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ACCIDENTS ON FLOATING OFFSHORE UNITS ON THE UK CONTINENTAL SHELF 19802007

Between 1998 and 2007 several R and D projects were commissioned solely by the UK Health and Safety Executive. In 2008 a further project has been commissioned funded jointly between Oil & Gas UK and the UK Health and Safety Executive. The main objective was to obtain complete statistics for accidents having occurred on floating offshore units engaged in the oil and gas activities on the UKCS in the period 19802007. Floating units in this project were defined as comprising semi-submersibles, jackups, ships and tension-leg engaged drilling, accommodation, production Norske Veritas AS The results platforms from this study will in serve as reference documents for Oil &and Gasstorage. UK, the Det Health and Safety Executive, the UK offshore industry and other international regulators and safety professionals. To fulfil the objectives of the project, relevant UK and Norwegian databases were interrogated with respect to population and accident data forming a complete data basis for obtaining comprehensive accident statistics for the listed type of units, geographical area and time period. The result after having interrogated the databases and removing overlapping records is shown in this spreadsheet, documenting a total of some 4000 events comprising accidents, hazardous situations and nearmisses. Note: Best efforts have been made to ensure complete anonymity within the free text associated with each incident. However, it is possible that within the events some anonymisation has been missed. In the event that such is found please contact one of the below listed individuals to ensure that corrections are This spreadsheet forms part 2 of the published data. Part 1 is the associated report with accident numbers For each event the following information is given: Year of event; Type of unit; Operation mode; No. of injuries/fatalities; Chain of events; Event category; Event description Any queries or comments to this spreadsheet or the project should be communicated to one of the following Mr. Espen Funnemark, DNV Industry Norway, Det Norske Veritas AS. Tel: +47 48 26 25 88, Fax: +47 67 57 99 11, E-mail: [email protected] Ms. Jessica Burton, Oil & Gas UK. Tel: +44 1224 577 277, Fax: +44 1224 577 251, E-mail: [email protected] Mr. Eoin Young, UK Health & Safety Executive - Offshore Safety Division. Tel: +44 207 717 6926, Fax: +44 207 717 6678, E-mail: [email protected] Revision date : March 2009



ACCIDENTS ON FLOATING OFFSHORE UNITS ON THE UK CONTINENTAL SHELF 1980-2007
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SS SS SS AS SS SS SS SS JU SS SS SS SS SS SS JU SS SS SS AS SS



DR DR DR AC DR DR DR MO DR MO MO DR DR DR MO DR DR MD DR AC DR



1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1 1 0 1



CR AN AN CN CN CR FA AN CN AN AN EX CR FA CN CN AN AN FA CR CR



FA



A I I U I



FA



I I I I I A I



FA



FA



I U U I I



FA



A A



FA FA



I A



1983



SS



DR



0



CN



U



1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983



SS SS SS PS JU SS JU SS SS SS AS SS SS PS SS PS SS SS PS JU SS AS AS SS PS SS SS JU SS



DR DR DR PR DR DR DR DR DR DR AC DR DR PR DR PR DR DR PR DR DR AC AC DR PR DR DR DR DR



0 0 1 0 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 1 1



CN CR CR OT CR FA CN FI FI CR EX CN CR CR CR CR LG CN FI CR AN AN AN CR CR AN CR FA LG FA FA FA FA



U I I I A U I U U A I U I I I I I U I I A I I I I I I I A



FA



FA



FA FA FA



FA PO



CN



LG FA



FA



FA



FA



1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1983 1984 1984 1984 1984 1984 1984 1984 1984 1984



