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 DAVAGE

DATE: 03-JUL-2026 TIME. 0700 HOURS | |CRANE

] ) X[OTHER LI FTI NG Tubi ng Hanger Runni ng Tool

2. OPERATOR: Walter G| & Gas Corporation | DAMAGED DI SABLED SAFETY SYS.

REPRESENTATI VE: |1 NCI DENT >$25K

TELEPHONE: |H2S/ 15M N. / 20PPM

CONTRACTOR: Seadrill Anericas | |REQUI RED MUSTER

REPRESENTATI VE: |_|SHUTDOWN FROM GAS RELEASE

TELEPHONE: || OTHER

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

ON SI TE AT TIME OF | NCl DENT: [ | PRODUCTI ON TEMP ABAND
|DRILLING [ | PERM ABAND
4. LEASE: G19001 || WORKOVER | | DECOM PI PELI NE
AREA: EB LATI TUDE: | | COVPLETI ON = DECOM FACI LI TY
' : HELI COPTER S| TE CLEARANCE
BLOCK: 430 LONG TUDE: — NOTOR VESSEL
] PI PELI NE SEGVENT NO.
5. PLATFORM 1 OTHER

RI G NAME: SEADRI LL SEVAN LQOU SI ANA

6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ PQD)

DECOW SSI ONI NG

9. CAUSE:
7. TYPE: i

| NJURI ES: || EQUI PMENT FAI LURE

[[] HI STORI C I NJURY X EQTMESN/EEQRSENAGE
OPERATOR CONTRACTOR ™ sLI P/ TRI P/ FALL
[ | REQUI RED EVACUATI ON | 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: 2285 FT.
11. DI STANCE FROM SHORE: 96 M.

POLLUTI ON
Fl RE 12. WND DIRECTION: S
EXPLOCSI ON SPEED: 10 MP.H

LVWC ] H STOR C BLOWOUT 13. CURRENT DI RECTI ON:

UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: 2 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 Sunmary

On 7/ 3/2026 at approxi mately 0700 hours, during deconm ssioning operations |ocated at
East Breaks (EB) 430, Lease Gl9001, well SS001, APl 608044019202 operated by Wl ter

oil and Gas Corporation (WDG, onboard the Seadrill SEVAN LOUI SI ANA Rig | D 49565, the
(manual setting) tubing hanger energency running tool (THERT) disconnected fromthe
tubi ng hanger. This caused the tubing hanger and 3.5-inch di aneter approxi nate 20-foot
section of production tubing to drop vertically and inpact the rig floor

The upper part of the tubing hanger and production tubing then fell over and canme to
rest against the top drive dolly (DDM tracks on the notor shed side of the draw works
adj acent the rotary table. Before and during the incident there were personnel on the
rig floor in the red zone.

Ri g floor operations were suspended, and the scene was evaluated for safety hazards to
allow for an investigation by Seadrill and third-party vendor Trendsetter who is the
owner of the (THERT). Followi ng the investigation, the Seadrill O fshore Installation
Manager (O M authorized operations to resume on the rig floor. There were no injuries
or pollution associated with the incident.

WOG regul atory was not nade aware of the incident until the rig had been rel eased from
contract from WOG to another Operator. BSEE was notified of the incident 7/7/2026, at
1556 hours.

At the tine of the investigation, Marine Mnerals Administration (MVA) personnel were
operating under the former Bureau of Safety and Environnmental Enforcenment (BSEE)
Therefore, all MVA personnel referenced in this report will be identified as BSEE

per sonnel

Sequence of Events:

During the initial recovery of the tubing hanger and 3.5-inch production tubing from
wel I SS001, the (hydraulic setting) open water tubing hanger running tool (OAMHRT) was
utilized without incident. Once the tubing hanger and 3.5-inch production tubing were
clear of the rotary, the slips were set on the 3.5-inch production tubing. A

di scussi on between WOG Seadrill, and Trendsetter Supervisor on |ocation was conducted
to determine how to handl e the tubing hanger and the 3.5-inch production tubing on
deck because OMHRT is not designed to |lay out tubulars horizontally. The tubing
hanger handling and test tool (THHTT) specifically designed for the task of |aying out
t he tubi ng hanger and 3.5-inch production tubing needed repairs. The Trendsetter
Supervi sor suggested using THERT due to the tool being able to handle the weight of

t he tubi ng hanger and 3.5-inch production tubing with the capability to | ay out

tubul ars horizontally.

The OMHRT was renmpoved and replaced with THERT. The THERT was brought to the rig fl oor
and | anded in the tubing hanger by the Seadrill Driller. The Driller nade 5.5

cl ockwi se revolutions to lock the THERT in the tubing hanger. The Driller then picked
up THERT, but the tubing hanger was not connected. The Driller canme back down and

| anded the THERT in the tubing hanger. The Driller aligned the tubing and nade 5.5
countercl ockwi se rotations to reset THERT. The Trendsetter Technician then requested
1000 psi hydraulic pressure to be applied to retract THERT hanger rel ease piston to
the “up” position. The pressure was bled off and again pressured up to 1000 psi with a
second bleed off. The Driller nade a second attenpt to lock THERT with 5.5 cl ockw se
revol utions. The Driller picked up the tubing hanger and 3.5-inch production tubing
out of the rotary letting it float while holding the weight.

