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

ACCIDENT INVESTIGATION REPORT

1. OCCURRED
DATE: 07-AUG 2019 TIME 0430

2. OPERATOR: LLOG Expl oration O fshore,
REPRESENTATI VE:

HOURS

L.L.C

For Public Release

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG

| DAMAGED DI SABLED SAFETY SYS.
|1 NOI DENT >$25K

TELEPHONE: |H2S/ 15M N. / 20PPM
CONTRACTOR: |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 | NCI DENT: -
] PRODUCTI ON
4. LEASE: (33341 X] DRI LLI NG
AREA: KC LATI TUDE: || WORKOVER
_ L ONG TUDE- | COWPLETI ON
BLOCK: 686 : | HELI COPTER
| MOTOR VESSEL
5. PLATFORM | PI PELI NE SEGVENT NO.
Rl G NAME: SEADRI LL WEST NEPTUNE ] OoTHER
6. ACTIVITY: EXPLORATI ON( POE)
| DEVELOPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ PCD)
7. TYPE: _
| NJURI ES: X] EQUI PMENT FAI LURE
X| HUMAN ERROR
[] HI STORIC I NJURY | EXTERNAL DAVAGE
B OPERATCR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
X| RWJT (>3 days) 1 ] OTHER
| | FATALI TY
Cther Injury 10. WATER DEPTH: 6147 FT.
11. DI STANCE FROM SHORE: 231 M.
POLLUTI ON
FI RE 12. WND DI RECTI ON:  SSW
EXPLOSI ON SPEED: 9 MP.H
LWC ] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H,
SURFACE
I:l DEVERTER 14. SEA STATE: 3 FT.
[[] SURFACE EQUI PMENT FAI LURE OR PROCEDURES 15. Pl CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. |1 NVESTI GATI ON FI NDI NGS: For Public Release

At 04:30 hours on 7 August 2019, a Seadrill West Neptune subsea technician sustained
an eye injury while working on the hands-free gooseneck (HFGN) during well operations
for LLOG Exploration Ofshore, L.L.C. (LLOG at Keathley Canyon Bl ock 686. The
severity of the eye injury required evacuation of the Seadrill subsea technician from
the rig on the next regularly scheduled flight for a nedical evaluation

On 7 August 2019, the Seadrill subsea team was conducting the initial l|atch-up
pressure and function testing of the subsea bl owout preventer equi pnent (BOPE). As
the Seadrill subsea team was conducting the | ow pressure test on the choke and kil

lines, fluid was observed | eaking fromthe boost |ine HFGN stab. Upon further

i nvestigation of the leak, fluid was discovered flowing fromthe area between the
tension ring housing and the HFGN ring suggesting a | eaki ng choke or kill poly-pack
seal. The Seadrill subsea teamthen attenpted to retract the HFGN stabs fromthe

tel escopic joint to unlock and | ower the tensioner ring to access the poly-pack seals.
However, the HFGN choke and kill line stab locks failed to retract.

The Seadrill subsea team | oosened the bolts on the tail rod flanges which allowed the
HFGN | ocki ng assenbly to nove into the unlock position enabling the rods on the choke
line to retract without incident. The Seadrill subsea team began repeating this
process for the kill Iine HFGN [ ocking pins with the Seadrill subsea technician
positioned in a personnel maintenance basket. The Seadrill subsea technician unbolted
and renoved the kill line |lock assenbly. As he was turning around in the personne

mai nt enance basket, the indicator rod was ejected by a conbination of air and water
pressure fromw thin the operator housing. The indicator rod struck the Seadril
subsea technician in his right eye causing his safety gl asses to be pushed back into
his face contacting his eyebrow. The indicator rod continued to travel past the
Subsea Supervi sor and Tool pusher, who were standing four feet away fromthe operation
and | anded on the upper moon pool platform The Seadrill subsea technician was

| owered in the personnel maintenance basket and taken to the Rig Medic for treatnent.

After treatment by the Rig Medic, the Seadrill subsea technician was evacuated on the
next regularly schedul ed helicopter flight for a medical evaluation at Bourgeois
Medical Cinic in Morgan City, Louisiana. On 8 August 2019, the Seadrill subsea
techni ci an was di agnosed with orbital fractures and bruising around his right eye.
The doctor rel eased the Seadrill subsea technician on restricted duty and he fini shed
out his hitch at Seadrill’s Ofice in Houston, Texas.