SS SS SS SS AS JU SS SS JU JU SS SS SS SS SS SS JU SS SS SS SS JU JU SS JU SS SS JU AS



MO DR DR DR AC DR DR DR DR DR DR DR DR DR DR DR DR DR TW CS DR DR DR DR DR DR DR DR AC



0 0 1 0 0 1 0 0 0 0 0 0 0 1 0 0 1 1 1 0 0 0 0 0 0 0 0 0 0



CN CN CR CN CR CR CN CR WP CR LE FA LG CR CR FA CR CR TO AN HE FI HE CR ST OT CR CN FA



FA FA FA



U I I I U A U I I I I U I A U U I A A I I I I I I I I U I



FA



FA



FA FA



FA



PO



FA



FA



1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984



SS SS SS SS SS JU SS JU PS AS SS SS AS AS SS SS SS SS PS SS JU JU TL PS SS PS JU JU



DR DR DR DR DR DR DR DR PR AC DR DR AC AC DR DR DR DR PR DR DR DR PR PR DR PR DR DR



0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 2 0 0 0 0 1



CR CR ST AN LG CR CR CR AN HE FA CR CN CR CN AN CN FI CR CR CR LG LG ST CN FA CR CR



FA



FA



I I I I I I I I I I I



ST



FA



I U I I I I U I A I A A I I U I A



FA



FA FA FA FI FA



FA FA



1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984 1984



SS TL PS SS JU SS SS AS JU JU SS JU PS JU SS JU SS JU SS SS SS SS SS SS SS SS JU SS JU



DR PR PR DR DR DR DR AC DR DR DR DR PR DR MD DR DR DR DR DR DR DR DR DR TW DD DX TW TW



0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0



FA CR CR LG CR CN FA HE CR CR OT CR CN CR CR FA LG CN CN CR AN CR CN CR CL AN CL TO TO FI FA FA FA FA



I I A I I I U U I I I U I I I I A I I A I A I I A A U I I



FA FA



AN



FA FA FA PO GR



PO PO



1984 1984 1984 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985



SS SS SS SS JU SS SS SS SS SS SS SS SS TL SS SS JU JU SS JU SS SS JU JU SS SS JU SS



TW DR TW DR DR DR DR DR DR MO DR DR DR PR DR DR DR TW DR DR DR DR DR DR DR DR DR MO



0 0 0 0 0 0 2 0 0 0 0 0 1 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0



TO CN TO CN CN FI EX CN FI AN CR ST CR FA CR CN CN ST WP LG LG CR CR LG FA AN WP AN



PO



I A



CL



GR



A I I U A I U I



FI



FA



I I A U I I I A I A I I I I U I A I



FA



FA



FA FA



FA



LG



1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985



SS SS SS PS JU TL SS TL SS SS JU JU SS SS SS SS SS JU SS JU JU JU JU SS SS SS SS SS



DR DR DR PR DR PR DR PR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR DR



0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 0 0 1 0 1 1 0 0 0 0 0 0



CR CR AN CR FA LG FA LG CR LG EX FA FI FI FI FA CR CN CR CN FA CR CR LE CR CR CR CR



FA FA



I I I I U I A I I A I A U U U I



FI



FA



I I A U A A I I I I I I



FA



FA



FA



1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985 1985



SS SS SS SS SS SS AS SS SS SS SS TL SS SS TL SS JU SS SS



DR DR DR DR DR DR AC DR DR DR DR PR DR DR PR DR DR DR TE



0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 4



AN AN LG FI CR AN AN AN AN ST CR CR LG CR CR FA WP LG LG



FA



I I I I I I I A I I I I I A I I I I



FA



PO



FA FA FA FA



EX



FI



A



1985



JU



DX



0



WP



LG



A



1985



JU



DX



0



WP



I



1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986



SS JU SS SS SS JU SS PS SS SS SS JU SS JU JU SS JU SS JU SS JU SS SS SS JU JU



DR DR DR DR MD DR DR DR DR DR DR DR DR DR DR MO DR DR DR DR DR DR DR DR DR DR



0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 1 0 0 0 0 1 0 0



CR ST ST ST AN CR CR LG CR CR CR ST CR CN LG AN LG CR WP CR CR CR CR FA LG ST



FA LI



I A I



LE



A I I I I I I



FA FA



FA



A I I I I I I I A I I I I A I I



FA



FA FA FA FA FA FA



1986 1986 1986 1986



SS SS SS SS



DR DR DR DR



0 0 0 0



LG HE CN WP



LE



I U I I



1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986



SS JU AJ SS SS AJ TL JU SS JU SS JU SS SS AS JU AS JU SS



DR DR DR DR DR AC PR DR TW DR DR DR DR DR AC DR DR DR DR



0 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 0 0 0



FA CR CR WP FI ST CR CR FA GR WP ST LG CR CR FI CR CR EX FA



N I I I A I I I A A I I I I I I I I I



FA



TO



FA



FA FA



1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986 1986



SS SS JU SS JU SS SS SS PS SS SS JU



DR TW DR DR DR DR MO DR PR DR DR AC



1 0 0 0 0 0 0 1 0 0 0 0



CR TO WP CR CR ST AN CR CR CR CR ST



FA



A I I U U



LE



A I A I A I I



FA FA FA



1986



SS



DX



0



LI



I



1987 1987 1987 1987 1987 1987 1987 1987 1987 1987



JU JU FS JU JU PS JU PS TL SS



DR DR OT DR DR DR DR PR PR DR



0 0 0 0 0 0 0 1 0 0



LG WP FI CR LG LG FA FA CR AN FA FI LG



I A U I I A U I I I



FA



1987 1987



TL SS



PR DR



0 1



CR CR



FA FA



I I



1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987



TL SS JU PS SS TL TL SS SS SS SS SS AJ TL SS TL SS TL JU SS



PR DR DR DR DR PR PR DR DR DR DR DR AC PR DR PR DR PR DR DR



0 0 0 0 0 0 0 1 0 0 0 0 1 0 1 0 0 0 0 0



CR CR CN FI LG CR CR EX CR CR CR CR FA CR CR CR CR FI AN CR



FA



I I U I I I U A



FA FA



FA FA FA



I A I I A



FA FA FA



I A I I I I I



FA FA



1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1987 1988 1988 1988



JU SS TL JU JU SS SS SS JU SS SS SS SS JU SS SS JU JU JU SS JU SS



DR DR PR DR DR DR DR DR DR DR DR DR DR DR DR DR ID OT TW DR DR DR



0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 2 2 0 0 0



CR CR CR CR CR CR EX AN CR CR CR CN CR FI CR CN FI ST TO LG CR CN



FA FA FA FA FA



I I I I A U I I I I U U I U I U I



FA FA



FA



FA



CA PO FA FA



A A I I I



1988 1988 1988 1988 1988 1988 1988 1988



SS JU JU JU SS SS SS SS



DR DR DR DR DR DR DR DR



0 0 0 0 1 0 0 1



CR CR CR FA FA LG LG CR



FA FA FA



I I I I A I I A



FA FA FA



1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988



SS SS JU JU SS JU SS JU SS SS SS SS AS JU SS JU



DR DR DR DR TW DR DR DR DR DR TW DR AC DR DR DR



0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0



CR CR CR LG AN CR FA CR CR CR TO CR ST CR CR CR FA FA FA PO FA FA FA FA FA FA



U I I I A I U I I I A I A I I U



ST FA



1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988



SS JU SS JU JU JU JU JU JU SS TL JU SS SS SS SS SS SS JU SS PS SS JU JU



DR DR DR DR DR DR DR DR DR DR PR DR DR DR DR DR DR DR DR DR PR DR DR WO



0 0 0 0 0 0 0 1 0 1 0 0 0 0 1 0 0 1 1 0 0 0 0 0



CR CR CR CN CR CR ST FA CR FA OT CR AN CR FA CR CN AN CR CR CR CR CR CR



FA FA FA



I A I U I



FA FA FA



I A A I A I I I I A U U I A I I I I I



FA



FA



FA FA FA



1988



JU



DR



0



LG



FI



A



1988



JU



DR



0



CR



I



1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988



JU JU SS SS JU SS SS JU AS SS SS SS JU JU JU SS PS



DR DR DR DR DR DR DR DR AC DR DR DR DR DR DR DR PR



0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0



CN ST CR CR CR LG FI CR FA AN LG CR ST CR CR AN LG



FA FA FA



I I I I I A U U I I U U I I



FA



I I I



1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988



JU JU JU SS JU JU TL AS TL SS SS JU JU SS SS AS SS



DR DR DR DR DR DR DR AC PR DR DR DR DR DR DR AC DR



0 0 0 0 0 0 0 1 0 1 0 0 0 0 0 0 1



CR CN EX CR CN CR CR FA FI CR FI CR WP LG AN FI CR



FA



I I A I I I I A U



FI FA



FA FA



FA



A U I I U I U A



FA



FA



1988 1988 1988



JU JU JU



DR DR DR



0 0 0



CR CR CR



FA FA



I I U



1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988 1988



JU SS JU SS TL JU TL SS JU PS AS SS SS JU FS SS JU SS JU



DR DR DR DR PR DR PR DR DR PR AC DR DR DR PR DR DR TW DX



0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0



CR AN LG FA CR CR CR FI CN LG PO EX AN FI ST CR FI TO CL



FA ST



I A I I U I I A U U I I I U A I U I A



FA FA



FA



LG FA PO



PO



1988



SS



DX



1



WP



LG



BL



EX



FI



A



1988



SS



DX



0



WP



OT



N



1988



JU



DX



0



WP



OT



N



1988



SS



DX



0



WP



OT



N



1988 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989



SS SS SS SS SS JU SS JU SS PS SS JU JU TL AJ SS



MO TW DR MO DR DR DR DR DR PR DR DR DR PR AC DR



0 0 0 1 1 0 0 1 0 1 0 0 0 0 0 0



AN AN AN AN AN AN AN AN AN AN AN CN CN CN CN CN FA CN



I I I A A A I A I A I I N I I I



CN FA



1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989



SS AS AJ SS JU JU JU JU JU JU JU AJ SS



DR DR AC DR DR DR TW DR DR DR DR AC DR



0 0 0 0 0 1 0 0 0 1 0 1 1



CN CN CN CN CR CR CR CR CR CR CR CR CR FA FA



I I I I U A N I A I A A A



FA



FA FA



1989 1989



JU JU



DR DR



0 0



CR CR



FA



I A



1989



JU



DR



0



CR



FA



A



1989 1989 1989 1989 1989



JU JU JU SS JU



DR DR WO DR DR



1 0 1 0 1



CR CR CR CR CR



FA FA FA FA FA



A A A A A



1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989



SS SS SS JU JU SS JU TL JU SS JU SS TL SS TL JU SS SS JU JU SS JU



DR DR DR DR DR DR DR PR DR DR DR DR PR DR DD DR WO DR DR DR DR DR



1 0 0 1 0 0 1 0 1 0 0 0 0 0 0 0 0 0 1 1 0 0



CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR CR FA FA FA FA



A A A A A I A A A A I N I I U U U I A A N N



FA



FA FA



FA FA



1989 1989 1989 1989



SS SS SS SS



DR DR DR DR



0 1 2 1



CR CR CR CR



FA FA FA FA



A A A A



1989 1989 1989 1989



DS SS JU SS



MD DR MO DR



0 0 1 1



CR CR CR CR



FA FA



A A I A



FA



1989 1989 1989



JU SS JU



DR DR DR



1 0 1



CR CR CR FA



A N A



1989 1989



SS FS



DR PR



0 1



CR CR



FA FA



A A



1989 1989 1989 1989 1989



JU JU TL JU SS



DR DR PR DR DR



0 0 0 1 0



CR CR CR CR CR



FA FA



A A I I A



FA



1989 1989 1989 1989 1989 1989 1989 1989



SS JU SS SS JU SS PS SS



DR DR DR DR DR DR WO DR



0 0 0 0 1 0 0 0



CR CR CR CR CR CR CR CR



FA



A I A N A A A A



FA



FA FA FA FA



1989 1989 1989 1989



JU JU SS SS



DR DR DR DR



0 0 0 0



CR CR CR CR



FA FA FA FA



A A A N



1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989



JU JU JU PS PS SS SS SS JU SS SS



DR DR DR DR DR DR DR DR DR DR DR



0 0 0 0 0 1 1 1 0 1 1



CR CR EX EX EX FA FA FA FA FA FA



FA FA



A A I I I A A A N I A



1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989 1989



SS SS SS SS SS PS SS TL SS JU SS JU PS JU JU JU JU JU



DR WO DR MD DR PR DR PR DR DR DR DR PR TE DR DR DR EV



0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0



FA FA FA FA FA FI FI FI FI FI FI FI LG LG LG ST WP WP FI



I N I N U I I I I I U U I I A A I I



FA LI



1989 1989 1989



SS JU SS



EV DR DX



0 0 0



WP LG OT



LG



A I U



1989 1989 1989 1989



SS SS JU JU



TW SC DX WO



0 0 0 0



TO LG WP OT



PO FI



I I I U



1989



JU



MO



0



TO



PO



CA



FO



A



1990 1990



AS SS



AC DR



0 1



AN CN



I I



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



JU JU SS SS JU SS JU JU SS JU JU SS AS AS



DR DR DR DR DR DR DR DR DR DR DR DR AC AC



0 0 0 0 0 0 1 0 0 0 1 0 1 0



CR CR CR AN CR AN CR CR AN FA CR FI CR HE



FA FA FA



I I I I



FA



WP



A I A A I I



FA FA



FA FA



A U A U



1990 1990 1990



PS JU SS



PR DR DR



1 0 0



FA CR CR FA



I I I



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



JU SS SS SS AS SS JU SS SS JU JU JU SS JU JU JU SS SS



DR DR DR DR AC DR DR DR DR DR DR DR DR DR DR DR DR DR



1 1 0 0 0 1 0 1 0 0 1 0 0 0 0 0 0 1



FA EX EX CR PO CR CN CR LG CN CR ST AN CR LG LG CR CR FA FA FA



A A I I I A U A I N A I I I I U I A



FA FA FA



FA



1990 1990



SS SS



DR MO



0 0



CR CN



FA



I I



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



SS TL SS JU FS SS SS SS SS SS SS SS SS SS



DR DR DR DR OT DR DR DR DR DR MD DR DR DR



0 0 0 0 0 0 0 0 0 0 0 0 0 0



CR LG LG CN FA AN LG AN CR CR AN AN CR CR FA FA



I I I U N I U I I I I I I I



FA



FA



1990 1990 1990



SS JU SS



DR DR DR



0 0 1



CR CR CR



FA FA FA



I I I



1990 1990 1990 1990 1990 1990 1990



JU SS JU SS SS AS PS



MD DR DR DR DR AC PR



1 0 0 0 0 0 0



TO OT CR FA FI PO LG



I I I N U I I



FA



FA



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



JU SS SS AS JU SS SS SS SS SS SS JU SS SS FP SS TL SS PS SS JU JU SS JU SS



DR DR DR AC DR DR DR ST DR DR DR DR DR DR DR MD PR DR PR DR DR DR DR DR DR



0 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 1 0 0 0



CR TO CR CR CR CR CR CR CR CR LG WP CN LE FI AN CR CR EX LG FI FA FA CR CR



FA



I I I I I A I U A I I I I I I I



FA FA FA FA



FA FA



FA FA FI



I A A I U A N I I



FA



1990



JU



DR



1



CR



FA



I



1990



SS



DR



1



FA



A



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



JU SS SS JU JU JU SS SS SS SS SS



DR DR DR DR DR DR DR DR DR DR DR



1 1 0 0 0 0 0 0 0 0 0



CR FA CR LG FI CR LG CR FA LE FA



FA FA



A A I I U I I I N A N



FA LI



1990 1990 1990 1990 1990 1990



TL JU SS SS AS JU



DR DR DR DR AC DR



0 1 0 0 0 1



CR FA CN CR FI CR



I A N U U A



1990 1990 1990



SS SS SS



DR DR DR



0 0 0



OT CR OT



I U N



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



JU TL SS SS JU SS SS JU SS SS JU SS



DR PR DR DR DR DR DR DR DR DR TW DR



0 0 0 2 0 0 0 0 0 0 0 1



FI FI CR CR CR FA CN CR FI CR TO CR FA FA FA



I I I A I N N I I I A I



PO FA



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



SS SS SS SS SS JU SS JU SS SS TL



DR DR DR DR DR DR DR DR DR DR PR



0 0 0 0 0 0 0 0 1 0 0



AN CR CR CN CN LG CN LG CR CR LG



FA FA



I I I U I I U I A U A



FA



1990 1990 1990 1990



SS TL PS SS



DR PR PR DR



0 0 0 0



CR FI FI FA



FA



I I U I



1990



SS



DR



1



CR



FA



A



1990 1990 1990 1990 1990 1990



SS SS SS SS JU JU



DR DR DR DR DR DR



1 0 0 0 0 0



LG CR CR CR CR LG



I I I U A I



FA FI



1990



JU



DR



0



LG



I



1990 1990 1990 1990 1990



JU SS SS SS SS



DR DR DR DR DR



0 0 0 0 1



CN CR AN CR CR



FA FA FA



I I I I A



1990 1990 1990



JU SS SS



DR DR DR



0 0 0



FA FA FA



U I N



1990



SS



DR



1



CR



FA



A



1990



JU



DR



0



CR



I



1990 1990 1990 1990 1990 1990 1990 1990 1990 1990 1990



SS AS TL SS JU SS SS JU JU JU SS



DR AC PR DR TW DR DR DR DR DR DR



0 0 0 0 0 0 0 1 0 0 0



FA FA CR FA TO AN CR CR CR CR LG



I N I N I I I I I U I



FA



FA FA



FA



1990



SS



DR



1



CR



FA



A



1990



TL



PR



0



FI



I



1990



SS



DR



0



OT



I



1990 1990 1990 1990



SS SS PS PS



DR DR PR PR



1 0 0 0



CR AN AN AN



FA PO



A A I I



1990 1990 1990



SS SS SS



DR DR DR



0 0 0



AN AN AN



CL



I I A



1990 1990



SS SS



DR DR



0 0



AN ST



I A



1990 1990 1990



AS AS SS



AC AC DR



0 0 0



ST ST ST



I I I



1990 1990 1990



SS SS SS



DR DR DR



0 0 1



WP AN CR



FA



I I A



1990



TL



PR



0



CR



FA



I



1990



SS



DR



1



CR



FA



A



1990 1990 1990



JU SS SS



DR DR DR



0 0 0



CN CR ST



LE



U I A



1990 1990



JU JU



DR DR



0 0



CR CN



FA



I U



1990



SS



DR



1



FA



I



1990 1990 1990 1990 1990 1990



SS JU SS AS JU AS



DR DR DX AC TW AC



0 0 0 0 0 0



CN CN WP CN LE CR



A I I I I A



LG



LI FA



1990 1990 1990 1990 1991 1991



SS SS SS SS SS JU



DX DD TW TW DR DR



0 0 0 0 0 0



WP AN TO LE AN CN



BL



A I I I I I



PO



1991 1991



JU SS



DR DR



0 1



CR FA



FA



I I



1991 1991 1991 1991



SS FS JU SS



TW OT DR MD



0 1 0 0



ST AN LE CN



LE FA LI



I I A I



1991 1991 1991



JU SS SS



DR DR DR



0 1 1



CN CR CR FA



U I A



1991 1991



SS SS



DR DR



1 1



CR FI EX



I A



1991 1991



SS SS



DR DR



0 0



LG CR FA



I I



1991



SS



DR



1



CR



FA



I



1991



SS



DR



0



CN



N



1991



JU



DR



1



FA



A



1991



JU



DR



1



CR



FA



I



1991 1991



SS SS



DR DR



1 1



CR CR FA



I A



1991 1991



SS SS



DR DR



1 0



CR CR



FA



I I



1991 1991



SS SS



DR DR



1 0



CR LG



FA



A U



1991 1991



SS SS



DR DR



1 1



CR CR



FA FA



A A



1991 1991 1991 1991 1991 1991



SS JU AS SS SS SS



DR DR AC DR DR DR



1 0 0 0 0 0



CR OT FI CN CR FI



FA



A A I I I I



FA



1991 1991 1991



SS JU JU



DR DR DR



0 0 1



LG CR CR FA FA



I N I



1991 1991 1991 1991 1991



SS AS SS SS DS



DR AC DR DR MO



0 0 0 1 0



LG CR LG CR AN FA FI FA



I I A I I



1991 1991 1991



SS SS SS



DR DR DR



0 1 0



CR CR FI



FA



I I I



1991 1991 1991 1991 1991 1991



JU PS DS SS SS SS



DR PR DR DR MD DR



1 1 0 1 0 0



CR CR AN CR AN CR



FA FA



A I I A I I



FA



FA



1991



SS



DR



1



CR



FA



I



1991 1991 1991



JU JU TL



DR DR PR



0 1 0



CN CR CR



FA



U A I



1991 1991



SS SS



DR DR



1 0



CR CN



FA



I I



1991 1991 1991 1991 1991 1991 1991 1991



JU SS SS SS SS SS SS JU



DR DR DR DR DR DR DR DR



0 0 0 1 1 0 1 0



CR FA CR CR CR CN CR CR



I I I A A I I I



FA FA FA



FA FA



1991



JU



DR



1



CR



I



1991



SS



DR



0



CR



FA



I



1991 1991 1991 1991



SS SS SS AS



DR DR DR AC



0 1 0 0



FA CR CR FA FA FA



I A I U



1991



SS



DR



0



CR



FA



A



1991



TL



PR



0



CR



FA



I



1991 1991 1991



SS SS SS



DR DR DR



0 1 0



AN CR AN



I I I



1991 1991 1991 1991



SS SS SS TL



DR DR DR PR



0 0 1 1



CR LE FA CR LI FA



I A I A



1991 1991



SS SS



DR DR



1 1



CR CR FA



I I



1991



SS



DR



0



AN



I



1991 1991 1991 1991



AS SS JU SS



AC DR DR DR



0 1 0 1



CR CR CN FA



FA FA



I I U A



1991



SS



DR



0



FA



WP



I



1991



SS



MD



0



AN



I



1991 1991



JU SS



DR DR



1 0



AN CR



FA



A U



1991 1991 1991 1991



SS SS SS JU



DR DR DR DR



1 0 0 1



CR BL LG CR



FA



I A I A



FA



1991



JU



DR



0



WP



BL



A



1991 1991 1991



SS JU SS



DR DR DR



0 1 2



LG FA CR



OT



I I I



FA



1991 1991 1991



SS SS SS



DR DR DR



1 1 1



CR CR CR FA FA



I I I



1991



AS



AC



0



FI



I



1991



JU



DR



0



CR



FA



I



1991 1991 1991 1991 1991 1991



SS SS SS SS SS JU



DR DR DR DR DR EV



0 0 1 0 1 0



AN AN CR CR CR LG



CR



FA



I I I I A I
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TAL SHELF 1980-2007

Event Description No. 8 mooring buoy came adrift. Drilling line parted when blocks were at monkey board level. Influx of gas was observed coming up to the surface of the sea. As aprecaution, 28 of the 73 crew members were evacuated to a standby boat. The escape of gas was later brought under control. One column damaged because of contact with supply-vessel unloding cargo.production platform was towed to yard for inspection and repair. The production on the <...> Field was halted about 40 days. A production worthusd 20 mill. Was lost. Helicopter struck platform during landing operation with its tail-rotor. Helicopter got minor damage. None of the 17 persons in the helicopter was injured. The m/v supply ship <...> Was underway in the vicinity of the semiin adverse weather. The vessel was steaming back and forth at reduced power since anchoring was not possible in the bad weather. Suddenly the automaticsteering system failed and the vessel collided with the rig. Rig damages: 14feet gash 6 inches deep in s-2 column at 84 feet level, ring frame of s-2column bent, lifeboat smashed and davit and deck under lifeboat bent. Thevessel was also heavily damaged. Crew were preparing to pick up spinning tongs with air hoist line. The floorman was assisting on drill floor. The line had just picked up the slack (no weight on line, and tongs had not yet lifted) when a lock dog from collar finger from monkey board fell and penetrated floormans' hard hat. Drill pipe was being taken through v.door - one end of the drill pipe was in the mouse hole when the block came down and struck the end of the pipe deflecting it sideways striking a rougheck who received minor injuries. When running up to the operational pressures of 2200 psi on an air pressure vessel the relief valve became detached and was blown into the sea. Possible cause of failure might have been inadequate thread on the fitment. Whilst lifting 24" marine riser slip joint from port stowage rack onto catwalk, port crane boom wire parted allowing jib to fall across riser rack. The crane jib was extensively damaged landing on stowed drill pipe. Laying drill pipe when it caught on top of v door whilst being air hoisted. It fell inwards and then because air hoist line slack the lifting cap broke the lifting hook on retightening. Pipe fell to deck bounced and hit a man. Floorman was struck a glancing blow by a fixed swinging deck load on crossing the pipe-deck to assist in placing some equipment. Whilst off-loading cargo the vessel <…> collided with <…>. The ring frame on the 75ft level buckled with a 5" tear on the upper plating, surrounding plating was set in 2 to 3inches with slight ingress of water. Supply boat <…> collided with column 2 of installation. Roustabouts were moving 'derrick line escape' to allow storage of equipment. On climbing on to wooden fenders one fender became dislodged and started falling. One of the men was unable to jump clear as escape route was blocked by steel ladder guards at his back, and was struck by the fender and sustained minor injuries. Whilst running 9 5/8" casing and latching onto one joint of casing, a second joint caught on the protector on the end of the first joint & went 10-12 ft up with it. When the elevators were stopped the second joint fell hitting roustabout on head. During routine maintenance of rigs hydril bop the piston assembly was lowered through spider deck's roof hatch. It caught on a joint of drill pipe being used as a guide causing a lifting eye to fall to deck. An attached rope whipped from roofs handrail, striking 2 men making them fall 30' through hatch to the deck. Crane was lifting pennant wire and chain chaser from supply boat. Visibility was obscured by helideck and crane driver was operating under instruction. As load was released from supply boat it snagged on aft end of boat resulting in a shock being applied to crane boom. Top right hand corner of third section of boom was kinked. When pulling the survey tool out of the hole the flag on sand line was missed and tool hit sheaves in the derrick parted line and tool fell back onto rotary completely destroying the tool (tool weighs approx 120 lbs).



When backloading using forward link belt crane driver started to boom to 45' radius, boom started to drop at about 50% speed of free fall. He attempted to hold boom with full lever & throttle & threw pawl handle in with no results. The boom carried on downwards & cradled itself against crane handrail bending foot of boom & the load fell in the water. Pulling 9" casing, the first joint, a 6ft pup was picked up and set on the table. Toolpusher told the driller to pick up the blocks, the casing fell over as it was meant to do, but in so doing struck the rotary slip handles (barge movement) which caused the pin end of the casing to slide and strike him on right leg. Sb <…> - during preliminary tests prior to use, boom was lifted 2' & fell back into rest. 20' boom section was damaged. Whilst laying down the slip joint using the riser handling system the tugger wire was inadvertently over tightened thus pulling the trolly out from under the pin end of slip joint which then fell 10ft until coming to rest on the beams under the platform displacing three sections of the platform grating which fell 20' to the pipe deck. Rigging up a power stand for use when unstringing the drill line, one inch high pressure air hose was inadvertently hooked up between the power stand and the rigs high pressure air system. When air supply was started the manifold blew out of power stand allowing the air hose to flail around the deck injuring three roustabouts, one seriously. Positioning a standard drill pipe. Fastenings on snatch block being used worked loose causing wire to slacken and pipe to fall against the windwall. Chain used to secure bottom of pipe broke and pipe fell out of vee door and knocked a hole in main deck and fell into sea. A 65 ton overhead <…> crane was being used to lift bottom half of a bop stack. One of the lifting blocks slipped back through its break, approximately 6'. This led to the failure of 2 lifting eyes causing bop stack to fall to the deck. A 2.5 tonne container fell 1.5m to the deck of a supply boat following the failure of the electronic control system on the 10 tonne capacity crane. As a temporary measure the crane has been limited to essential lifts only whilst the fault is traced and rectified. Escape of gas during a wire line operation A roustabout unlatched elevators from joint of tubing being laid down. He signalled to hoistman to pick up the joint. The elevator was not free and joint lifted 3' in the air. Roustabout grabbed the joint but slipped under it, the joint jarred against the vee door and fell free from the elevators striking the man on chest/abdomen. Chicksan line parted from bj circulating head during mud pumping. The line whipped and struck a roughneck. Riser failure at 150' from rotary table. Whilst pulling 3 1/2" drill pipe out of hole, driller did not realise that the fourth single of stand was above the rotary 'crown-o-matic'. This tripped just before the compensator hit the 'crown'. Failure of 'elmagco' brake whilst drilling resulting in the main block becoming temporarily out of control. Severe buckling to the heavyweight pipe in the drill string. Supply boat <…> collided with brace c3 when unloading. Supply boat <…> collided with brace c3. Failure of control pod guidance. (guidewire snapped at sheave). Crane driver lifted boom instead of hook. The boom radius limit switches were incorrectly set and the boom hit the stops causing damage to its lower section. Bushings caught. Driller told roughneck to clear them. He failed to see pipe falling back into the hole. When he did, he couldn't hold it with the manual brake. The bails and block hit the floor with the compensator open causing damage to the compensator chains. The anchor chain parted at a stud link during recovery operations. The rig crew were tripping pipe. Pipe was locked in elevator and driller picked it up with the bp braking it. Instead of travelling to the rotary table the pipe swerved and collided with the power tongs, trapping the power tongs, trapping the man's arm. Derrickman was engaged in the racking of heavy duty lengths of drill pipe. A length of pipe swung, knocking him off balance and trapping his head. Whilst off-loading the supply boat, <…>, with the port 900 crane whipline, the line brake started slipping. The load dropped into the water but was then recovered without further mishap. <…> Pulled the boat mooring pad eye off column leg. Two men were checking a level switch on the ngl compressor 25v control circuit. Sparking ignited seal oil system. Both men received first degree burns to face and hands.



Nos 1 and 2 anchors broke. Rig drifted off station. Storm damage - indentation of starboard forward column. Storm damage - wheelhouse gear and stiffleg crane damaged. Deckhand working on deck of anchor handling vessel struck on head by penant wire which had just been connected to <…>'s no 8 anchor. Working down to locate hard cement plug. Pulling back string with compensator open. Driller pulled too high on blocks. Crown-o-matic failed but driller managed to stop the string before damage occurred. Damage to bumper blocks and cracked weld on h beam. Man struck during pipe handling operation. Roustabout was struck on chest by a drill collar which was incorrectly slung. The riser was pulled and a low pressure gas leak found on bop. While off-loading a pump unit from a supply boat the crane boom went out of control and the load hit the water. Two men were trapped in a diving bell deployed from a support vessel <...> In <...> Field. The bell lost all umbilical life support systems at a 119-m depth. A rescue bell was sent down from semi submersiblediving support vessel<...>. The rescue operation involved the firstdeepwater "wet"transfer of divers from a disabled bell to a rescue bell. A string of casing stuck during a routine operation on the wildcat well no. <...>, Located some 15 km west of the <...> Field. Wellhead damagedduring attempt to recover the casing. Drilling programme halted for 2.5months. Well was plugged and abandoned. Cracks discovered in hull during dry towing operation from singapore tonorth sea. Rig design fault suspected. The converted semisub producing from a subsea manifold abandoned production due to the fierceful weather. At 0119 hrs a 9-ft heave and a 82-knot wind was recorded and the conditions continued to deteriorate and at 0236 hrs, abnchor chain no. 4 parted (tension: 200,000 lbs). Some 20 mins later two other anchor chain parted. Now the rig was 65 to 80 feet off location. At 0513 hrs anchor chains 6 and 7 parted after the rig had been hit by an unusually large wave. Two helicopters were mobilized. The weather continued to build and 20 mins later the breakaway of the rig appeared imminent and anchor chains 10, 11 and 12 were cut. This action was taken to prevent the overrun of these anchors and possible capsizing of the rig as a result. Only anchor chain no. 1 was left dragging. This prevented the rig to drift directly towards the sbm. The rig's mat tanks scraped over but cleared the <...>'s mooring lines. Once clear of the <...> The evacuation could start. 48 persons were evacuated while 22 remained onboard. The rig continued to drift another 1.5 days before being secured by a towline. The had drifted some 27 miles from original position. The rig was towed to <...> For inspections and replacement of anchor chains. Crew evacuated after 11in crack discovered in weld in leg brace. Rig towed to port and damage repaired in 2 days. Whilst running bop stack with 3 sections of riser to the wellhead, the test on 'kill-and-choke' lines failed. One joint was pulled back for a separate test. Attempts to pull bop back inside guide slots made diffcult by sea conditions. Whilst attempting to put tongs onto bottom, joint parted and 2 riser sections and bop fell in sea. The travelling block was noticed to be gradually descending although the brake was properly applied to the drawworks drum. In fact the line was unspooling from the drum. The block touched the floor and as the compensator was still in the grade blocks it remained vertical. There was a failure of the fast line clamp. Recovering no2 pennant and surface buoy when one cheek of the socket open wedge fractured on the starboard crane whip line, releasing the load; or the wedge pin split, sheared and worked loose fracturing the socket cheek plate releasing the load. In either case the 'headache' ball bounced onto <…>, bouy struck stern of vessel and sank. During retrieval of mooring line a man was pulled overboard when the cable which had already been hauled aboard slipped back into the sea. The valve retaining cover for the exhaust manifold on a national mud pump blew off shearing 16 studs. Part of a guidebeam (4' x 3') fell 40' and bounced off drillers house. No one injured 3 men working a flare boom when rigging screw pulled out on one of the supporting wires. 2 men fell into sea and were rescued by standby boat. 1 man injured his shoulder when a supporting cable hit him. All were wearing life jackets. Crane failed after having had a stud in lower boom hoist repaired. The boom was hoisted with its controls in neutral and went all the way to the stoppers before it was realised that there was a fault. Two lower main braces were damaged.