Trendsetter enployees did not witness the second attenpt to lift the tubing hanger and
3.5-inch production tubing which had the hanger rel ease piston stroking “downward”
indicating the split lock ring did not have the weight. Steps to ensure the THERT was
fully Ianded were not conpleted. The THERT was picked up by the Actuator Latch Ring
engaged with the TH Latch Ring. The Split Lock Ring, which is designed to pick up the
| oad, was never properly engaged.

The Seadrill crew nmenbers cut control tubing and severed 3.5-inch production tubing
at the first tubing pup joint below the tubing hanger with a portabl e bandsaw. When
the 3.5-inch production tubing was nearly severed the portabl e bandsaw s bl ade becane
pi nched and stuck in the 3.5-inch production tubing. The portabl e bandsaw bl ade was
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renoved fromthe bandsaw and the Seadrill Assistant Derrick hand hit the tubi ngFt\?\nrt’?]ug"c Release

sl edgehammer all owi ng the bl ade to become free and cl ear of the tubing.

Next, the Seadrill Assistant Derrick hand let the Seadrill Driller know the tubing was
ready to be picked up by the top drive to be laid out on deck. As soon as the Driller
pi cked up on the top drive the tubing hanger and 3.5-inch severed production tubing
section released fromthe THERT falling over onto the rig floor adjacent to the rotary
table coming to rest against the DDMtracks on the notor shed side of the draw works.
Before and during the incident there were personnel on the rig floor in the red zone.

BSEE | nvesti gati on:
BSEE | nvestigators revi ewed video footage of the incident, photos, w tness statenents,

WOG s initial report, Seadrill’s initial report, Trendsetter’s root cause analysis
report, and Dril-Quip Tubing Hanger with Tubi ng Hanger Emergency Retrieving Too
Procedure.

The Deconmi ssi oni ng operations were being conducted during the day under favorable
weat her conditions.

Trendsetter’s root cause analysis report and witness statenents illustrate a plan was
not in place to handl e the tubing hanger and cut tubing once on the rig floor due to
the THHTT not being operational. The THERT is not designed to be used as the prinary
topside handling tool. A neeting with the onshore Trendsetter support team Trendsetter
engi neering was not held to ensure the decision to use THERT was the safest path
forward. An MOC was not conpleted. The steps to ensure THERT was properly secured to

t he tubi ng hanger were not foll owed by onsite personnel

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

The THERT is a backup tool and was not installed correctly. The THERT split |ock ring
was never engaged during the attenpt to lock into the tubing hanger, therefore the
hanger rel eased after the control tubing was cut and struck once by sl edgehammer.
Procedures or work instructions were not available or followed to utilize the THERT
topside in this manner all owi ng the tubing hanger and cut section of production tubing
to fall.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:

Plan was not in place to handl e tubing hanger and cut tubing once on the rig floor
The THERT is not designed to be used as the prinmary topside handling tool. A neeting
with the onshore Trendsetter support teani Trendsetter engineering was not held to
ensure the decision to use THERT was the safest path forward. An MOC was not
conpl et ed.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

None.

21. PROPERTY DAMAGED: NATURE OF DANAGE
None. None.
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:
None.

23. PGCSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE
G 110
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: . For Public Release
On 7/ 3/ 2026, onboard the SEVAN LOU SI ANA, the tubing hanger emergency running tool (THERT)

di sconnected fromthe tubing hanger allow ng the tubing hanger and 3.5-inch section of
tubing cut just above the rig floor to fall to the rig floor adjacent the rotary table
comng to rest against the top drive dolly (DDM tracks on the notor shed side of the draw
wor ks. Before and during the incident there were personnel on the rig floor in the red
zone whose safety was conpromni sed due to the threat of falling object hazard.

1) The installation procedure for the topside use of the THERT was not avail able or
followed; therefore, the correct sequence of installation steps, and steps to ensure the
THERT was fully | anded out were not conpl et ed.

2) A risk analysis neeting was not conpleted with the appropriate personnel when the
deci sion was nmade to run the THERT instead of the tubing hanger handling and test too
(THHTT). The THHTT is the designed tool to be used for topside tubular handling.

3) A lack of pre-job planning and not using the correct tool for the job contributed to
the incident.

G132

The Lake Jackson District was not notified of the lifting incident which occurred onboard
the SEVAN LQUI SI ANA 7/3/2026 until 7/7/2026 at 1556 hours. At that time, the rig was

al ready working for another Operator. Incident notifications nust nmeet the requirenents of
30 CFR 250.188 and 189.

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

07-JUL- 2026

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

27. OPERATOR REPCORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR
Jarvis CQutl aw

APPROVED
DATE: 28- OCT- 2026
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