the primary Anadar ko contact
to obtain nore information on the incident. Based on the information received from
the initial phone call, as well as the nature of the incident, BSEE investigators

determ ned that an incident foll owup offshore was not necessary. An onsite

i nvestigation would have been extrenely linmted, given that the incident occurred
subsea and the only reliable sources of information were docunentation and virtua
trends.

Anadar ko I nvestigation

After retrieval of the ILC, Anadarko sent the ILC to the manufacturer for a failure
anal ysis. The report states that the tungsten-carbide seal rings, which seal the
spring housing and the pressure containing area of the regulator, showed severe
damage. This damage contributed to an inproper seal which resulted in the | eak. The
failure anal ysis explains that this regul ator was designed and qualified for hydraulic
control liquid service. The analysis stated that the manufacturer did not test nor
rate the ILC for service with chemicals such as xylene. The failure analysis

concl uded that the probable cause of this incident was the failure of the seals within
the ILC, due to inproper service use of the equipnent.

Concl usi on:

After all the evidence gathered during the phone calls and initial conmmunications
followi ng the incident, BSEE concludes that the direct cause of the incident that
occurred on January 15 was the failure of the seals in the ILC, due to the ILC being
used for incorrect service. The ILC was rated for service with |iquids consistent
with hydraulic fluid. It was not rated for Cass 1 chemicals such as xyl ene, nor was
it tested with it. A contributing cause of this incident relates to human perfornance
error, as Anadarko failed to notice or adhere to the manufacturer’s reconmendati ons.
Had this occurred, another logic cap rated for such service could have been sourced
and used instead. A direct cause that BSEE identified for the incident that occurred
on January 19 was a failure in comunication. Anadarko had nmultiple nmeetings with

both crews during shift change, yet no word of the ILC still pending replacenent was
communi cated. Therefore, the night crew was under the inpression that the ILC had
been repl aced, and operati ons woul d proceed as norrmal. Had they been properly briefed

on the situation, they would have del ayed opening 562 #8 or ran the fluid through a
different path. A contributing cause of this incident was al so weat her conditions.
Due to rough seas, the intervention vessel tasked with replacing the ILC had to return
to shore. |If conditions been favorable, the ILC could have been repl aced.

Several corrective actions were inplenmented by Anadarko due to this incident
occurring. One action was sending the ILC to the manufacturer for investigation
Once the results were received, Anadarko installed a nore appropriate ILC onto the
SUTA that is properly rated for such mediumbeing utilized. Anadarko al so nmade the
decision to revise their procedures for subsea isolation. The revisions that were
added will present a nore detailed description of the valve closure steps. Another
corrective nmeasure inplenmented by Anadarko was to retrain all the personnel who were
involved in the closing of the BA1 and BA2 valves on the January 19 incident. These
personnel will be retrained in the proper Lockout/Tagout procedures as well as
Anadar ko’ s subsea isol ation procedures.

18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

Equi pnent Failure (1 nadequate/l nproper tools or equi pnrent used): The | ogic cap that
was installed was inproperly rated for the service being utilized. As a result, the
|l ogic cap seals failed causing pollution to the environment.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:
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Work Environment (Weather Influences): A vessel was on |ocation to reinstall ”{-;Oﬁfv\ybllc Release
| ogi c cap. However, inclenent weather noved into the area and the vessel was unable
to reinstall the logic cap before returning to shore.

Human Performance Error (Il nadequate know dge of equi pment operation): Anadarko failed
to adhere to the maufacturer's reconmendati ons of service used for the |ogic cap,
resulting in the incorrect logic cap being installed.

Supervi sion (lnadequate pre-job safety and operation neeting): Anadarko held the
proper neetings during shift change, however, no word was nentioned of the |ogic cap
still pending repl acenment.

20. LI ST THE ADDI TI ONAL | NFORVATI ON:

N A

21. PROPERTY DAMAGED: NATURE OF DAMAGE:
Inline Logic Cap Mat eri al Degredation
ESTI MATED AMOUNT ( TOTAL) : $280, 000

22. RECOVMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:
N A

23. PGCSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: NO

24. SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:

N A

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:

26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR:

Any Gresham
APPROVED
DATE: 28- MAY- 2026
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