Mv <…> while discharging cement began to drag her anchor, and was repeatedly driven against the port-side leg of the platform before managing to turn loose. Cement line was broken and 2 mooring lines cast loose. Vessel sustained hull damage. Fire in mud pump room. Extinguished in 20 minutes. Possibly caused by faulty electric motor. The motor which had been previously been involved in a fire (21.3.82) was placed on-load after repair tests. There was a flash and the switch gear tripped. The outer cover of no.3 column port boat bumper was missing, presumed washed off during bad weather on the previous night. No damage to the pontoons. Main air feed supply valve burst causing temporary air loss to panel regulators. During repairs the shear rams partly closed catching the drill pipe. The half severed pipe parted due to string tension. Driller was making up a kelly on drill string. He took his left hand off dynamic brake lever to turn off mud pumps, leaving his right hand on drawworks brake. The block slipped pushing kelly into derrick,bending drill pipes and breaking the kelly. While making up a joint of drill pipe with cement head attached, the cement head worked itself loose and fell to the drill floor hitting <…> on left shoulder. After testing choke and kill lines the slip joint was set on spiders to 'scope out', when outer barrel parted, with spiders just below element. Bop's fell into the sea; joints nos 1 and 4 of riser were damaged. Rig drilling well <…> at 686 feet. Bit touched well <…> casing, but no damage to <…>. Fire in exhaust ducts of two of the main diesel powered generators. Fire went out when the generators were shut off. Platform switched to emergency power until third main generator could be started. There were divers in saturation at the time of the incident. No damage to them, as unit went on standby power. The over load system on the starboard crane was being calibrated with the whipline attached to a padeye on the starboard side of the pipe deck. The electrician who carried out the calibration asked the crane operator to pull up on the wire as far as its working load ie 15600lbs.the wire parted about 80' from the load,this was well below the breaking load. Well <…> had been stuck for two days. Draw works being used to free pipe when the pipe broke allowing kelly & pipe to jump,causing kelly to unlatch both itself and the block and start falling. Kelly came to rest on drive bushing the block stopped before reaching drill floor but damaged elevator bails. Crane boom failed falling over the side onto supply boat deck. Minor damage to rig air line. Drill string parted when pulling out from 848' and jarred-up then jumped off hook. Swivel assembly then fell on rotary table Man was killed on the drill floor of the semi-sub while engaged in testing the well. A lubrication head fell from an elevator which may have opened prematurely. Fishing for equipment lost in hole. Fish in rotary table broke kelly free from the drill pipe. When setting back kelly in mouse-hole,grapple slipped. Kelly and mouse hole went through the drill floor(mouse hole parting at weld at deck level)and into the sea. No injuries.operations suspended,area made safe before resuming breaking up and laying out. While pulling out of the hole,the person on the drilling controls ran the block into the crown. The crown and compensator pistons were checked and there was no apparent damage to crown sheaves or derrick. Compensator pistons were bent and stuck in bent position. A pipe was being lowered through the vee-door to cat walk. Chain on pipe slipped, pipe hit floorman While attempting to lower tie-up rope to m.v <…> the vessel struck port leg four times. No visible damage to leg above water line. During testing the upper pipe rams of the bop stack to 10000psi,the weld between the 4 1/2 box and the test stump broke & blew against the rams,with such force that the joint of drillpipe parted and shot out of the bore of the bop stack. The joint landed on the other side of the rig damaging a container. Having made a connection the driller picked up on the string while unknown to him the make-up tongs were still binding. Crew were attempting to release tongs when residual torque in drill string suddenly released and whipped tong anti-clockwise striking assistant driller on the temple. While mooring up the <…> swung round on one mooring rope, and bumped the bow leg of the <…>. A visual inspection showed no damage other than rub marks on the leg, and a dent on the rubbing bar of the vessel. Subsequently an inspection was carried out by a representative of the<…>. Rig mechanic heard a rumble from the steam generator house and discovered thick smoke on investigation and fire in lagging around the exhaust ducting. Put out with hand held co2 extinguisher. Apparently the impeller shed a blade causing the fan to disintegrate. The heat build-up ignited lagging. During casing movement(from pipe rack to drill floor)the rubber end-protector on the casing became free. When the pipe section struck the derrick it fell and bounced from the v-door onto the adjacent walkway striking passerby



Preparing to run perforating gun.(40ft gun,tungsten weight, & connector head - total length 53ft). Whilst attempting to pull gun up into lubricator from mousehole recess,the gun appeared to snag on the lubricator, breaking wire-line at weak point and allowing the gun to fall through the mousehole into the sea. Blow out preventer bonnet bolts were being tensioned up with a special pretensioning tool, when loud bang heard. (no-one saw the incident). Apparently something in the tool shaft broke or the bonnet tensioner exploded from bonnet bolt and smashed man's head against moonpool. Three men on <…> were making to disconnect towline when wire became taut and snatched. One man was thrown into the sea, one man recieced 4-5" gash in his head and the third was uninjured. Search was immediately instigated and man in sea was not found. Ip with head wound was transferred to <…> . Weather wind 18 knots swell south to south west 10-12ft maximum visibility good. Pulling anchor no 4 <…> was manovering close to rig and preparing to give pendant wire to rig. 100 feet of anchor chain was out and ship was approx 50 meters from rig. The crew were working on deck to connect pelican hook to pendant wire when pendant wire jumped from guide posts on after part of deck and hit deceased <…>. 18:12 captain <…> reported serious accident to one of his crew. He requested a helicopter with doctor and also to transfer the man to the rig. <…> called and helicopter arranged. 18:40 the deceased on the rig, and examined by rig medic. No sign of life. 19:20 rescuscitation attempts stopped. 20:35 <…> left for <…>. 21:08 helicopter departed with body. A piece of ventilation duct fell onto the busbars short-circuiting <…> and starting small fire. Rig back on normal power 20.52 hrs. The '<…> gangway was damaged as it auto-lifted from the platform. The cone connection on the gangway had been replaced & operational procedures reviewed. <…> was on board at time of incident. No apparent damage to platform. A roughneck was standing on catwalk to lay down single joint of pipe. The pipe wrapped in 2 chains and put on air tugger hook was pushed out v door. It accelerated and collided with roustabout, hitting him several times While running a 5/8 stabbing board. Driller hit the stabbing board with the blocks. This caused the track to spread also breaking one wheel off the dolly. <…> Has a 12 point mooring system. After repairs unit re-moored for a pre-tensioning exercise. After the pretensioning of all chains to 300,000 lbs the system was relaxed to normal operational loads of 6-90 kips at which no 7 chain parted. Damage (4'x 3'x 2" deep dent) was reported to column d at the 24m level following a collision between the <…> and the supply boat <…>. Two deck head beams and brackets distorted. Manoeuvering deck cargo on supply boat into position by securing tugger wire with shackle onto a container. This broke away causing fragment attached to shackle to whip and strike man on head. Crane unloading container from boat. Shaft on main hoist gear box split and load fell to seabed. Main hoist brake system damaged. The loading buoy arm was damaged. The platform was out of action for more than 3 weeks. Collision with m standby safety vessel <...> Which was escorted to <...> For repair. All 400 men on board the platform were evacuated by helicopter. The platform repaired at <...>. The standby vessel drifted bow first under the after deck of platform and contacted diagonal brace and supports for the main deck. A gas kickback occurred at 1290 m vertical depth, while drilling a development well in the <...> Oilfield. Drilling mud was forced to the surface. The bop on seabed was closed, but later an escape of gas was noted. Gas collected beneath the platform. 72 non-essential personnel were evacuated to the <...> Field, 23 essential personnel remained on board. The platform was moved 500 feet off its original position within its anchor pattern as a precaution. Collision with tug/supply vessel. One of the platform's crossmembers was bent and a joint with one of its flotation-tanks was damaged. Towed to <...> For repair. During a routine check some damages to the structure's subsea fairleads was revealed. Towed from the field to berth in 'haugesund. 3 weeks out of production (<...> Field). Taken off station due huge waves, later towline broke. The accident occurred under stabilizing. Only minor injuries to 7 workers who were trying to secure a secondary line between platform and tug when a huge wave hit them. 10 non-essential crew taken to nearby platform, 38 remained. Platform was back at well <...>. Urgent unspecified repairs. Went to <...> For repairs. Back at location lat <...>, Long <...> At <...>. Cracks in steelwork for the <...> Field prod. Platf. Built at <...> On the <...>. The cracks are so widespread that large sections may have to be scrapped. However, <...> Might be able to repair cracked sections.



Amalgo brake appears to have failed causing travelling block to hit rotary table. The drilling line jumped out of the drum. One roustabout in running away fell through the v-door (drop 25-30ft), and injured his foot. Tension on anchor no.8 dropped from 260 kips to 25. Tension on no.7 anchor increased to 340 kips. Rig heading changed from 342' to 330'. During pretensioning operations anchor chain no 8 parted between anchor winch and upper fairlead 3168 feet out of chain. Working cargo with <…> on port quarter. <…> experienced main engine and steering gear failure. The vessel drifted into the rig making contact with cpc4 & pc2 before regaining power. The <…> alongside rig discharging unweighted mud and backloading containers.<…> Suddenly moved towards rig & aft end, port side of supply vessel hit <…> aft at approx 80' draft on rig. Moving gas rack full of acetylene bottles from supply boat 'atlantic rolli' by crane onto the rig.the gas rack was still secured to deck when crane started to lift. The rack was damaged and gas bottles fell on to supply boat deck. 3 bottles lost overboard 3 damaged. Testing bop stack to 1000 psi. Flexible hose to stack from cabin came adrift at a connector in the cabin. Hose hit man on legs. Whilst deploying anchors a fault developed. This was cleared on deck. Whilst cutting out the 'birds nest' a chain broke loose and hit a man bruising him. Supply boat collided with bow leg at 175' mark, causing horizontal member to be damaged together with diagonal members attached to the underside of it by 4-6'. Whilst carrying out final tensioning of anchor chains, to prove same. No 8 chain parted at 2,800ft of chain from anchor. At time of failure this was approx 700ft from rig. Rig in act of locating with boat placing its anchors. Two men knocked overboard by a sling when boats were lifted by the sea. One man was recovered by boat other man was recovered by rig after hanging on to pennant line. While preparing to run 30" latch, the subsea engineer was transferring air around bottles associated with the riser tensioner balance system there was an explosion. It was assumed to be associated with the pneumatic system. The rig was shutdown. Extensive damage to riser tensioner piping system. Lifting spare surface buoy from rack when a sling parted. Weight of load 2 - 2 1/2 tons (max). Swl of sling 4 ton (19 mm wire) Gipsy (sheave) fell off as anchor was being run. Axle pin slipped out. No other damage. <…> Attached mooring rope to starboard quarter and began to set down onto column cpc4. It was advised it was getting too close and to slack off mooring rope. Before this could be done it struck column. Boat damaged its diesel tank and lost 3 tons of oil, dispersed by standby boat. Mv <…> accidentally collided with the bow leg (wave action) of platform. Area hit was bracing between 64' & 74' mark. Damage to leg minimal. No 1 anchor chain dropped tension to 85 kips after initial surge of 205 kips. Investigation showed chain leading ahead at about 30 degrees to column leg. Chain 'fairlead' assumed to have failed. <…> Tug was raising anchors of <…>. Tug pulled up one wire cable which was weighted with chain, being drawn in over the stern roller. Chain being fed into the chain-locker when sudden movement of tug caused chain to leave roller & whip across the deck hitting man on the leg. In removing 'v' door to allow access for removal of wire line bop, one of shackles securing sling to v door broke. V door fell back onto crane, the shock load caused a drive sprocket to shear. It fell 20', struck engineer on head. Crane was lifting 9 5/8" casing equipment weighing 9.705lbs from a supply boat to <…>. While lifting, the boat and thus the load dipped 14' with swell. The unequal load on crane caused 1 sling to part. The bundle was then re-establised on deck. 5 pcs 5" drillpipe was lifted from catwalk to v-doors.the pipes suddenly fell out from the wiresling and down on the catwalk and hit <…> across the chest.he fell and hit his left hip badly.he was then taken care of by rigs medic and taken to hospital.no visible fractures, but bad pains in hip and chest.doctor on duty at <…> contacted, and ambulance arranged to meet at <…> upon helicopters arrival.helicopter was already on schedule from <…> wiresling attatched with 2 turns and noose. Wiresling inspected by <…> and was fouond to be new and in perfect condition. Dia 5/8" swl3t. During offloading operations from the <…> the vessel lost control of joystick gear, and drifted in towards the rig. Her starboard quarter lightly struck the chain and boat bumper shield on no 4 starboard column, causing scraping and slight indentation. Subsequently opened up and internally inspected and no damage was observed.



Supply boat <…> had been unloading casing for 6 1/2hrs when anchor slipped. Vessel bumped rig on a diagonal to b (bracing column b to deck node 2) about 3ft above waterline. Damage 4" indent in area about 2' x 2'. Whip line parted on link belt crane. Four joints of 9 5/8" casing were being lifted from supply boat <…> onto the pipe deck of the rig. Slacked off whipline and started to boom down when load fell onto pipe deck. A samson post was driven through deck into mud pit room. Probable cause was failure of swivel on ball. Weight of load 3.8 tonnes Supply boat <…> was alongside the installation connecting a bulk hose when a large wave broke over the deck. A seaman was washed over into some casing and at the same time a strap became wrapped around his legs leaving him suspended 6-8' in the air. In trying to free himself he fell to the deck and received cuts to his head and concussion. Failure of piston in unit 2 diesel generator prime mover. The crankcase did not explode but the piston came through the side of the crankcase. Whilst lifting clamp through rotary table with air hoist during wellhead abandonment operation the clamp fell (one of its pad eyes broke) into water, and struck man on head he then fell overboard. Locating high pressure cap on b.o.p. When supports gave way, causing cap to fall to the sea bed. Driller working on cap also fell, but saved by his safety harness. Standby vessel <…> stuck under leg of jack-up unit pinned against leg by current until towed clear at 12.05, and subsequently sunk later by the <…>. Generator overheated. Soot then ignited in exhaust fire. Pulling pipe on wiper trip. Cutting torch in use in header box area, to fit auxiliary fan. Spark from torch ignited something. Fire extinguished quickly. Man assisting in the lifting of drill collar, and was steadying the collar with his foot. Collar swung back & struck him on leg, and he sustained a fractured tibia. Helideck attendant unpacked battery pack. Explosion occurred, blowing lid 12-15m. Attendant suffered broken arm and cut wrist. Supply boat <…> hit east column whilst unloading. No significant damage. While transferring b.o.p. Marine riser package by starboard crane, main hoist wire parted at dead eye socket. Riser package fell 12 inches, to deck. Severe corrosion of wire rope. Port crane boom failed on lifting 1 ton load. Lift of 2,000 lbs consisting of 8 oxygen bottles, was made from supply boat. Load 25' above boat deck and was swinging left when boom lowered into water. Boom hoist line failed. Linkbelt 238 pedestal crane - lifting 13 ton pin connector rated for 45 tons from supply boat the <…> with main hoist. Crane slewed to port side of vessel. Attempt to raise boom failed. Then it started to run away despite brake application. Boom plus load dangled overboard, and boom broke off. Lifting debris cup, when slings parted and load fell to deck. During mud pumping a hose broke and as it did so it hit a person (not seriously injuring him.) Rope sling broke while loading hose handled by crane. The barge's anchor dragged during rough weather causing it to drift into platform jacket and knocking off skirting guide. Jacket and pipeline undamaged. Fire in steam generator exhaust. Probably caused by carbon deposits. Some distortion to 1/16" steel plate. Water damage to control panel. During crane safety inspection, chain supporting bracket failed. Line follower slid down the whipline & supporting chain caught man a glancing blow. Anchor pulled free during bad weather and <…> drifted towards platform tugs pulled it clear but tugline broke and it hit platform jacket, and was dented. Flotel pulled off station, anchor tension lost on no. 8 anchor. Bad weather occurring at the time. <…> Lost tension on no 8 anchor. <…> Riser system failure at ball joint on lower marine riser package. Bop stack fell into sea. Engine inspection plate had been removed for scrap, and was being lifted by crane. Two lifting rings at the bottom caught on a projection, and top two lifting rings snapped. Plate fell about 6 inches. Pretensioning no 2 anchor chain, chain parted at a point 2897' from the anchor. Tension was 250000lbs, chain reconnected and pretensioned to 325000. Air hoist line got caught across stabbing board, pulling the stabbing down from the track, onto the floor. <…> Packer being prepared with tool standing in vertical position. Three men holding tool in this position when it started to fall. As men moved away, one slipped and tool struck him on head. Suction line of mud pump pulsation dampner blew up, parts hitting employee on the head.



