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-MAR-2024 Tl ME

REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: Seadri |l |
REPRESENTATI VE:
TELEPHONE:

Limted

1500
2. OPERATOR: LLOG Expl oration O fshore,

HOURS
L.L.C

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG Air Tugger
DAMAGEDY DI SABLED SAFETY SYS.

[ |1 NCI DENT >$25K

H2S/ 15M N. / 20PPM

[ |REQUI RED MUSTER

SHUTDOMN FROM GAS RELEASE

| OTHER

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

For Public Release

ON SI TE AT TIME OF I NCI DENT: | PRODUCTI ON
| DRILLING
4. LEASE: (25806 | WORKOVER
AREA: KC LATI TUDE: X| (ngt/réng (EJI;I
OCK: LONG TUDE: —
BLOCK: 785 | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM | | DECOMM SSI ONI NG
RI G NAVE: SEADRI LL WEST NEPTUNE oA PI PELI NE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: ] EXPLORATI ON( POE) [] OTHER
DEVEL OPMVENT/ PRODUCTI ON
( DOCD/ POD) 9. CAUSE
7. TYPE: i
| NJURI ES: X| EQUI PVENT FAI LURE
x| HUMAN ERROR
[] H STORI C | NJURY | EXTERNAL DAVAGE
OPERATCOR CONTRACTOR 1 5| | P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 | WEATHER RELATED
| LTA (1-3 days) | LEAK
X| LTA (>3 days) 0 1 | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) ] OTHER
| | FATALI TY
Qther Injury 10. WATER DEPTH: 6607 FT.
11. DI STANCE FROM SHORE: 209 M.
POLLUTI ON
FI RE 12. WND DI RECTION: SE
EXPLOSI ON SPEED: 5 MP.H
LWC [] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
D DEVERTER 14. SEA STATE: 2 FT.
[ | SURFACE EQUI PMENT FAI LURE OR PROCEDURES 15. PI CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. 1 NVESTI GATI ON FI NDI NGS: For Public Release

I nci dent Sunmmary:

On 7 March 2024, at 1500 hours, an injury occurred on the Seadrill Wst Neptune
drillship during well conpletion operations for LLOG Exploration O fshore, L.L.C
(LLOG) at Keathley Canyon (KC) Block 785. A Seadrill West Neptune enpl oyee sustained a
back and shoulder injury during slip and cut drill line operations. The Seadril

enpl oyee was evacuated fromthe drillship for nedical attention, and he was di agnosed
with a snmall tear (torn labrun) and strain to the back of his left shoul der.

Sequence of Events:
On 7 March 2024, a Seadrill Crew was performing slip and cut of 195 feet of a 2-inch

diameter drill Iine on the Main Side. The drill line was spool ed of f the drawwrks
drum and coiled on the deck for transportation fromthe rig floor. Wen the drawworks
approached the end of the line, the Seadrill Crew tied off any slack in the line to

the Main Side Cat Head to hold the Iine in place as to not strike the Main Side Drill
Shack wi ndow since this occurred in the past. The Drawworks Team conpl et ed renoval of
the clanp and started lowering the drill line to the rig floor. However, the dril
line was unable to coil out properly since the slack in the drill line was tied off to
the Cat Head that caused the drill Iine to forman abnornmal twist in the opposite
direction of the rest of the coiled drill line. The Seadrill Crew attenpted to
manual ly flip over the abnormal twist in the drill line w thout success. The Driller
st opped operations and instructed the Seadrill Crewto allowthe drill line to be
lowered to the rig floor before attenpting to correct the abnormal tw st. The Seadri |
Crew cut the rope that secured the drill Iine to the Cat Head and | owered the

remai ning portion of the drill Iine to the rig floor.

The Seadrill Crew decided to utilize an air tugger and nylon web sling to lift and
uncoil the abnormal twist in the 2-inch drill line. The Derricknman informed the
Driller that the creww |l be lifting the drill line, but he failed to conmuni cate how
the drill line was going to be lifted. The Seadrill Crew di sconnected the sash cord
that was used to |lower the rest of the drill line to the rig floor. A nylon web sling
was then placed about 4 feet fromthe end of the drill line. The Air Tugger Operator
lifted the drill line about 20 to 25 feet and the drill line righted the abnorna
twist. The Air Tugger Operator started to lower the drill line when it slipped from
the nylon web sling and fell freely to the rig floor. A Seadrill enployee, situated in
the line of fire attenpted to nove out of the way. As he was exiting the area, he
tripped over the coiled drill Iine and fell on his right shoulder and face on the rig
floor. The falling section of the drill line, about 19 feet in length and 148 pounds
in weight, struck the rear of his hardhat, rolled over his m ddl e back, and left

shoul der and canme to rest on his legs. The enployee reported to the Rig Medic with a
sore shoul der and was gi ven over-the-counter nedication and an ice pack. An onshore
physi ci an was consulted, and it was decided to transport the enployee to shore for a

further nedical evaluation. On 8 March 2024, the Seadrill enpl oyee was transported
fromthe drillship to shore by a regularly schedul ed helicopter. On 12 March 2024, the
doctor diagnosed the Seadrill enployee with a small tear (torn labrum and strain to
the back of his left shoulder. Surgery was not required but the Seadrill enployee

requi red physical therapy for an estinmated tinme of 10 to 12 weeks.