LLOG verbally reported this incident to the BSEE Lafayette District Inspectors at
08: 00 hours on 7 August 2019 who were on the rig at the time of the incident to

Wi t ness the subsea BOPE pressure and function testing. BSEE |Inspectors gathered al
avai | abl e docunentation, including a prelimnary report and photographs, prior to
departure fromthe rig at 13:22 hours on 7 August 2019.

Based on Seadrill’s incident investigation report, the Seadrill Wst Neptune personne
knew that the choke and kill indicator rods had been found to have sheared fromthe
de-coupling segnents inside the HFGN cartridge operators. Seadrill docunented the

br oken equi pment case on an internal “out of service” excel report dated on 17
Decenber 2018. The equi prent was outside the Original Equipnent Manufactures (OEM

gui delines. The Seadrill West Neptune equi prent issue was not reported in a Synerg
case.

The Seadrill incident investigation report also states the Seadrill Wst Neptune
personnel created a tenporary work around until the HFGN assenbly was fixed. ‘An

additional step was created to slacken or renmove the | ocking assenbly mounting plate
to allow the | ocking bar clearance over the protruding indicator rod allow ng the

| ocki ng bar to be extended.” The additional step with the known broken equi pnent was
not perfornmed within the OEM gui delines.
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For P bli% Release
e

The Seadrill team encountered unexpected trapped hydrostatic pressure 1n tH choke an
kill Iines. The dangerous pressure was not accounted for during pressure tests. BSEE
recomends revising the bl eed down procedures to accommpdate for the trapped pressure.

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

The BSEE incident investigation teamhas deternined that the probable causes of the
i nci dent was due to:

1) Human performance Error - Not following proper procedures by operating out of

compliance equipment- Seadrill did not foll ow OEM operational guidelines since they
knowi ngly operated the out of conpliance equipnent since Decenber 2018 because they
failed to report that the indicator rods had sheared inside the cartridge operators;

2) Human performance Error - Not following proper Procedures to correct issue - By not
foll owi ng OEM operational reconmendations, Seadrill created an unsafe wal karound
procedure to accommodate for out of conpliant equipnent; and

3) Human Performance Error- Not aware of Hazzards - The crew failed to recogni ze the
presence of trapped pressure hazards when renoving the | ocking assenbly nounting pl ate.

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

Human Performance Error - Improper body placement - The Seadrill subsea technician
manual |y di sengaged the | ocks to function the choke and kill stabs that placed himin
the position to be struck by the sheared indicator rod.

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

21. PROPERTY DAMAGED: NATURE OF DAMAGE
The kill line indicator rod was damaged The kill line indicator rod was bent during
during this incident. this incident.
ESTI MATED AMOUNT ( TOTAL) : $19, 230

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lafayette District recommends to the Ofice of Incident Investigations that a
Safety Alert be considered to address the hazards when unl ocki ng the hands-free gooseneck
choke and kill line assenblies.

23. PCSSI BLE COCS VI OLATI ONS RELATED TO ACCI DENT: YES

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

Based on the incident investigation findings, a G110 Incident of Nonconpliance (INC) was
i ssued “After the Fact” to LLOG Exploration Ofshore, L.L.C. (LLOG to docunent its
failure to protect health, safety and the environment by perfornm ng operations in an
unsaf e and unwor kmanl i ke manner on the Seadrill Wst Neptune drill ship during well
operations at Keathley Canyon Bl ock 686. On 7 August 2019, a Seadrill subsea technician
sustained an injury to his right eye when he was struck by an indicator rod while
attenpting to retract the hands-free gooseneck kill line stab. The severity of the
Seadrill subsea technician's eye injury required evacuation fromthe rig for nedica
attention and was di agnosed by a doctor to have sustained orbital fractures and brui sing
around his right eye.
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI %Of' Public Release

07- AUG 2019 29. ACCI DENT | NVESTI GATI ON
PANEL FORMED: NO
26. | NVESTI GATI ON TEAM MEMBERS:

David Suire / Ernest Carnmouche / Troy
Naqui n (Report Author) /

OCS REPORT:

30. DI STRI CT SUPERVI SOR:

27. OPERATOR REPORT ON FI LE: Robert Ranney
APPROVED
DATE: 29- JAN- 2020
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