Anchor handling tug <…> was pulling astern of installation when it struck no. 8 anchor chain. No damage to installation, but tug damaged and taking in water. Mv <…> collided with port forward column at 90' level. Open hook (ie. Pipe hook) used to lift the end of a 'sub'. The hook slipped out and trapped man's leg between sub and deck. <…> Struck by <…>. A fuel tank was being moved using a crane. The tank was suspended from the crane, and it swung, trapping man against fixed case for rope ladder. Acid tanks being repositioned. Man was engaged in other activities 6' away. Lifting sling caught on obstruction, crane driver boomed down to unsnag and tank slipped forward, trapping man. Minor collision above waterline. No damage. Vessel involved in collision also undamaged. Back loading 4 joints of 13 3/8 casing with deck crane to supply boat whip line parted approx 15 to 20ft above headache ball, load then dropped into the sea. Gem 80 computer failed. After reset attempts, it powered up all bop functions, causing all rams to close. Shear rams on top sheared tubing, sscv control line and <...> Logging line, closing in the well. No injuries, but considerable damage. Unloading supply boat with casing, hook line parted 279 ft from deadline. Pipe fell into the water. Pump room flooded. Stabbing board became hung up on a block and the board was knocked off its tracks. The man standing on it was thrown off but not injured. Man working on a compressor when a stainless steel hose coupling failed. The hose was under working pressure 2200 psi, and it hit man in the eye and on the shoulder Whilst backloading diving equipment from <…> to <…>, the 'basket' of equipment which had just touched down on the supply vessel deck skidded across the deck, striking man. Pedestal crane whipline failed when 3 1/2 ton container was being lifted over the accommodation stairway. Floorman working on a tugger in derrick. Stand of pipe fell across derrick, striking man. Vessel moored alongside rig, backloading. Mud container landed on deck and man grabbed hook. Safety pennant slackened and fell out of main block, approx 20 feet. Hit man on forearm. Safety catch on hook not operable. Crane hook caught helifuel package on the crane barge. Package tipped over, injuring <…>. A worker was standing at the forward part of one of pontoons during tow-out from <...> When towline snapped and started to whip around worker who was member of crew during rigs voyage to <...> Where final adjustments were to be made to rig before moving to first drilling site. . Oil rig almost broke free in <...> Outer harbour <...> During violent storm.rig was at one point held by just 1 hawser.4 tugs batteled to re- anchor her.9 of crew remained on board while 30 were safely evacuated.by 4pm rig was under control and held by 5 tugs. <…> Helicopter on deck. While main rotor blades were being secured, one was damaged and 3 out of 4 stop cocks on rotor housing were damaged. Hot material cut through the gas hose and ignited during welding operations in the rig welding shop. Forward door came off helicopter. After replacement efforts made, helicopter eventually flew ashore minus the door. Offloading 30" connector pin from <…>. Deck crew had hooked one of two slings to connector. When crane operator picked up equipment, the one sling broke and connector fell to deck of <…>. Water Tower broke away from beneath hull. Reported examination of Water Tower on <…> showed bolts missing and cracks. Further investigation revealed fire system had been affected. It was found that hydrophone stub had been washed away. To clear the job, rig was deballasted while work was carried out, after which the rig was reballasted. While offloading string of pipe, automatic brakes prevented crane from lowering load. While driver tried to bring load aboard, hydraulics failed and load fell to deck. <…> Hit leg of platform, during offloading. Damage to boats fenders. Platform undamaged. Automatic Personnel Bridge, linked between flotel and installation malfunctioned. Without apparent cause the end of the bridge on <…> suddenly lifted and swung around. Bridge eventually repositioned.



Crane boom dropped onto deck of <…>. While removing P.G.B. and 30" wellhead from moonpool with Port Crane, whip line parted at 25' above headache ball. Installation hit by freak wave. Ballast Control Room port glass broke, water entered up to depth of 2'. Electrical Switch Box burnt out due to ingress of water. No. 2 chain parted in high winds. Whilst torquing up hydraulic bonnet bolt on upper pipe rams on 13 3/8 B.O.P. Pressure was being applied to operating head at 28,000 PSI, head blew off, stripping threads off bolt. Hoist control/limit switch linkage became detached. Linkage fell out such that neither limit switch nor boom control would operate. Crane boom came into contact with strops, causing boom to bend. Crane operator brought the crane boom into the stops, and damaged the head section of the boom. Snatch Lifting Containers from supply boat. Vessel drifted under helideck, crane operator boomed over helideck and operated quick release mechanism. Helideck and cable wire damaged. Lost tension on anchor line E1, suspected wire breakage. Helicopter overshot first landing point and made a second approach. When helicopter finally landed, it came into contact with foam monitor on installation, damaging the tail. Man was involved in carrying out repairs to BOP. Subsequently it was reported that he had been hit by 25 ton shackle (weight approx 15 lb). Shackle reported to have fallen about 4 feet. Lifting Gas bottles from platform onto <…> when whipline failed. Load dropped 5' to the deck. While offloading Supply Vessel<…>, contact was made by the vessels starboard side to the barge's forward leg. <…> reported that the servo motor had failed on her bow thruster. Crane was idle, no driver in cab when noises heard coming from engine room. Boom fell to deck and landed on nos 3+4 winches. DSV <…> came into contact with starboard side of rig, badly damaging flare boom. No.2 anchor chain parted. Standby vessel collided with port side of rig, touching main engine exhausts of rig and damaging some walkways. Minor fire occurred in the air circuit breaker on a skid mounted temporary power generator. Minimal damage. Loading steel plates from supply vessel <…> when sling broke and load fell to deck. Running 30" casing/conductor through P.G.B. on spider deck. Although attached to chain (supposedly) pad eye fell through gap between conductor and rotary table, bounced off post of P.G.B. and struck man on head. While raising port flare boom, with crane, cable used to lift flare boom parted, and flare boom dropped, causing damage. Fire in mud pump room. Welding sparks ignited oil based mud on deck. Electrical supplies to both mud pumps out of action. Two men working on flexible hose associated with drilling package and adjacent to pressurised line. Pressurised pipe ruptured - two men injured Riser running operation. During winching of the installation to alien the risers, several of the risers were observed to be buckled. Error of judgement assumed to be the cause. Supply Vessel <…>, while off loading cement on the starboard side of rig, lost power & drifted into rig hitting no.6 caisson & the diagonal member from the bottom of no.6 caisson to top of no.5 caisson resulting in two dents. Running risers pressure testing. One riser parted at connector (seabed) rose 4' & landed back on an area of manifold. Damage minimal. Boom of port loading crane dropped onto helideck due to hydraulic motor pressure drop caused by dirt in filters. Sted. Crane operating and lifting a 'Varco' unit up from deck and moving it forward. Man was pushing the Varco unit in an attempt to guide it into position. Unit struck pup joint, causing top pup joint to fall, striking man on leg.



Blocks fouled stabbing board and were stopped immediately by driller. Caser got off stabbing board and when blocks moved up to clear the stabbing board platform fell to drill floor. Lifting divertor from drill floor when supporting slings broke. Divertor fell through door damaging walkway, handrails etc. Boom lifted about 3' above boom rest and an attempt was made to hold on brake (Routine Test) when brake failed and boom fell into rest. Safety relief valve blew out of receiver. Mate was working on deck of <…> supply vessel alongside <…> when a basket from platform dragged him 2 metres, crushing him against drill pipe. Supply Boat <…> lost power while in attendance and drifted into port 3 column causing indentation. Working on pipe deck, roustabout was about to strop two joints of 20 casing when other joints fell onto his left leg. <…> S61 Helicopter landed heavily on deck 1, the rear wheel striking the edge of the helideck. Wheel punctured and skidded across the deck, and was arrested by the netting. While attempt was made to lower mail to supply boat using crane, hook caught in boat's masts. Tide & wind carried boat out from platform, stretching crane whipline to limit. Crew eventually managed to free the ball and hook. Masts and aerials damaged, along with whipline. Running casing - elevators failed to latch on and casing fell on man's foot. During a thunderstorm the derrick was hit by lightning causing damage to various aerials & sensors etc. Driller failed to apply his electric brakes while lowering pipes, resulting in the blocks dropping. Anchor handling tug collided with the E leg of the platform. While using port crane, 40 ton block fouled the bumper bar and one cross member. This was unnoticed by the operator. The crane was lowered into the crutch, subsequently damaging crane structure. Lifting anchors to depart location. The port crane was taking part in operations and the anchor was in the vicinity of the roller with 250 foot of chain when the pelican hook (on the boat) to the pelican wire was inadvertantly released. A floor plate (adjacent to rotary) was being moved while drilling in progress. The tugger slipped and plate swung towards rotary, striking Kelly Bushing and kicked back hitting man on left leg. Hose failure on flare boom during drill stem test. A small gas escape ignited, which was quickly extinguished by a helideck foam monitor. Hose had been pressure tested to 500psi prior to drill stem test. Dynamically positioned diving vessel hit starboard side of installation. 6inch gash in shell of platform above water level. While offloading at rig, <…> came in contact with the rig on column <…> . Wire line BOP was being retrieved through the sub-sea template when one split bushing fell through the rotary. The safety sling parted and dropped to sea bed. Moving No.3 anchor chain to confirm tension reading and test replacement motor. Link failed and chain lost overboard. M.V. <…>offloading containers. While lifting a 4.5 ton container whipline failed sending load crashing 30-35 feet onto cargo deck. However little damage to boat or container. Supply vessel <…> collided with Installation. Damage reported as 16inch horizontal crack in one of the caissons approx 18inch above the 60ft float. Failure of the riser running tool and/or BJ 350 tonne elevators. BOP stack dropped from cellar deck. During preparation for tow-out from the yard for initial delivery, the semi smashed into the dock causing damage to one pontoon. Winds up to 35m/s broke 4 mooring lines and semi <...> Drifted onto rocks in <...> Harbour. 2 helicopters evacuated 29 workers, 22 remained onboard. 2 days later she was put afloat and anchored in harbour. On <...> She the rig was towed to <...> For repairs. Holes in tanks on pontoons, one month repair. Collision between m/s <...> And the platform. The m/s sustained damage around stem post. No damage the platform. Towline parted from m tug/supply vessel <...>.towline reestablished on the same day. Towline snapped during move from <...> To <...> Due to rough sea and strong winds.helicopters were standing by ready to evacuate the 47 workers onboard.the next day crew winched rig's legs 50 feet down to seabed to avoid drifting in the heavy weather.rig arrived safely to destination on <...>



While under tow of three anchor handling vessels in heavy seas and winds of 50-60 knots,the towline broke.although the semi-sub was under control using its own power to avoid drifting,63 nonessential workers were evacuated.towline was reconnected the next day.no injuries or damage to rig. The pontoon was damaged considerably after contact with two pusher tugs and a convoy of three barges. The damage was mainly caused to the starboard side bulwark and frame, and called for permanent repairs.the repairs are due for completion <...> While manoeuvering vessel to berth in order to modify towing arrangements,the stern tug towrope broke and rig collided with bulk carrier <...>. The starboard side aft deck plating and strake below were heavily indented. It is also reported that during manoeuvering, the rig touched the sea bottom. Captain and mate onboard MV <…> (moored to side of platform) discussing matters when one of them bumped and moved the control joystick. Vessel went astern and collided with starboard centre caisson. Swell lifted tug and turned it to the right, causing a collision. Welder started to light acetylene torch when back fire occurred. Safety valve at distribution box had failed to operate. Installation carrying out drill stem well testing when two explosions occurred, followed by a small fire which was quickly extinguished. Some structural and equipment damage. MV <…> collided with port aft column. Master later reported port engines stuck in astern mode. Fire in boiler room. Flames originally from metal sheeting on No.3 boiler exhaust. Fire extinguished but flames 'flanked back' from exhaust. Boiler shutdown and fire re-extinguished. Chain being heaved in, parted between wildcat anchor winch and upper fair wheel on deck at 3500 feet of chain out. Tension on chain 200,000 lbs. Chain ends joined by Benter link. After latching on to a stand of drill collars on rig floor. Picking up moving towards rotary. Lock pin on drill string disengaged causing lower dolly to drop 25ft to end of chains causing damage to guide rollers and lock pin. Approx 1 1/2 inch crack on bottom edge of weld on column plating, at entry of horizontal transverse truss into P.19 Running casing when stabbing board failure occurred. Board became jammed and hoisting wire slackened off. Board then released itself and fell 10 feet. Man had his head over side of unit and struck his head when board fell. Lifeboat sank, suspect davit or wire failure. Drilling a head using <…> brake - when brake failed causing the blocks to free fall a considerable distance before friction brakes arrested the fall. Slight damage to Kelly. Diving support vessel <…> was moved up alongside the platform: mooring line parted. Collision between leg 3 of rig and supply boat off loading hoses. Installation in transit from <…> to <…>. Lost water tower. Failure at first joint top two sections fell over side, severly damaging boom of a crane on port side. Drill floor - packer became unseated before the pressure had bled off, the drill string blew out the hole with rtts packer landing in well head. During a test after setting up a flygt pump, a hose joint burst and flange struck mans left thumb. Ending a drill stem test when gas found its way into stock tank and out onto the rig through an open hatch. Elevators (350 ton BJ) failed whilst pulling the lower marine riser package. Cotter pin on brake drum fractured. Caused load to drop about 50ft onto supply boat. Wire was cut to allow retreival. During well operations (Kill) oil base mud caused a sheen on the water 1 mile long 1/4 mile wide. Set of spreaders parted at swivel causing load to hit deck at catwalk. No. 1 anchor chain broken. Heavy seas struck rig producing shock loading on no.1 chain. Chain broke leender tension. It is believed tension on chain was approx 400 tonnes. During plugging and abandoning drillpipe cut below 13 3/8" CSG. Tried to bleed off pressure returns through degasser to fast to handle therefore crude went through vent line and overboard Whilst manoeuvering barge on location number four anchor chain parted.



Whipline parted during 8ft lift from boat to rig - load fell back to work boat 15' above boat dropped. No damage to boat or load. While running in hole with 5 inch drillpipe driller applied Elmagco brake which failed. Friction brake then applied which slowed down drill string, but not enough and D/S parted and continued until the elevators struck rotary table. Anchor chain number one parted from anchor as it entered lower fairlead. Shackle pin from 50 ton SWL shackle supporting starboard flare boom rigging appeared to be bent. When removed was found to have been completely separated or sheared at approx mid length. Hatch blew off salt water pre-load tank, after welder had been working alongside tank. 12M joints of high pressure drilling riser exploded 30ft below deck. Port crane dropped - boom totally wrecked. 2" fracture in pipeline in D5 module. Module covered in oil – platform shutdown. Sheave no.5 web welding broke and moved across the hub approx 3/4inch towards no.6 sheave. NO.1 generator. Leak from fuel line onto hot exhaust lagging caught fire. Lagging damaged. Electrical control cable damaged. Cause of fire - wear of pipe at connection. Explosion of 45 gallon drum. Drum being used as a feed tank to chemical injection tank. Two check valves are incorporated to prevent pressure returning to intake side from high pressure side. Feed side of pump connected to small threaded hole in 45 gal. Drum, larger cap on drum still in place. Explosion-vent cap had not been removed. While racking, drill pipe in derrick stand began slight roll on its pins after being set down. Top of stand moved forward of monkey board and caught descending blocks. Pipe bowed and sprung back hitting man. Leak of acetylene ignited in welding shop small fire - No significant damage. While well testing compressor which provides air to burner, assembly ran low on lubricating oil and caught fire. Fire quickly extinguished. Small fire. Brake lining overheated while running in hole with core barrel. Paintwork scorched and brake lining glazed. Replacing rotary table on drill floor. Man was restoring air-line when he walked between master bushing and wating top for riser. Bushing swung on being lifted by tugger trapping mans right foot. Moving LRP from bop stack to test stump using the LRP overhead crane. After the LRP was moved to place the LRP on its stump a load bang was heard followed by the traverse drive shaft falling clear of the LRP traverse rails. Shaft had sheared at mountings. Jack-up collided with platform whilst it was being manoeuvered alongside. Damage to No 12 and 13 pre-load tank hole in No 13 above waterline - internal damage bumper rail 5. Working on drilling floor running a 30" casing. A restraining wire parted attached to casing. The sling shot effect on the wire struck man in face with eye shackle on end of wire. Supply vessel <…> collided with installation. Vessel set under midport deck crane to carry out backloading of equipment. Port leg L rack struck by stern of supply boat. Neligible damage to installation. Laying out drill string while making up BHA. As lowering one stabilizer landed on a liftline cap which was squeezed out and travelled across floor hitting mans ankle. Derrick tugger chain whipped back hitting man on elbow whilst pulling drill collars. While unloading casing roustabout decided to move load while crane driver was occupied. He boomed-up crane but switch inadequately set. Boom hit stop. Damage to lower section. Leak appeared in full ballast tank from hole approx 4'. Shell plating appeared indented at 75ft to 83ft. Crown-o-matic operated but momentum carried block into bumper bar. Damage to bar only. Driller error. Whilst laying down the boom on the east crane, boom jacknifed parting in the middle - no apparent reason. Tripping out tubing. Ran travelling block into crown bumper damaging wooden teams and steel girder flange. Picking up kelly with travelling block. Guide track dollies caught and sheared off section of trackway. Upper middle dollies sheared off and landed on drill floor/drawworks house roof.



No 1 anchor chain parted at 190,000 lbs. Was 2995 from anchor at upper idler sheave. No 7 mooring chain parted at distance of 1680 from rig during severe storm. No damage to rig. Probably due to too much tension on no 7 and no 8 chains. Pressure testing at 9000 psi - fall in pressure noticed. Pressure bled down to check for leakage - loud crack heard at 8500 psi. Bled down to zero. Six cap screws had failed allowing locking housing to move from actuator body. Fire in oil base mud storage tank caused by overheating bearing on agitator. No damage sustained. Boom line broke on starboard crane and boom fell onto deck. 2 anchor chains broke during heavy weather. Hung off and then unlatched from well. During severe gales 3 out of 8 anchors failed. Wind at 100 knots N.W Evacuation of 150 of 177 persons on board. Hole had been drilled. Drillstring being pulled out of hole when No.2 anchor chain failed during severe weather causing rig to move off location. The drillstring was sheared. The riser was found to have parted at lower ball joint. During adverse weather conditions, tension lost on No.1 anchor. Well isolated and riser disconnected. Rig was deballasted. Anchor later retrieved and reconnected. Severe weather caused damage to survival craft in davits. Boat A 'write off'. Installation demeanned to meet LSA requirements. Lifting 15 joints of drillpipe. Whipline broke 100ft above the ball. Lost load into sea. Attempts made to recover load. Travelling block hit crown. Crown-o-matic failed. Block hit boards below crown. One board came down. At time of incident was retrieving worn bushing. Gas leak during well test. Gas escaped into air intake (in generator room). Leak in line on deck. Line replaced with fixed chicksan. Joint of casing being pulled through v-door. After end of casing was supported by port crane with catwalk tugger attached as a checkline. A rubber casing protector fitted to end of joint became dislodged striking man. Bolts securing a letching device to the elevators sheared, allowing letching device to fall approx 75ft to drill floor. Letching device caught mans sleeve and ripped it causing bruising to left hand. Roustabouts holding taglines to steady load. One line wrapped around samson post - fore end. Aft end line to be attached. Roustabout climbed on drill pipe, leg braced against empty transport container. Other tage line released-load swung & hit container which struck mans ankle. Loss of radioactive source in hole. Wire line logging wire line parted at 12649ft at safety joint leaving a density source in hole. Source is 53T20 densilog cesuim (2 curries). Recovering spent tubing conveyed perforating guns. Whilst breaking tool joint, release of high pressure from joint. No damage to equipment. 2 personnel received minor injuries. Probably due to pressure locked in tool joint from ingress of sand/byrates. The semi was conducting well testing <...> In the north sea. At 2030 hrs an explosion occurred in the port pontoon pumproom, killing the chief engineer and 3rd assistant engineer and injured a further two persons. A small deck fire was also experienced. It was concluded that the probable cause of the accident was the misassembly of the no. 3 crude oil burner nozzle assembly by the well test crew, which resulted in the fracture of the no. 3 crude oil burner tip. The fracture allowed flammable crude oil and gas to be released into the port pontoon pumproom, creating an explosive hydrocarbon atmosphere which was subsequently ignited by an electrical component in the pumproom. Contributing to the given fracture was improperly manufactured burner tip and the lack of adequate maintenance and inpection procedures for the well test crew. Other management factors also contributed to the accident. 46 persons were evacuated as a safety precaution. The well was shut in and the fire was quickly extinguished. The rig lost stability and almost sank in the accident. A kick was experienced when drilling had reached 10120 ft. The well was immediately shut in and mud weight increased. Unfortunately, however, the drill string became jammed and circulation could not be regained. Casing pressure increased whilst drill pipe pressure remained the same. As a safety precaution 36 non-essential workers were taken off the rig while 17 members remained onboard to control the well. Oil based mud caused a sheen on the water, size: 1.6 * 0.4 km. The jackup was drilling an exploration well when it hit a pocket of high pressure gas. 21 non-essential personnel evacuated, 30 key personnel remained. 3 experts were flown to rig and situation was estimated as critical, but not dangerous. Well was shut and action taken to kill it. All personnel could return the following day and work was resumed.