BSEE | nvesti gati on:
On 28 March 2024, the Bureau of Safety and Environnmental Enforcenent (BSEE) Lafayette

District conducted an onsite Incident Follow up Investigation on the Seadrill West
Nept une. BSEE nmet with LLOG and Seadrill representatives and gathered all avail able
i ncident related docunments including the Seadrill Permt to Work Standard Operating

Manual (SOM for Pre-Slip & Cut Drill Line, the Seadrill SOMfor Slip & Cut Drill
Li ne, Wtness Statenents, and the National O lwell Varco Product Data Sheet for the
air tugger.
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: : : _ _ _ For Public Release
The BSEE Incident |Investigation Team determ ned that the follow ng series of events

resulted in the incident. During slip and cut drill operations, an abnormal tw st
formed in the 2-inch dianeter drill line as it was being spooled out fromthe
drawwrks onto the rig floor. To renove the abnormal twist, the end of the drill line
was connected to a nylon web sling and attached to an air tugger. The air tugger
lifted the drill line to approximately 20 to 25 feet and the drill |ine abnormal twi st
straightened out. As the drill line was being |owered by the air tugger, the nylon web
sling lost its bite that allowed 19 feet of the 2-inch dianeter drill |ine weighing
148 pounds to fall freely to the rig floor striking the Seadrill enpl oyee.

The BSEE I ncident Investigation Team determ ned that the cause of the incident was

i mproper use of a nylon web sling that allowed the drill line to slip out, the crew
deviated fromthe nornmal procedures for slip and cut drill Iine, poor conmunication

| ack of supervision, tying off the drill line to the cat head that caused the abnornal
twist, and the Permit to Work SOM for slip and cut drill line |lacked instructions.

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

Equi prent Failure. |nproper Use of Equi pnment. The inproper use a nylon web sling that
lost its bite allowed the 2-inch dianeter drill line to slip through the sling and
fall freely to the rig floor injuring a Seadrill enployee.

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

Managenent Systens:

e | nadequat e nanagenent of change procedures. The Seadrill Crew deviated fromthe
normal procedures for slip and cut drill line by tying of the drill line to the Cat
Head.

e Job procedures not followed. Poor pre-job task and the Pernmt to Wrk Standard
Qperation Manual for slip and cut drill line lacked instructions.

Supervi si on: | nadequate supervision. The Supervisor for the slip and cut drill line
operations was not aware of the Seadrill Crew s plan of using a nylon web sling.

Conmmruni cati on: I nadequate job instructions provided. The Driller was inforned by the
Derrickman about that the Seadrill Crew s decision to lift the 2-inch drill line, but
he failed to comunicate to the Driller how this operation was going to be perforned.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

Li st of Appendi ces:

21. PROPERTY DAMAGED: NATURE OF DAMAGE
No property was damaged during this Not appli cabl e
i nci dent.
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lafayette District makes no recomrendations to the O fice of Incident
I nvestigations regarding this incident.
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23. POSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES For Public Release

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

A G 110 Incident of Non-Conpliance was issued to docunent that LLOG Exploration O fshore,
L.L.C (LLOG failed to conply with the regulatory requirenment to operate in a safe and
wor kmanl i ke manner. On 7 March 2024, LLOG Exploration, L.L.C. (LLOG reported an incident
on the Seadrill West Neptune when a Seadrill enployee injured his mddle back and | eft

rear shoulder during cut and slip drill line operations. The injury occurred on 7 March
2024 when a 2-inch dianeter drill line was being |owered by an air tugger from about

20 to 25 feet fromthe rig floor. The drill line slipped fromthe nylon web sling and fel
striking a Seadrill enployee who had fallen to the rig floor on his right shoul der when he
was exiting the cone of exposure. Approximtely 19 feet of the drill |ine weighing about

148 pounds struck the rear of the enployee’'s hard hat, rolled over his mddl e back, and

| eft rear shoulder and came to rest on his legs. He reported to the Rig Medic with a sore
shoul der, and he was given over-the-counter medication and an ice pack. An onshore
physi ci an was consul ted, and the enpl oyee was evacuated fromthe drillship for a nedica
eval uati on. The doctor diagnosed that the enpl oyee had sustained a small tear (torn

l abrum) and strain to the back of his left shoulder. Surgery was not required but the
Seadrill enpl oyee required physical therapy for an estimated time of 10 to 12 weeks.

LLOG shall submit a letter of explanation to the BSEE Lafayette District Manager
concerning this incident, along with its plans to prevent all future incidents of this

nat ure.
25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON
28- MAR- 2024
26. Investigation Team Menbers/Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED
NO
OCS REPORT:
27. OPERATOR REPORT ON FI LE: 30. DI STRI CT SUPERVI SOR:

Mar k Mal brue

APPROVED
DATE: 07-JUL- 2024
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