After hanging off drillpipe and disconnecting riser is bad weather. The riser was being held over elevators and marine riser tensioners. 350 ton, 5 element fell through rotary table lodging in diverter assembly housing. No.2 leg of installation sunk 6 inches. Operations to trim rig not successful - leg jammed in jacking house as a result of spreading the leg. Installation afloat and moved location, away from jacket, but within the 500m zone. All non essential personnel removed. Suspected leak in starboard inboard fuel tank. Water removed, sound monitored. Ready to take action on <…> but delayed until <…>. Found 540 mm fracture in weld between longitudinal bullhead and pontoon top plating. Crack in pontoon deck. Detected in area of starboard column. Crack principally in weld between longitudinal plate separating fuel and ballast tank, and pontoon deck. Crack 30" long - 1" into sea, allowing leakage of 6 tons water per day into ballast tank. Moving location - off loading anchor from supply boat in bad weather. Main line jumped ship and cut line. Hydril and top ram of bop: weight 15 tons. Hookline failed approx 10ft from dead end causing load to fall about 25ft. Fell onto deck leaving a 4 Derrick block fell into drill floor following failure of the dynomatic brake and the back up brake. Disconnecting gas lift line. Crew believed line to be correctly depressionized. Removed joint clamp with difficulty. Line then released small quantity of gas. No-one in vicinity affected. Driver boomed up to high point-limit switch failed. Resulted in twisted foot section of the crane. Crane was shut down. Slewing seeking crane with no load. Crane operator heard loud bang and lost all slewing control. Whip line allowed to be set on cradle. Drive sprockets that drive slewing chain had sheared the welds that hold them to spine collar. Man in moon pool area rigging subsea camera. Sheave in position – not locked. Man removed pin on camera apparatus. Apprartus dropped putting load in bulldog gripped wire. Lockdown tool and sheave assembly fell hitting man. During rigging of burner boom, boom foot collapsed. Load taken by boom ropes. Whilst making No. 2 chasing pennant of column D4 the crane wire parted causing loss of chasing system. Later recovered by anchor/handling vessel. M.V <…> hit port crane boom tip whilst tied in cradle as vessel getting into sheltered harbour at <…>. Also struck port aft of rig and pipe guard aft of rig. Crane boom tip – bent cords, latice and pipe guard. Mud pump relief line parted at threader line connection. Discharge line was closed. Line parted when pump was started. Recovering anchors for rig move. No.2 anchor chain parted. Approx 1100m of chain and 12 ton Bruce anchor lost. During casing cementing operation, oil based mud surcharged in pits. Estimated oil spill into sea approx 180-300 bars. Lifting 2 joints of casing from supply boat when hoist wire parted dropping load into sea. During kick, man tried to set slips. Well fluids threw him away from rotary and he fell through vee-door. Kick controlled and well shut in. Lowering drill string into hole when power failure caused block to fall. Block fell about 5ft before controlled by mechanical brake. Back-up system had failed to work. Removing cargo basket from deck of supply vessel <…>. Cargo in basket shifted to the other end. Wire mesh wall of aft end of basket parted from frame of basket. Cargo fell approx 2-3ft to deck. Running wellhead wear bushing after setting pack off seal assembly and testing BOP's. Wear bushing run on drill pipe hung in elevators on travelling block. Assistant driller opened rams pressure caused pipe string to move about 10ft. Hit travelling block hook, returned to original position. No damage to drill string. Port crane swung over crane rest. Operator left crane to enquire whether deck crew had finished with crane. Boom fell approx 15ft to boom cradle. No damage to boom. When pulling slips there was a backlash from torque in pipe resulting in the chicksans swinging anti-clockwise Testing 13 3/8 casing using casing swedge and 2" chicksan lines. Top of casing swedge blew off. Pressure at 31000 psi. No 1 lifecapsule damaged by heavy seas during tow. Capsule dome punctured when sea lifted capsule into daist stops. 2 punctures - 12" diameter each on portside. Starboard puncture 3ft. 3" diameter dome support pushed through lower seat level starboard side. Galley stove fire extinguisher also damaged.



Seawater cooling line burst in void space between decks. Space flooded and caused partial collapse of one of bulk cement tanks. Void and cement tank pumped out, repairs underway. Helicopter <…> on flight to another installation. Made emergency landing on <…> with only 30 seconds warning. Helicopter repaired and flown back to base. Workboat <…> trying to come alongside installation-rammed no.2 caisson. Damage was vertical iron stiffness. Deformed and bent inwards over area approx 15ft horizontal and 12 ft vertical. Two points of contact. No cracks and no ingressive water. 21 1/4" running tool rigged upon drill floor. Hydraulic hoses attached. Wellhead ran down and installed guide in guide beams. Load position beacon to be extended. Hydraulic hose disengaged from guide base dropping to sea bed. Guide lines snapped 2 aft guide lines paid out until guide base * tested at 3'. Assembly ran to 25ft below beams to allow arm for hole Making up pipe using chain tong. Link in chain broke. A small window was broken. Chain replaced with a new one. Making mousehole connection, lower racking arm used to push kelly to mousehole. After connection made, driller picked up on kelly without making sure racking arm out of the way, bending arm upwards and shearing bolts off grip finger. Using crane on test to check free fall with 2 ton weight. Weight overside above sea (12ft off waters surface). Free fall operated from engine room but brake failed. Wire left crane and now on sea bed. No damage to crane. <...> Wireline stuck in hole. Fishing for tool by cutting line and slipping over it with single joints of drill-pipe. Last piece of line pulled by hand. Wireline slack on catwalk when sinker bars entered, wireline tightened suddenly - narrowly missing man walking along catwalk. Working on AC 600V control cubicle which was isolated and off line. Spare probe in avometer case fell out falling through perforated screen plate at base of cubicle. Probe initiated a short circuit. Some non-retardent insulation caught fire causing damage to circuit breaker and components. Installation found to have structural defects in jacking system which supports structure when in the elevated mode. Decided to remove all non-essential personnel. Rov. Weighing 2.7 tons was being lowered over side when wire parted. Swl 5 tons. Breaking strain 13 tons rope not recovered. Whipline contacts welded in allowing load to proceed to deck of supply boat. Emergency stop used to present further lowering. Found that 2 batteries out of four 6v batteries were unable to hold a charge resulting in reduced control power supply. Injured was tailing a load while standing on handrails adjacent to helideck. Load swung towards man and trapped his leg against helideck. Rig on course to approach intended location. Rig came fast aground, tow-line broke on <…>- resecured. Legs raised to inside of hull to inspect top of spud cans. No damage visible. Well started to flow. Shut in. Circulated gas bubble to surface. While testing 5" blow out preventer, test pressure was exceeded and b.o.p. overpresurrised. Seal ruptured and bolts were stretched in seal area. During testing operations gas H2S escaped into the atmosphere. Due to accidental opening of isolation valve. Cracked sheaves discovered in main blocks of both cranes during routine service. Survival craft to be transferred to davits on another installation. Spreader beam attached to mill hooks in error, instead of lifting points. When lifted about 2ft lifting arrangement came free from mills and boat dropped. Boat sent ashore. Welder cut into excess casing above wellhead spool. Casing full of mud - caught fire. Clyde crane - boom mounted winch failed allowing hook and weight to descend to deck. Crane not in use at the time. Lowering starboard flareboom when framework supporting lowering cables failed to hold load. Boom fell causing damage to boom and supporting frame. Build up of air and oil and heat in discharge lane from air compressor. Internal explosion in the discharge pipeline which caused relief valve to open. Smoke escaped filling room and activating smoke detector. Compressor closed. Operations continued with reserves.



I/P Removing STBD divertor valve, located below drill floor and in restricted area. A cumaloug and chain had been attached to it. Bolts/bonnet removed. Hydraulic control lines being removed. On removal a lost line divertor swung, hitting I/P. Under tow to <…> location. Tow wire broke. Incident occured at <…>. Running 13 3/8 casing. Casing run to depth of 2940ft. - would not go further. Rigged up circular swedge in top of casing to wash it to the bottom. Pumping at 6bbl/min with 500psi. Thread on swedge popped loose causing swedge to blow out of casing. Cat Head chain failure - too much pull. The rig was off-loading the supply boat '<…>. Whilst picking up two bundles of tubing (4.6 mtons) the boat fell away into a trough, shock-loading the crane whipline. The line was seen to strand. The load was immediately lowered to the deck. Contractor/liscensee requested permission to suspend work on well due to fatigue damage on a horizontal submerged member of structure. Resulted in a leak into one of the minor columns. A chain failure whilst anchoring at a new location. 24' casing elevator failed whilst spinning up casing chain from elevator. Struck i/p. Riser tensioner wire broke during weather disconnect routine. Failure of lifting gear. Running wire in hole over sheave – sheave supported by strop and bulldog grips. Grips failed. Wire broken as sheave fell and went down well. Finishing job required. Single joint elevators dropped down joint of 18 5.8 inch diameter casing while casing was being backed out in rotary table. Swivel supporting elevators failed. Cracks were discovered in the jacking mechanism onits legs as it was moored alongside a <...> Platform under construction. The jackup was delivered by <...> 5 month earlier and was now moved to the <...> For inspection. Construction work ers is beeing flown to the field until repair or replacement of acc.unit. The repair was done over 3 1/2 weeks at <...> Yard <...>. A malfunction of the semi's ballast control system caused the rig to list 9 deg. Before control was obtained and the rig uprighted after 90 minutes. Five helicopters flew in in case evacuation of the 57 crew should be required. Wind of strong gale and 5m waves. The rig was about to spud a well at 22/4 at the time of incident. Drilling was resumed 3 days later. Whilst taking on fuel from s.v.'<…> misunderstanding in communication resulted in fuel tank being overfilled. The excess fuel vented on main deck and some overboard. Quickly dispersed by <…>. 32 non essential personnel evecuated. Gas being circulated from well caused gas alarms to be activated in the accommodation. Well control operations suspended until weather improves. During syncronisation of turbo alternator, the associated air circuit breaker developed a short circuit type fault. Damage contained by the acb enclosure but smoke was present in the area. Lifting coil of logging cable with crane on pipe deck. Strop lifting eye failed and coil fell to deck. During pressure test, chicksan fitting was blown off a 2 pressure was 5000psi. No damage except to the fitting and nipple. Small fire on atlas copco air compressor. Extinguished within 2 minutes by dry powder. Probable cause was minor crankcase ignition blowing oil out of the breather and dip switch which burned on the compressor casing. Injured fell overboard. Was working in bow area wearing a safety harness. Line broke/came undone. Man fell approx. 80ft. Disconnected his safety line and was rescued within 5 mins. Safety line not recovered. During deck operations an empty tank slipped trapping man's lower legs Lift over-ran lower limit switches. Stopped by lower buffers at base of shaft. Two men in lift- no injuries. Lift manually wound back up. Man received minor injuries when struck by tugger wire which was released when strop broke during anchoring operation.



Attempting to retrieve pile cap using torque string with two joints of drill pipe. At 23,000 ft pounds the torque string broke at second joint of drill pipe. 600 ft of torque string fell to sea bed. Survey with an r.o.v. indicates no danger to well heads of rivers. Whilst lifting joint of 7" liner from catwalk with drill floor tugger, top end of joint snagged on top of "v" door (probably shakle for opening "v" door.) And was not immediately noted by tugger operator, thus bottom end of joint swung out from "v" door approx 6ft, then swung to port side which released "snag" allowing end to drop back to "v" door catching s black (rousabout) between loint and "v" door. While attempting to run a corrosion cap for well slot 25 the cap unsc ewed from running tool on end of drill pipe and fell to sea bed. Rov. Sent to look for damage. Weight of cap 1600lbs. Crane left in standby position and switched off. Jib came down on its own. Landed heavily in the crutch damaging crutch in the way of support and wooden rest. No visible damage to boom. Cranes taken out of service. Vessel was anchor slipping. Due to strong current vessel floated under rig. Port bow tie up rope broke. Boat carried into port aft leg. Damage to vessel's portside - no visible damage to rig. Short circuit in a 6.6kv circuit breaker. Occurred when macrotech load indicator caught in circuit breaker when breaker was being put back a fter standard maintenance. Pressure testing hydrill. Test tool blown oput of stack. Teat tool was 4 1/2" if pin. Made up to box in test stump. Box came away from stump. Box knocked off and retained inside b.o.p. Two bundles of tubulars being transferred from supply vessel to rig. Load approx. 9 1/4 tons. When load lifted 10-15ft above deck, transit strops broke at one end of bundles. Lift continued due to danger of situation. Whilst lifting two bundles of 9 5/8" casing a sling parted on each bundle.free end of one bundle landed between vessels crash barrier & bulwarks.second bundle landed across crash barrier & projected over side. Connecting new oxygen rack to rig main, explosion occured causing rupture of flexible hose & fracture of part of connecting assembly.No cause apparent, further investigation to be carried out as detailed below.Flexible pipeline & connecting assembly removed for safekeeping. System isolated, instructions given ref. No hot work until further notice. Flare boom being swung out into position for maintenance. One man went onto catwalk to release crane hook. While returning, boom dropped due to failure of cable stay support eye on swivel on king pin post. Man fell aprox. 60ft into water. Was rescued in 4 minutes with minor injuries. Failure of lifting equipment. Launching an rov. Remote release hook parted. Fell 5 - 10m into the sea. Umbilical cord struck 2 (two) people Whilst breaking out the drill pipe connection in the rotary table the drawworks breakout chain failed. Was due to be replaced next week. Bundle of 5" lengths of 5" drill pipe were lifted on pipe deck with two kennedy lifting safety hooks. Total weight was 1.3 tons.one hook failed. Hok shank nut stripped allowing swivel to come free from hook causing load to fall 2ft to pipe deck. Deceased engaged in connecting fire main hoses to stand pipes on main deck. Pressurised system on deck wash line showed leaks at both ends of connections. Hose snapped and struck deceased on head. Deceased fell and struck back of head on h-beam. Corrosion cap being lifted from slot on the seabed. Cap disengaged from the running tool while pulling to the surface. Cap fell approx. 80ft and landed within the template. No apparent damage. Offloading casing. Mate on supply vessel was standing on deck next to stove of casing. Bundle of casing rolled onto his leg. Bundle lifted off by crane. On sea bed lifting corrosion cap weighing 1400lbs to place on template . Wire from cap attached to winch on rig. On lifting 2 fixing pieces used on sling to corrosion cap both failed ie. They straightened under strain. Corrosion cap fell back to sea bed. Reason for failure was that they were not fit for the job. Elevators on one end. Were offering other end up to similar set of elevators. No load on elevators. Hinge pin jumped out and elevators fell apart. Retaining pin weld had worn allowing pin to work out. Leak from neck of unused oxy - acetylene cylinder was ignited by spark from grinding operations in workshop. Fire extinguished by a welder. No equipment damage. Dead line anchor appears to have failed. Blocks fell onto drill floor. Drill pipe was in slips at the time. While running into hole with 26" drilling assembly, observed drill collars juddering. Subsequently drill collar elevators snapped open releasing one stand of drill collars to sea bed.



Crew using starboard aft crane to help position the b.o.p. stack. As crane line was taken up, headache ball caught handrail pulling it back from its mounts. Handrail fell approx. 20ft to main deck striking injured on head and back. Fitting 45 gallon drum using lift bracket. Barrel moved and one of lugs of bracket came off allowing barrel to topple over (was being upended) and fell onto man's foot causing a fractured ankle. A three - section wire - line mast was being lowered. Hydraulic failure - middle section slipped into bottom section. Mast was lowered onto its side. Driller had disconnected crown o mati in order to pull a tall stand of9 1/2" drill collars. Pulled stand too tight and ran into crown with a force of 275, 000lbs. Centre sheave of crown block not in use was damaged, minor damage on guard of running block and 4 points on drill line showed signs of distortion. I.p unloading container on deck of supply vessel.wave came over side of boat & shifted one container onto another,trapping man's lower left leg in between.severe weather conditions at time of accident. Failure of lifting gear. 6 ton munc crane using 1 ton strop to lift out sheaves from diving bell heave compensator. 4 sheaves taken out but on next angle was wrong and sheave snapped. Crane operator continued with pull and strop snapped. In geological cabin checking hatch meter to see if it was set up for 240v. When face plate was removed, alkaline battery exploded in man's face causing minor injuries. Anchor winch resistance bank short circuited and insulation caught fire. Minor fire extinguished immediately with 1kg dry powder extinguisher. B.o.p.'s picked up by slings and hung off beneath drill floor on drilling line. Supported by 6-7 clamps per end. Weight in b.o.p.'s (70,000 lbs) lowered to hang off slips. Clamps tightened. Hang off slips slipped dropping b.o.p. 5-6 ft. Grating support beams of well head deck bent and grating buckled. Mckissick sheave block fitted to port tugger at crown parted, allowing sheave to fall to monkey board level. Pin supporting the sheave was worn down until approx. 1/4" left. Sheared and parted from plates. While checking tool joints on drill string hang off assembly, a tool j while checking tool joints on drill string hang off assembly a tool joint failed. The pin broke off at base lealeaving the rest of the pin in the box of the snub underneath it. Sub was caught by slips and string was recvoveredusing a taper tap. Offloading boat. Fire in control room of boat which lost power and collided with platform. Bent handrail on rig. Fire extinguished by crew. While lifting a spooling winch unit (1000kg) from deck of sv <…> the winch motor detached from unit and fell 30 - 40 ft to top of a container on vessel. Container indented and punctured. Motor had not been secured to winch. Fire in shale shakers mud trough. Shakers were not operating. Was pulling out of hole. Caused by welders spark in area. Extinguished within two minutes with dry powder. Whilst reaming down a joint, auxillary brake failed and blocks fell on top of the kelly bushings, due to human error. Standby vessel on duty for men working over the side. Vessel was in difficulty and unable to clear the rig. Collided with 3 port columns and then cleared the rig. No damage to rig except scratched paintwork and Five plates stored against the exhaust pipe of main engine no.1 (top of control room bridge) ignited due to heat. Fire alarm was sounded and all personnel mustered and fire extinguished after approx. 15 mins. Flame height approx. 80 cm. One of three legs broke causing the barge to capsize in <...>. Because of lack of water no boats could get near the vessel, and the five men on board were airlifted to safety. The barge was taking seabed samples in preparation for building a barrage. Gale force wind caused tow to break and platform drifted for about two days,however one line was later fastened and drift speed reduced. Two men was thrown overboard but later rescued and flown to hospital. Crew of 54 was notevacuated. During pumping of cement slurry on 20 in pressure to approx. 2000psi, at which time the nipple on the bottom of the cement head ruptured and pulled out casing. This caused 2 enting line to fall and be restrained by safety chain until pump wasstopped. While attempting to pick up 12.5m ton 21 1/4" diverter from wellhead, hoist chain of the forward b.o.p. Hoist parted. (hoist certified swl 30m tons ea or 60m tons in tandem).Chain parted prior to any movement of diverter. No injuries to personnel of equipment other than notes above. Probable cause is metal fatigue. Standby vessel had trouble with steering and hit one column of install ation. Indent between 2 ring stiffeners about 110cm long, 12-14cm deep and 1.3m long. Stiffener not damaged.



Offloading casing from the <…>,sling parted & 30" wellhead housing joint fell into the sea,hitting the stern roller of the boat.casing was originally slung with 5 tne slings & badly flattened & damaged while on transit. Lifting hcr valve out of way from one corner of deck to another. Due to side pull with b.o.p. Trolley, cable hung up in sheave cut same strand and caused rest of cable to unravel and drop load. Snubbing off 20" pipe on deck making ready for cut. Sling broke and the whiplash struck two men causing lacerations and bruising. Sling was in new condition. Following test, string leak testing tool blew out of tubing and hit hook. It then fell to floor causing minor bruising to one man. Lower section of dolly rollar assembly parted at welds and fell to rig floor. Test cap on kill line of 13 5/8 pup blew off while kill line was under pressure. No damage to pup. Test cap blew off while testing bop on starboard side of spiderdeck Picking up 5 1/2" vam tubing using "yc" type elevators (slip type) <…> was unscrewing the pin end protectors and removing the teflon drift from inside.When doing this he placed his left hand on top of the drift, (which was out of the tubing but still underneath it), when the tubing dropped onto the drift severing his thumb in the process. The tubing dropped due to the tool collar on the pipe not being tight up to the supporting edge on the elevators. While working cargo with supplyboat <…> usinjg starboard (100tn) crane a shackle attaching one leg of a five legged sling to ctc container no. 88259 broke up when the container was lifted from the deck of <…>. Container was immediaitely lowered back onto the deck. After making drill pipe connection,the drill string commpensator was stroked open. Compensastor chain kick plate bolts had sheared. As chain extended they dislodged kick plate. As a result the kick plate fell to the drill floor. No injuries. While offloading 9 5/8" casing, 4 joints were dropped and fell into the sea. Bundle of 4 joints was not correctly hung on hook. Was picked up vertically, sling broke and casing fell. During pressure testing of the drill pipes/b.o.p.'s, a chicksan pipe connected between the cement manifold and the drill pipe ruptured at a pressure of 1000psi allowing escape of water. Normal test pressure is 1000psi. During transit to location, vessel met with rough weather, causing anchors 2 and 7 to become detached from bolster supporting braces. They impacted onto 3rd columns on starboard and port sides. Rig at stability draft of 70ft and was de-ballasted at new location. Holes were noted in each column. Drill line guide pulley mechanism failed and fell approx. 30ft to drill floor. Pin had faileed. One man was struck on the chin and is receiving dental treatment for broken teeth. Object weighed approx. 70lbs. Barite surge tank containing approx. 10,000lbs barite based on 3 point suspension, 2 bearings and 1 loadcell. Both bearings cracked and failed leaving tank positioned on loadcell only. Power tongs make up and back system was hung from an air tugger. After making up a joint of 5/12" tubing the make up tong was released. Thetugger line broke and make up tong fell. Load was 1.2 tons - swl was 1.5 tons. Aft national os435 crane boom wire parted. Lifting sub sea xmas tree (weight 25 tons). Boom over aft end of installation. (70 tons swl @ 25 ft). Racking stand of 41/2" tubing with a 4 1/2" pup joint on top. Pup fell to rotary table (approx. 80' below). Handling pup had been made up hand tight. Backed off because slip type elevators, although opened managed to put a bind on the pipe as it rotated. Rig under tow. Tow wire parted. Drifting in heavy seas (45-50ft waves, winds up to 70 knots). Drifting at 2 knots. 2 <…> platforms in its path - evacuation of non - essential personnel from these rigs. Line aboard rig gradually moving it north. Had been near the rigs <…> and <…>'. Lifting b.o.p. connector. Load hooked up on lifting beam over a door. Eyebolt parted and then another 2 failed and load dropped. Minor dents in deck and guide frame damaged. Collapse of connecting bridge taking one lifeboat with it. Winds of 86 knots, 14m seas. Aluminium alloy bridge operating in automatic automatically. Movement of flotel caused bridge to foul adjacent platform <…> and bridge sheared off and fell to sea bed. Mode. 'Traffic lights' stopped personnel crossing. Bridge lifted While running 13 3/8 casing, a joint of casing on the catwalk slipped striking man on the leg. While picking up b.o.p. stack to run it, running tool backed out and stack dropped 4" onto beams. During routine crane operations, a <...> Rack had to be lifted off the supply vessel. One of the slings in 4-legged sling parted when crane operator started to lift.



Boom hoist dead end of starboard linkbelt 1500 crane came free. Crane fell approx. 20ft. Failure of limit switch resulting in whipline block and hook being pulled into boom sheave. Line parted and block and hook fell to deck of supply vessel below. Linkbelt 238 crane lifting flare boom from supply vessel. Load lifted and vessel moved clear. Crane operator lost control of boom, which ended up hanging down over the side of the installation, with the flare boom on the sea bed. Supply vessel unable to hold position against tide. Made contact with no. 4 chord on no. 1 leg. Contact above water level. No damage to rig or vessel. Attempting to lift 10 tonne load from supply vessel with port crane. Main hoist line failed when load approx. 3" from deck. Whiplash of boom caused failure 10ft from crane base. Boom hanging over side of installation - held only by remaining cables. Crane block in sea. Port crane wire parted approx. 6ft from the jib crown while lifting bulk hosesfrom deck of <…>.crane block & penant & hoses drop ped approx. 90ft onto the deck of the <…> & bounced into the sea.crane block is now on the sea bed.<…> Suffered some damage. Temporary flare boom on port side collapsed. No flaring at present. Cement head in mousehole picked up and made up with tongs. Slips removed - cement head fell striking injured. While starting to pick up 36" casing string from slips elevator parted at centre point on back of elevators. Weight of string was 90 tons, elevators rated at 100 tons, parted with load of 70 tons. Inspection revealed at least one crack in elevators. Lifting nubbin being removed from joint of riser. Pup joint and nubbin came apart suddenly and deceased was projected through the v-door. He fell from drill floor, through v-door and landed head first on the ramp, sliding down to catwalk. Temporary bypass de-areator imploded when vacuum pump was started. Port aft crane boomed up from cradle and hit water tower. Tower had not been lowered as had just finished preloading. Crane boom damaged. No. 3 anchor chain parted under water. No other damage. 1226m chain lost but subsequently salvaged and rejoined. Break occurred approx. 70m from windlass. While pulling out of hole, wireline operator failed to stop unit before tools came into contact with top sheave, which sheared wireline, dropping tools. Tools damaged beyond repair but no other damage sustained . Wireline operator was heaving in at 30ft/sec, depth-o-meter reading 290ft to go. Injured's leg was trapped between 2 joints of casing which had rolled together. Dead end of wire pulled out of clamping device on jib of 10 ton victor ia crane located at port forward column. Damage to no. 3 port column shell plating , boat bumper and access stairway from maindeck to pontoon.unsure when damage occured. Whilst running anchors, dc braking motor exploded. Metal fragments hit injured on right side of head Unloading 9 5/8 casing when slings released. One pipe rolled catching catching injured's leg. Pulling pipe from hole. Pipe stuck at 440k overload. Pipe parted 23ft below drill floor. Release of tension caused kelly to come out of bushing and strike derrick, causing slight damage. Crosby shackle suspended from beam 6-7m above 5 ton air hoist in moonpool area, pulling subsea load. Shackle failed. Block lost and shackle fell into sea. Jarring stuck pipe. Pipe parted. Weight 540k, string pull 640k. Swivel gooseneck sheared off and compensator lock bar shaft broken. While lifting bundle of 5 joints of 9 5/8" casing from supply vessel port crane whip line broke between boom head sheave & overhaul ball. Sling of casing fell into water hitting & breaking off a small bulk ho se hang-off from main deck port rail on the way down. Circulating head was being made up on joint of 5" drillpipe in mouse hole.rig tongs being used to tighten connectionairhoist line was run through snatch block attached to padeye on v-door post to the joint of drillpipein mousehole to prevent bending.on tightening v-door post fractured,with a piece striking i.p.



Welding union on kelly hose on rig floor.sparks from electrode ignited oil based mud in drip pan.



Port crane had just been used to offload a food container from supply boat.container had been set down on main deck & crane disconnected fro port crane used to unload container. Container set down on main deck & crane was disconnected. Driver left crane unmanned and controls allowed to creep upwards so that the jib went over backwards. Some damage to gantry. Supply vessel manoevering to offload.caught on tide,hit gear rack of bow leg with bow of vessel.impact caused stern to hit port leg. Extensive cracking longitudally on cast steel tubular chord of one leg crack apparently passes through to inside of spud can from region above.crack similar to cracking on <...> . Drill string secured by slips,while new length connected to saver sub at top drive.slips removed & box connection on saver sub failed.released drill string which fell 20ft.lower end fractured approx.2ft below wellhead on seabed.section of drill string (from drillfloor to seabed) buckled & collapsed. When lowering production riser down to catwalk from drill floor,sling parted at eye.joint fell approx.10ft to catwalk. Two sections of intercore barrel - one section supported together with outer barrel & elevators.one section sitting in slips.elevators parted allowing outer barrel to drop 18" onto slips. Hydraulic hose burst at fitting under pressure.hydraulic fluid hit i.p . In face.injury limited to whiplash neck injury. Neutral brake on draw works overheated & caused the rubber diaphragm to burn.when draw works were being used to pull drill string out of hl hole,fire was localised & was extinguished using hand extinguishers. While using cantilever crane fast line to move power slips,fast line parted 6-8ft off headache block. <…> Gangway was landed on an area cut free by red adair personnel. After a few minutes the cone slipped causing gangway to drop through an acute angle.the first officer who was on the end of the platform made his way back to <...>.after initial descent,gangway's locking mechanism stopped further movement.gangway recovered & stowed. Failure of no.1 anchor chain approx 10m from seabed.chain load at time of failure was 105tne. An acid tank above drillstore was leaking its contents.approx.5 gallon s were observed on deck.area washed down.tank lifted over side as the point of leakage was inaccessable to stop flow.tank was then lifted on board again & residual contents transferred to a holding tank. No.5 sheave on emsco travelling block seized up preventing pipe from being pulled out of hole. Cracking of main leg cords within spud cans.radial bulkhead outersection weld showing signs of advanced hydrogen cracking. Chord no.2,can 2 int. Crack full height (approx 4m).can 2,chord 4 crack full height.can 3,chord 3 as for can 2.dnv referred to allow rig on new location until repairs completed & certified. Blocking had been slipped,cut & respooled.during a trip-in 7 hours later,banging noise was heard from drawworks.on investigation it was found that a small plate held down by two 3/8 ain fastline clampin its locating box had fallen off & end of fast-line & clamp was 'flapping' inside drum rim. While picking up 13 3/8 casing a cold shuck parted & dropped joint of casing out the v-door.no one was injured. Pear link failed on no.5 mooring during efforts to recover the anchor. Gas compressor seal oil skid.fractured impulse line to a pressure gauge.this line failed in proximity to the well.pipe of ½ stainless steel sprayed seal oil over module.compressor stopped by pressing emergency button.smokedetected,staff mustered but no sign of fire.



During offloading of flare boom with port side crane's mainblock,a sling of another hoist was stuck to flare boom.crane driver lowered boom.boat couldn't hold position & drifted around leg no.3.crane followed.flareboom ended up around jackhouse no.3.sling broke freeing load. Supply vessel hit leg of rig.boat was reversing when it snagged a tow cable.caused slight damage to guard rails of boat.davit brace on rig damaged. Flash fire at sample dryer.samples not properly cleaned of oil based mud,prior to using oven to dry sample. Man working in cellar deck.crew members on drill floor removed snatch block.providing a lead for compensator wire through rathole.on removing bolt from block to release wire,sheave assembly became detached from swivel & shackle fell through rathole,striking man on his shoulder.no injury. About to move & tow boat struck rig at starboard aft.2ft long x 2ft wide x 4ft deep dent.water integrity good.below water line when moved. Slight damage to boat. Starboard crane being used to lift open container of 3.5tns.as load was being lifted it suddenly started down& fell approx.6-8ft to pipe rack,striking a 3" hand rail on the way down. A load of drill collars were rigged to a drilling crane by a sling at each end.load was lifted off weatherdeck.approx 3-4ft off deck,one of the slings failed.failed end of bundle fell onto pipe hustler with no injury or damage. Oil rig worker became trapped between moving half skips & stationary container. Starter cubicle no.f9 on switchboard ps5302 for heat recovery fan caught fire.on arrival at site electrical specialist isolated left hand side of switchboard.cubicle was opened,with fire team & equipment standing by,by which time fire had self extinguished. I.p. Was standing on catwalk at bottom of v-door.deck crew had just hooked up a short sub 5"x 36" to starboard drill floor tugger line. While lifting sub to rig floor,wind lifted line causing it to catch on port side of v-door,lifting it off its hinges & slipped down catwalk, catching i.p. On lower left leg,causing fracture. Smoke reported coming out of workshop.power supply disconnected before entry.probable cause was electrical heater used to keep workshop dry. While running 30" conductor pipe a 30" connector/cement handling tool was used to pick-up shoe joint.raised approx 5ft from rotary.joint disengaged from handling tool & fell towards stern of rig floor striking 2 members in derrick.joint struck crimping tool & came to rest on rig floor. While driving 30" conductor at 226ft mark (rkb) with 19ft penetration of sea bed there was a free fall of 10ftto 236ft rkb.driller was unable to keep up with the pipe during free fall which allowed the diesel hammer to stroke while hanging on its spreader bar & support slings shock caused 1 sling to break. A 1000 gallon tank of hydrochloric acid sprung a leak.approx.10gallons of acid was spilled onto the deck.tank was lifted clear of platform over the side to drain pass the hole in the tank. Striker bar from no.1 anchor windlass flew out of windlass narrowly missing someone. Waste paper receptacle caught fire.extinguished by fixed water sprinkler system. Operation in progress was the rigging up of otis wireline toolstring into the tubing through the flowhead involving the use of a wire line lubricator and a nowsco frame supporting the flowhead. The lubricator had been raised clear of the flowhead and pulled to one side to allow the otis tools to enter the flowhead. Ip was in a riding belt on a manriding tugger wire at the lower end of the lubricator keeping it clear of the nowsco frame at a height of approx 10ft above the rotary. The lubricator(which was steady relative to rig) apparently caught on the nowsco frame (which was compensating relative to rig heave). The supporting wire on the lubricator parted causing the lubricator to fall. In falling the lubricator caught on to the wire supporting ip at the point of the relief check valve, ran down the wire, caught up in the riding belt holding ip and stuck there causing ip to swing violently in the derrick entangled with the lubricator. A man in a riding belt descended to the area to protect ip (who was apparently unconscious) whilst he and the entangled lubricator were lowered to the rig floor first aid was rendered by the rig medic and the man was transferred to the rig hospital for futher attention pending the arrival of a helicopter to transfet ip to shore. Running 30" conductor pipe. Hinge eye on slip spider parted from body allowing spider to open.casing free fell 50ft. False rotary collapsed when weight5 of casing was set down,causing a casing to release & fall.elevators were unlatched & door swung & hit man on leg.sustained minor bruising to right leg. While starboard crane was lifting drill collars onto cantilever catwalk, whipline broke.no injuries.



The crane operator unloaded a drill collar from the supply vessel <…> & placed it on the port side of the main deck. Assistant crane operator picked up load using aft crane to transfer to cantilever beam, the whip line parted, causing the collar to fall onto the deck. Damage to pontoon by anchor. While testing b.o.p.'s bottom pipe rams were closed.when the pressure was built up the neck of the swedge parted. Nop injuries were sustained. I.p. Was working on drill floor retrieving survey barrel from drill pipe.lifting cap was not secured properly & when lifted,cap came free resulting in barrel dropping back inside pipe.i.p. Was wiping off mud & was just out of pipe when it dropped back,crushing his hands. While attempting to recover the wellhead corrosion cap from the seabed the tugger wire parted 60ft above the corrosion cap as the lift starte d. Whilst starting to pick up a joint of casing the door on the elevator in use opened.casing fell out & dropped 15-20ft back to drill floor, hitting box end of joint in rotary table.crane & drillfloor air tuggers were still tied on & stopped casing from going out of v-door. Casing fell from drilling deck to weather deck.casing jammed when lift ing.safety pin jarred out of drill floor elevator. While testing voltage across transformer of n0.4 emd on main switchboard,an electrical flash hit the i.p.'s left hand causing burns to fingers on back of hand. M/v <…> caught port side of rig while photographing infringing vessels inside 500m safety zone.became entangled in service hoses. Bringing on well (required heating).fault manifested itself by process shutting down on high level in lp separator.site investigation found small amount of crude oil on deck in vicinity of heater.oil had come from psv situated in the line between test manifold & heater. Gangway bridge between <…> & <…> platforms (automatically controlled by <…>) automatically operated without warning raising the bridge about 6ft off <…> to 15 degrees.control system should alarm at i 3m & automatically operate at i 5m. Box of carbon dioxide bottles for extinguishers in fire equipment locker. Massive explosion caused one bottle to ricochet around room.copper seal had burst outwards. Anchor chain parted at point 145m from end of chain connected to 200mm x 102mm wire. While cutting wellhead casing,rig welder ignited inflammable substance which caused a flash.welder suffered minor injuries. <…> Fsu & <…>became detached from <…> base.weather conditions were 55 knt winds and 10m seas. As <…> detatched, 16" oil risers failed below swivels.oil export to <…> was stopped.pipeline inventory was lost towed to <…> for examination. While using lifting hoist to move set of tongs from cellar deck to drill floor,ratchet braking system failed & let tongs fall to deck which landed on i.p.'s foot. Dustbin caught on fire when employee dropped lighted cigarette ash into bin. Tow-wire parted during transfer by salvage tug <...>, And <...> Was drifting in hurricane-force wind about 20 miles off the coast of<...>. The platform was anchored after about 24 hours driftingin heavy seas. 39 non-essential crew members were evacuated to a standby vessel after it was hit by the cargo ship m/v <...>. 14 of crew remained on rig. Helideck damaged and only winch-fitted helicopters could be used. Crane, various plating etc. And anchor cable and winch was damaged. Well was plugged before rig was safely jacked down and transported to <...> For repair. The rig was drilling in <...>. For nearly two weeks there had been no drilling as the gas levels had been consistently high and the well was just being kept under control. Ineffective gas monitors probably disguised the severity of the situation. At 1200 hrs on reaching 4,900 ft the drill took a kickback. According to the company, annular preventers were closed and heavier mud was being circulated down the drill pipe and back through the choke line. The choke line developed a leak, gas flowed to the surface and exploded underneath the rig. The fire on the rig lasted for 2 days before it was extinguished. The 67 men on board were put on alert when the kick was taken and all but 10 were in lifeboats. It was reported afterwards that no-one knew what to do when in the lifeboats, no orders were given and no checks carried out, and that there was total confusion about the evacuation process. The rig's radio operator was killed when he left safety stand. The fire at sea continued until the gas pocket was exhausted a short while after platform fire was put out. All other crew was safely evacuated by helicopters and lifeboats 1/2 hour after the well started to blow. There was failure with bop, either on the control system or that it was worn by sand in wellflow so that it could not be closed completely. Leakage at fittings on flexible well tube has also been discussed. Pressure in well was 13,000 psi. Flex-pipe was designed to take 15,000 psi but possibly not at the high temperature from well at 16,000 ft. Large amounts of gas in shale shaker area was also recognised before the blowout. The rig's anchor cables were later cut wih explosive charges and the rig was towed clear of the well.



Drilling has been suspended on three north sea drilling platforms until their high-pressure blowout prevention equipment has been checked or a way found to cut the operation pressure. The platforms, on charter to <...>, <...> And the <...> Projects, all use the similar bop-equipmemt with that on semisubmersible drilling platform <...>, Which had a serious blowout in <...>. Probably cause is failure on high pressure flexible hoses located on the seabed. <...> Banned on the use of bops that incorporate 15,000-ib-psi hoses in drilling any well above 10,000 psi after the <...> Blowout in <...>. This affects half the platforms working on the ukcs. Immediately hit were the 3 drilling platforms drilling high pressure wells at the time, <...> , <...> And <...>. Drilling has been suspended on three north sea drilling platforms until their high-pressure blowout prevention equipment has been checked or a way found to cut the operation pressure. The platforms, on charter to <...>, <...> And the <...> Projects, all use the similar bop-equipmemt with that on semisubmersible drilling platform <...>, Which had a serious blowout in <...>. Probably cause is failure on high pressure flexible hoses located on the seabed. <...> Banned on the use of bops that incorporate 15,000-ib-psi hoses in drilling any well above 10,000 psi after the <...> Blowout in <...>. This affects half the platforms working on the ukcs. Immediately hit were the 3 drilling platforms drilling high pressure wells at the time, <...> , <...> And <...>. Drilling has been suspended on three north sea drilling platforms until their high-pressure blowout prevention equipment has been checked or a way found to cut the operation pressure. The platforms, on charter to <...>, <...> And the <...> Projects, all use the similar bop-equipmemt with that on semisubmersible drilling platform <...>, Which had a serious blowout in <...>. Probably cause is failure on high pressure flexible hoses located on the seabed. <...> Banned on the use of bops that incorporate 15,000-ib-psi hoses in drilling any well above 10,000 psi after the <...> Blowout in <...>. This affects half the platforms working on the ukcs. Immediately hit were the 3 drilling platforms drilling high pressure wells at the time, <...> , <...> And <...>. The semi sustained damage during anchoring operations in the uk north sea and has been mobilized to <…> for repairs. Repairs are expected to be completed after about a week. Two pre laid moorings failed.anchor handler trying to pick up anchor chains. Tension dropped in no.8 anchor chain,believed to be result of pre-laid mooring (broken pear link).rig in no danger. Rig making final approach to field location assisted by standby vessel .pennant wire passed to vessel & held in shanks jaw whilst another was attached by two crewmen.whilst walking away,wire jumped out of towing pins & struck two crewmen.injured struck on shoulder,d.p. On back of head. I.p. Conducting chain inspection.necessary to clear chasing collar from anchor in order to change out shackle.attempted by rope fromm collar leading around 2 deck dolly's & onto capstan on port quarter.as weight was applied,port quarter deck dolly lifted off its spindle & struck i.p. On head before falling overboard. Having towed & located rig,vessel cast off & was deployed laying anchor from which rig would be more accurately positioned.during operation, vessel went under port bow contacting the rig.on examination no damage to rig. While running out no 1 anchor chain on location,chain parted at approx 2800 ft. During anchor handling restraining pad eye on tug sheared at deck level allowing wire strop to spring free,severing i.p.'s thumb at second joint on right hand. Whilst changing out no 7 anchor chain,vessel struck fairleads of nos 7 & 8 anchors.superficial damage to fairleads. Accident occurred on anchor handling vessel adjacent to platform while chain link inspection was being carried out.chain being pulled up onto deck of vessel when chain slipped across deck as vessel changed its heading.crowbar being used to adjust position of chain flew out striking i.p. On leg & fracturing kneecap. Loss of tension on no 7 anchor.well no 3 being carried at the time they were out of the wire.killstring rested & bop was fitted and closed. Supply boat approaching rig to take a lift from rig. Bopat started to sail astern with bow close to leg no.1. While sailing astern parallel to rigs s.b. Hull. Bow turned under rig hitting leg no. 2. <…> Drifted towards the rig and his funnel uptake was caught under the <…> hull at starboard forward corner. Supply boat back loading cargo when stern collided with c5 column of rig. When attempting to move away,struck glancing blow to c1 column.both columns were struck at approx 2-3ft of the l.a.t. Supply boat manoeuvring off port side of rig to offload,came into contact with forward edge of no 3 leg.a sacrificial anode above the waterline was dislodged from no 3 leg. Transferring worker with suspected heart condition.vessel misjudged initial approach and was not able to get into position to transfer stretcher to crane hook.while manoeuvering for second attempt,vessel's stern made light contact with starboard aft sponson, causing 1/2'indentation.



While alongside on starboard side of rig to offload/backload cargo,the boat drifted astern & made contact with 'c' column & diagonal. Stand by vessel stood by just a little to closely and collided with rig putting a dent in one of the stability stanchions Supply boat manoeuvering off port side of platform for cargo handerling,came into contact with no.3 leg of platform. Standby vessel made contact with aft end of rig.foremast of vessel hit rig's starboard lifeboat.damage sustained consisted of large hole with two cracks radiating from it,approx 1.5m long in starboard forward section.evidence of contact on 'e' column. During operation to pick up running tool & casing head,tool came out of its holding on the thread due to device being improperly made up. I.p. Was installing swan hooks in joint of drill pipe on catwalk.he was struck on the back by a 10ft pup joint which had been knocked down from rig floor. Crew members were raising work platform to secure place for rig tow.one of four air hoist lines parted.shock of additional weight parted a second line.lowered to pipe guide & secured. While tripping,block was dropped approx. 70ft.hit rotary,falling over, & bending the bails.slight damage to drawworks guards. Using port crane.op boomed up to clear accomodation & boomed down.boom was still coming up.hit emergency brake button.nothing happened.boom continued up & hit stops & bent upper main bracings on butt section of boom.fell back over 'a' frameonto aft deck. Pulling out hole using rotary table to spin out drill pipe.driller engaged rotary brake to stop drillpipe from back spinning.lowered blocks to pullstand of drill pipe.floorman latched elevator to pipe in rotary table.released rotary brake & elevator struck i.p. Sea water pumping tower being raised.raised within 8ft of final stowage position.popping sound was heard immediately before tower began to rapidly descend through guide structure & land on the sea bed. I.p. Working on crane boom from scaffold tower.removed bottom boom pins & put in hinge.when removing top boom pins prior to lowering boom,the boom 'bucked',pushing scaffold tower& knocking off workers. Whilst lowering a joint of drill pipe from drill floor to pipe deck, the pipe jumped over the lip of the v-door.Whilst attempting to free it by pushing on the pipe,the pipe roled and moved,trapping ip left forearm between the pipe and the drill floor frame upright.At the time the pipe was being lifted with the starboard forward tugger (drill floor tugger).The weather was windy at the time of the accident and there was some moderate movement of the rig, rolling and pitching +/- 1 1/2 degrees.Wind speed 40knots gusting 50 knots.Max wave ht 25ft. Heave 6ft @ 15 secs. No 2 riser tensioner wire parted 69ft from load ring.allowed piston rod to travel to full extension.one wire jammed between sheave cheeks after having jumped off sheave. No 1 riser tensioner wire parted allowing piston rod to travel to full stroke & come out of cylinder.rod parted from piston head & sheave as sembly.shaeave assembly restrained by tensioner wires.rod landed 40' a way,punching hole through pipe deck into sack room below.rod passing rat aft end of stbd pipedeck.piston rod gland landed 20' from tensioner in same direction as rod. Half way through deck.sheave assembly landed in 'half height' containe No 7 riser tensioner wire parted 123ft from load ring allowing piston rod to fully extend to 12.5ft stroke.olmstead valve failed to operate allowing rod & sheave assembly to be ejected from cylinder.riser wire retained rod & sheave assembly which then landed by port forward drill floor stairway,punching hole in engine room roof.2 men received minor injuries. I.p. Laying 30" casing. Unhooked and rolled on i.p.Sustained crushed right leg and subsequently amputed. While lifting drill pipes, crane load line broke the drill pipes fell onto the deck of the rig. I.p. Struck in face by crane hook whilst handling completion tubing into vee door.hook was disconnected by person at drill floor level & allowed to fall striking injured in face as he was disconnecting lower leg of bridle at pipe deck level. Whilst offloading non-magnetic drill collars using starboard crane,two separately slung collars were lifted from supply vessel,prior to landing them on deck of rig.approx. 20ft above sea level,whilst load was between rig & vessel,one of slings parted causing collar to tilt & slide from other sling into sea. I.p. Was helping to move equipment basket suspended on crane.whilst basket was being lowered,it struck pipe carrier which was lying open on a cantilever beam.pipe carrier fell & crushed lower left leg of i.p. Causing compound fracture.



While lifting 18 5/8" casing tongs out of cargo basket. I.p was standing on marine riser pup joint wedged against basket.When tongs were lifted out of basket, loss of weight allowed basket to shift.This allowed pup joint to roll trapping right lower leg between basket & pup joint. B.o.p.being pulled up.just below cellar deck level.while entering guides underneath cellar deck,b.o.p. Parted & dropped to sea bed.rig was pulled 25ft to portside to do overpull test on connector,before pulling b.o.p. Bottom hole assembly in stand whilst running casing. Stand comprising of 8" drill collar (30ft). Drilling jar, two 8" drill collars (both 30ft fell across floor & out of v door. No injuries & only minor damage to rig. While attempting to remove deck covers on platform above wells.As deck plate was being lifted, it caught up on one corner, i.p and another worker pushed the plate level to free it. As it became free, it swung causing both to lose their balance. I.p fell through hole approx 15ft to deck below. After three days running casing & using board,deadline of board came undone. Stabbing board fell 10ft.man on board fell 1ft & held safe by safety belt & inertia reel safety line. Quick release hook was engaged & locked on crest of wave,but before winch wire could be hoisted,load on hook increased as boat fell into trough.quick release arrangement found to have failed. Picking up 8" drill collar using tugger and crane.Collar wung and hit i.p on leg breaking it. Failure of lifting equipment.lifting strop failed when lifting 16 ¾ casing hanger running tool from storage bin.strop has been mislaid. Drill crew were making up drilling tools.i.p. Adjusting tongs,when he turned round to grasp slips,master bushings which had been lifted slightlyby slips & tool,dropped back into position & hit his foot. Equipment was lifted and when approx 2m clear of supply boat deck,it started to tilt gradually.tilting increased and caused spansets to part one by one upon contact with sharp edges.equipment dropped back to suppliers back deck.bouyance tanks were partly crushed. Port crane was lifting container off a supply boat when a piece of steel weighing approx 15-20lbs fell 20ft off bottom of container onto rig floor.no injuries & only slight damage to paintwork occurred. Using portside deck crane to lower 16 ton lift to supply boat with main block.load was landed on deck of vessel,and as crane operator started to lower block for unlocking outer layer of wire was observed to be badly birdgaged in the vicinty of the 40 ton block.on recovery 17 outer strands observed to be fractured. During installation of travelling block & dolly frame on guide rails,a1tne sling which was being used to restrain north-south movement of travelling block,snapped.failure was due to unexpected movement of travelling block in east-west direction,putting additional loading on the sling. Crane operator reported damaged crane boom.during investigation,assistant crane operator admitted that he had overridden high boom limits to land container on port forward deck extension but was unaware of any damage.released load with boom against stops.allowed boom to recoil back bending 4 main chords & breaking 2 braces at welds to chords. Tugger was being used to pull drill riser tensioner chain through guide trough.tugger line routed over overhead snatch block which was attached to beam on the underside of rig floor with 1tn strop.chain got snagged.increasing load applied by tugger,strop holding overhead snatch block failed. During activity to complete work on equipment in drilling area,a bop skid frame tilt ramp was being moved to workshop attached vertically to a crane in a sling when the strop broke.no damage other than to thestrop.due to incorrect handling of lifting gear. Cargo carrying unit - lubricator basket. While moving basket approx 10 feet above deck,a lifting eye with one part of the four legged bridle parted company from the frame. Inner barrel of slip joint dropped vertically striking side of fuser spider on rotary shearing off lug body of inner barrel connector.pin upper connection had pulled out of lifting sub connection.16 was picked up to check out rucker ring locking & inner barrel as it had been modified to run hsd well abandonment. Whilst lifting wire spool from 8ft x 8ft container using crane & bulling wire,i.p. Got into container behind spool whilst it was being lifted.spool slipped & amputated his foot. A 9 5/8" casing was being backloaded onto vessel using mid-port crane. As bundle was being landed on deck of boat,i.p. Let go of tail rope & grabbed end of casing to push it into place.as bundle landed it shifted trapping i.p.'s right thumb between casing & container on deck of the boat. Whilst offloading 20tne anchor for transfer between vessels,starboard crane main line was seen to start stranding when anchor had been lifted approx 15ft above vessel's deck.when attempting to lower anchor on vessel's deck,stranded main lie would not pass through sheaves of block.had to boom down jib to lower anchor. Whilst raising the starboard aft crane boom when approaching the limit switch,the switch failed and the boom came in contact with the crane structure.



Supply vessel alongside to discharge.Offloading started after fuel oil pumping started.whip line positioned above tank to be moved.crane operator aware of 7.5tne weight & use of whipline was only to move tank aft to position to use main line.tank lifted 10ft when safety sling parted & tank fell to vessel's deck. Whilst running 9 5/8" casing a joint was in v door 4ft above catwalk. Hanging in drill floor tugger,the next joint waslying on catwalk slightly askew.i.p. Put his hand inside box of joint to straighten it up.at this time joint in v door was lowered 3ft without warning,trapping his fingers. When pulling out of hole i.p. Set slips,broke connection & rotated out stand of drill pipe. Torque built up and he applied rotary brake to keep from rotating left. Torque kept in drill string. Elevators latched onto drill string & picked up out of slips. Torque transferred from rotary to elevators causing it to spin to left. I.p.'s struck by elevators. While pulling out of hole,26" stabilizer hung up in temporary guidebase.drill crew latched make up tongs around drill pipe.tongs would not bite & i.p. Stood on tong lever to cock them to bite.as driller pulled on tong,pipe turned slightly,tong pull was released,pipe recoiled & i.p. Jumped off tong & his foot caught in gap between mousehole & deck plate.tong then struck him on left leg causing him to fall over. Port crane whipline parted.were lifting an anchor buoy approx 3.5 tonnes - lifting from pontoon across to small boat.as it was transferred it broke at boom tip.wire was corroded internally. Starboard crane was lifting part of 13,3/8" b.o.p. To transfer to a supply vessel. As lifting started, hydraulic line burst causing a loss of pressure in the crane system & the boom began to lower. Automatic pawl system operated correctly, however load fell 8" to deck Jack up rig moving into position for workover.vessel was lifting anchor buoy when cable slipped to port & i.p.'s arm was caught between cable & crash barrier. I.p. Standing on top of riser on aft pipe deck while crane preparing to lift <...> Hose to move it down to the main deck.Employee signalled crane operator to lift hose.When hose came up off the riser it swung in his direction. Ip grabbed on to the hose as it wnt off the top of riser.The crane operator immediately slacked off the load. As he was coming down the ip let go of the hose and fell to the deck landing heavily on his heel. Whilst lowering texas deck,it became snagged causing it to swing in direction of i.p. Trapping him between support platfor handrail & texas deck. Centre module of no 1 mud pump required washed out body.due to restricted access within area,two chain blocks needed to be utilised.one was used to lift module whilst the other set up horizontally to pull module away from pump.whilst pulling on the set up,the chain snapped.no in juries/damage. Whilst in riding belt,i.p.proceeded up the derrick by man riding tigger,driven by roughneck to remove drill pipe finger from the monkey board the riding belt became caught on a drill pipe finger with tugger wire taught in heave position.belt parted,causing i.p.to fall and land on stabbing board.d.i.p.guided his assent by steering his way up a vertical'tong wire' Recovering sub sea camera when the frame and cable parted.camera fell to sea bed. As redundant scaffolding equipment was being lifted from the no 1 tank a five foot scaffold tube slipped and fell, striking the ip on the leg causing bruising and inflamation.The tube being removed by two men on the deck using a hemp rope and block.The scaffold tube was secured to the rope by a clove hitch and a back hitch.Then reason for the tube slipping from the rope is thought to be contamination of the tube and the mans gloves by sludge which had accumulated in the tank during the course of the work. Ip was later sent to hospital for further diagnosis. Head parted causing bottom hole assembly,weighting about 60,000 lbs,to fall about 15 ft,landing on rotary table;damaging drill collar elevators on rotary table. While lifting 6-1/2'drill collar with varco 150 ton swivel bolt,swivel Offloading3/8" casing from supply vessel with port crane. Whilst picking up bundle of 13 3/8" casing clear of vessel deck in process of of slewing to right,crane boom apparently collapsed.casing fell back on boat.no injuries. A section of west crane cat head rope guard fell onto the accomadation entrance stairway.whilst lowering the crane jib to inveswtigate sparks ,sparks were spotted coming from the sheave.crane overload sounded horn and jib would no longer boom down. I.p. Trapped between drill line and draw works when spooling drill line onto drum.lower legs crushed between wire and drum. Crane boom wire parted while being used to transfer 6000kg load from supply boat to rig.load on approx 25m radius of crane at which point boom is 36000kg.load struck winch house glancing blow.boom struck forward corner of winch wackaround snapping off 6ft of handrail.



Backloading in operation.lowered 8 lifts prior to incident.last lift weight of 4.5 tons being positioned on boats deck.4ft above deck,crane whipline parted approx 40ft above hook causing load to fall to boats deck.no damage or injury. Main boom wire of an electric crane failed while making lift on rig deck. Supply vessel was on starboard side of the rig off loading tubulrs.2 bundles of tubing,each consiting 10 joints and weighing 1.7 tonnesper bundle were lifted clear of the vessel when one of the slings appearedto part.no damage occured.. Glycol tank being offloaded from supply vessel.glycol tank snagged during lift resulting in one leg of 4 leg sling breaking.lift completed successfully. During loading of downhole equipment,i.pwas working tag line,as equipment was lowered to deck i.p was caugtht between load and casing. R.o.v. Was lost over the side of the rig when a pad eye on which the docking block hangs on the end of a hiab crane,sheared off during launch.no injuries. Wire strop parted.wireline operations in progress.to aid wireline work a lifting device was situated over sheaves & compression winch over wireline.due to overtension of system,1 ton swl wire rope parted.wireline & toolstring being strung fell to seabed.no damage or injuries. Port crane in operation repositioning equipment on pipe deck.crane operator picked up first lift from starboard side of pipe deck & transferred it to port side of pipe deck.he then connected main block to second lift & hoisted it off starboard pipe deck to approx 12ft & then started to boom up to transfer to port pipe deck.boom line parted causing boom to fall across nitrogen pump unit & nitrogen tank fell and hit cargo container & then glanced off & settled beside second nitrogen tank. When unloading cargo from vessel, a lift of 2 x 8" drill collars struckand damaged a <…> pump unit that was in the centre of the deck Lifting four mwd collars approx 45ft each.weight 14,000lbs.sling on one of collars parted.probable cause was one of collars got snagged upon something on the boat. Failure of power to electric drawworks brake followed by failure of battery back up system led to travelling gear damage when running in hole.no injuries but severe damage to top drive & associated equipment. Removing v-door to deck area using port crane.set of 12tne spreders were attached to whipline of crane.two safety swivel hooks attached to lifting eyes at top of v-door.lifted to deck area,wind turned v-door causing it to strike container in next pipe bay.lowered & then picked up again.hooks detached from v-door & it fell on to stairway to rig floor & then onto deck resting against xmas tree. Bow crane boomed down over port main deck to reach adjacent load when main block line.auxiliary block,which was static at time,was two blocked into sheaving of crane parting the line from over load of crane boom.auxiliary ball fell to main deck striking nitrogen tank protective framework. Lifting flywheel of back up brake.being lifted on palette through compressor hatch when edge of palette hit steam line & tipped.fly wheel fell to machine deck.no injuries/damage. Explosion in high temperature heat exchanger & discharge.two crew members were working nearby and were blown off their feet and sustained bruising. Nightshift electrician was assigned to load testing of installation lifeboat batteries.after removing top up caps & venting the filter caps he started on the first battery in lifeboat no 3.heavy duty battery tester had been connected for approx 8secs when battery exploded.no damage or injury. Crankase explosion(minor) in b reciprocating compresser.suspected oil (tube)vapour explosion after mayjor maintenance work. While unlatching edp riser moved up derrick at fast rate.caused master valve wheel handle & extension to fall off.wheel fell through doghouse window striking i.p.on right forearm breaking it in several places. It was noticed afterwards that the grub screens for locating the wheel in place were not off sufficient length for the job. Man overboard.attempts made to search but unable to locate.d.p. Working on moonpool when knocked overboard by work basket being rigged up at time. Whilst attempting to stoke out 8" bumper sub sea, 6 1/2" drill coller beneath the bumper, the elevator latch broke, causing the coller to drop and shatter the safety clamp against rotery, with which a peice hit ip. Whilst lifting a washdown pump with the lifting eye mounted on top of the power end ,the eye gave way.pump fell back to main deck of rig damaging washdown pump.no injuries occurred. Travelling block had been lowered to drill floor for maintenance. This put drill sting compensator ir hose close to floor.One of the 4-2" hoses burst causing the hose bundle to react violently striking ip on head. Whilst renewing no 3 tugger wire by a connecting snake on the drill floor, the snake appears to have snagged at a lead block situated atmonkey board level, this causing the new line to fall to the drill floor striking the ip. Probable cause:- snake (connected using manufacturers instructions)fouling/snagging at lead block, causing wires to fall to deck.



While tripping out of hole & coming down with empty blocks,the emialago brake failed with blocks approx 30ft above rotary table.driller instinctively jumped on manual brake but was unable to stop downward of blocks completely before elevators hit rotary table & top drive saver sub. Pulling out of hole with 3 1/8" drill collars. As first stand was being stood back in set back area,elevators were opened before rope was put around stand.stand sagged or bent in the middle,connection failed between first & second drill collars. Operation entailed picking up 7" tubing joint out of mousehole. A hook was placed in each bail.block was slacked off with weight of elevators & bails carried on a sling fixed in the derrick to a plate with two chains.as elevators came around the pipe & latched,the chain parted strinking i.p. On elbow. Lifting 6 ton anchor fluke from boat to rig.whipline hydraulic motor failed.caused load to fall until stopped by emergency brake.no damage occurred. Guide roller sheared bolts that connect same to dolly frame causing guide roller to fall to dog house roof.no damage occurred. Fire occurred in electrical panel in mechanical workshop.fire teams were deployed & platform went to muster stations after yellow shutdown. Fire extinguished at 14:37. While working in welding shop,welder lit cutting torch.torch had immediate flashback causing hoses to ignite.welder notified ballast control & secured oxy-acetalene bottle valves.burning hoses set fire to welding leads hanging on bulkhead,boxes of welding rods on deck & fire spread to paint on bulkhead & electrical cable tray in overhead. Insulation at anti-icing fan ignited giving small amount of flame & smunded & all personnel mustered.oke.'a' generator shutdown & also production operations shutdown.ga so It was noted that wiring from rig to lifeboat used for purpose of providing a water cooling system had melted & smoke was detected in the lifeboat.due to installation of a circuit breaker of incorrect amperage during manufacture of rig. Smoke noticed coming from toolhouse.power shut off to toolhouse.two men entered with ba sets & dry chemical fire extinguishers.fire extinguished & ammonia container & printer removed. Small fire in starboard side of engine room.caused when putting in a new access hatch.about 10 mins after job was completed,a small fire was noted on the paint of pipework.extinguished by chief engineer. Was using portable oxyacetylene cutting set contained in portable carrier box.flash supressor fitted in the hose must not have worked causing hose to catch fire & most of hose was still hanging on its rack in the carrier which put a lot of rubber material in one place to catch fire.alarm sounded & fire put out. Central shaft of glacier lube oil filter unit sheared off causing lubricating oil to be sprayed onto hot engine exhaust manifold.oil ignited & subsequent heat caused damage to approx 70% of electrical cabling in the area.all generation & production was shut down.fire extinguished by fire team. During well testing, a line carrying hydrocarbons washed out.line after process system at flare boom (in safe area).washed out on a bend just before flare boom. While pressure testing the pack of annulas the 15,000 psi working pressure <...> Kill line ruptured at 7500 psi the hose ruptured at the hub connection,probable,most monement in the hose is in this place. Subsidence on jack up leg of 1.5ft which caused misalignment of drilling equipment. 3 inch vibrator hose burst while drilling ahead with 35oopsi pump pressure.hose damaged beyond repair due to fair wear & tear accelerated by temperature,deteriorating affect of oil based mud & lifting bracket clamped to hose. Well;12,331 ft of tubing had been run into well.sub surface safety valve had picked up and had failed to test properly.after backing out the safety valve the driller began to hoist the single joint elevators.as the driller hoisted upward the threads evidently had not ffully disengaged causing excessive overpull on the shackle between the pick up line & single joint elevators. Circulating lcm2 which had been placed across perforation,after well had been killed.gravel linear was run & reverse circulating out & conditioning brine prior to pumping gravel.as circulating reading showed 50pats per million of h2s.personnel at muster stations.well shut & reading given zero. Carrying out pressure test on b.o.p. Then kill line <...> Hose parted about 12ft along its length from b.o.p. Pressure about 7000psi. <…> Shut the vessel down after that their inspection revealed serious faults in the safety systems. Defects in the rig's gas detection and fire alarm systems were discovered. Also one fire pump did not work, and there were certain electrical faults. The vessel is carrying out drilling operations on block <…>. <…> has the rig on seven year bareboat charter from a <…> subsidiary.



The platform had a towbreak in lat. <…> n long. <…>w heading <…>. She drifted at 2.5 knots speed, 51 people on board, two vessels in attendance. Later two anchors were dropped. Next day the semi was under tow again and no damage was reported. Rig at <…> for dismantling after last years north sea fire. A huge blaze broke out due to ignition of residual diesel oil in engine room during cutting operations. The damage is considered to be of no importance financially, as the platform was already fire-damaged and undergoing dismantling. No casualties. The exploration well was shut in following a kick. The crew increased mud weight to counterbalance the reservoir intrusion. The well was killed 14 hrs later, and the drilling would be restarted the next day. The rig was working alongside the production platform <…> which had been shut down during the ongoing workover and development drilling operations, when a leak and subsequent blowout occurred in one of the <…>'s wells. All crew of 70 men were evacuated and kept off the platform for two days. They returned when the leaking wellhead had been sealed off. While mobilizing under assistance of two tugs in <…>, one of the two towlines parted caused by heavy seas and the rig became adrift. A combination of electric power failing and the rig taking on water caused the jackup to capsize subsequent sinking in 100-ft waters. Portions of the rig is above water. The rig was later decleared a constructive total loss. The 51-member crew were safely evacuated by helicopter. Gangway connected to platform.received alarm indicating low tension on anchorwire no 6.gangway extended to full length & lifted automaticallynormal tension weather conditions. Later when almost completed heaving to off position approx 100m off platform there was a sudden noise. At 12:35 no 8 no tension indicated wire break. Returning to<...> In rescue boat after a man overboard drill a steering failure occured to rescue craft with helm hard over to port. This caused the rescue craft to contact the side of the sb v/1, throwing ip off balance.After recovery of rescue craft further investigation showed that a knukle joint on one steering rod had become disconnected, possibly through wear on nylon socket. Rig medic transferred to sb v/1 to treat ip and diagnosed bruising and possible fracture to left clavicle.Medic and ip returned to rig to await transportation ashore. Lifting salt bag from deck of work boat. About 10ft from deck, straps broke & bag fell back to boat deck.no injuries. While retrieving cement hose from work boat, 30ft of cable came out of hook and hose fell to boat deck. Work boat was 'sterling d' Shackle pin came unscrewed from winch wire which was attached to wireline rigged through sheave block at floor level & then down into mousehole, where it was attached to moveable bottom to facilitate handling of short tubulars in mousehole.shackle & pin dropped to rig floor approx 20ft. No damage/injury. Loss of tension on no 1 main anchor.while adjusting no 1 mooring prior to pulling off hole.other 7 anchors adjusted to compensate for loss of tension.parted 400m from lower fairlead. Rig was running 9 5/8" casing back off tool on 8" drill collars, using centre latch drill collar elevator. 240ft below rkb, drillstring hung up & elevator slipped approx 12" down top drill collar. Driller stopped blocks. Drillstring came free & dropped down into elevator. Door burst open on impact & drillstring fell into well. Anchor chain failure - no 5 anchor chain failed due to bad weather. Casing rolled onto i.p.'s leg while he was assisting the positioning of a bundle of 5 x 9 5/8 Whilst backloading vessel, manoeuvred close. As lift was lowered to vessels deck, crane boom angle was allowed to rise above 55deg resulting in the wire becoming detached from drum. Load made uncontrolled descent of approx 10-15 ft to vessel's deck. Broke no 8 anchor chain while tensioning.rov fouled thruster while investigating & is disabled on seabed 200ft from rig. Anchor guy wires on either side of flare boom not tied tight enough & flare boom started to jerk in high winds. Partially severed one guy wire allowing boom to swing suddenly to aft, colliding against corner of hull & bending boom. Handling 20" casing sphere - grapple unlatched from slot sphere fell on ip's thumb. Ip medivaced to hospital. Thumb amputated below first joint. Technician working on radio transformer when it started smoking. He switched off equipment & got fire extinguisher. Alarm was raised and flames extinguished. I.p. Leaning into 10ft half height container to retrain sling to be ready when crane returned from landing previous lift on rig.vessel rolled heavily in swell causing nearby container to move on deck & against i.p. Helicopter radio antenna caught in helideck during landing



Container broke loose on the afterdeck in heavy seas container pinned ip to crash barrier. Sv sandhaven Incident occurred while co was unloading work boat. He was booming up to tie off mud hose. Boom up limit switch was not set properly & co boomed too high. Bumper pad on boom touched ball cap on crane house bending lower boom structure. Derrickman pulling back stand of drillpipe on starboard side of monkey board. Coming down with elevators, he failed to unlatch them. They came down on edge of monkey board & drill collar bending both. Cause was that while stand was being pulled, rig lurched over causing pipe to move to starboard side. Tugger line fouled on top of finger handrail making it difficult to unlatch elevators. Whilst taking water from boat,hose was drivenunder & into prop by tide.crew disconnected hose & it sprang over side,striking i.p. On forearm. Lucas type 655 12volt battery.Battery exploded.This was one of a set of six identical batteries. Incident occured during weekly maintenance of batteries.The ip was checking battery fluids. Probable cause:the ip was using a screw driver to prise off cell covers.The screwdriver possibley connected across two terminals causing a short circuit. Battery exploded during disconnection. On first lift on forward link belt crane to supply vessel, a half height containing casing tools was about to be lowered. Crane operator started to lower. He boomed down & lowered load on whip line. When load was 50-60ft above vessel, whip line lever was in neutral & load started to run. Brakes failed to hold load. Fell on port qurter of supply Due to heavy sea, gangway was suddenly extended to its full length & automatically lifted. Became jammed under an obstruction. Whilst running in hole i.p. Was tailing a stand of pipe.as stand of pipe lifted off racking board,rig rolled causing pipe to swing & i.p's hand was caught between tool joint of pipe & spinning hawk which was latched to out post. Supply vessel rubbed against platform legs. .Whilst attepting to unhook a backloaded container from whipline of port crane. I.p. Was , struck by pennant wire which tightened when vessel dropped suddenly due to weather conditions.i.p. Was thrown into sea between vessel & rig.hoisted out of water on a wire. Whilst pressure testing the standpipe manifold the pressure gauge blew out Engine failure of standby vessel of a rig was reported to another rig in vicinity. Standby vessel requested to standby. First vessel broke cable, lost its anchor & drifted towards rig passing within 50m. Vessel finally started an engine & held position. Derrickman working in derrick.a finger which was tied back came loose and rotated on hinge and hit man on head & shoulders.doctor flown out but man walked to helicopter.minor shoulder injuries sustained. Raw water tower broke off approx 15ft below the bottom of hull.raw water supply lost & structural damage to lower water well guides was sustained Anchor chain failure. Whilst lifting string of 4 1/2" tubing, failed to notice 3rd joint permitting travelling block assembly to impact crown block saver. Wooden bumpers & crown block saver support frame steelwork was damaged. Whilst pressure testing bop on test stump & surface lines, the 2" hose burst approx 6" below upper union on cantilever header. Whilst removing chain lashings from drill casing on main deck, rig began discharging used mud from an overboard discharge. Vessel main deck under rig unloading deck cargo. Man releasing chain stretcher when a deluge of mud landed on vessel & men on main deck. Chain stretcher released striking seafarers hand. Fork lift fell over the side driver left machine as his hat had blown off. Thought he had put brake on. Upper racking arm struck by travelling block causing retaining bolts on top racking arm head to shear. Safety chain parted allowing the top plate to fall to the drill floor.Caused by driller hoisting travelling equipment without retracting blocks, whilst derrickman had upper arm extended to normal position for running pipe with blocks retracted.Roughneck struck by falling bolt a sustained bruising to left shoulder. Tempsc excercise. Ran boat down to take weight on pennants released hooks. Made hooks back up.took weight on falls.wound in boat.almost on cradle ,the stern hook released. The front fall post was jolted out and the boat dropped. Anchor handling tug contacted starboard pontoon damaging plating.



While tripping in hole with 6 5/8" drill pipe the automatic slips set causing damage to drill string & top drive. Slips set as a floorhand was attempting to connect an air line to slips. Small amount of air was trapped, leaking past fitting causing slip segments to close partially. Drillstring completely stopped as tool joint caught in slips. High pressure armoured hose burst. High pressure pipe burst during pressure testing. A tee piece on a <...> Manifold failed at 6000 psi – possible cause erosion or corrosion. Supply vessel positioning for backload of cargo. Rubbed up against chord a of port leg of rig. Starboard stern made contact with leg. No apparent damage to leg. Scaffolding pole fell 40 ft to sea deck. Anchor chain parted. Drilling operation suspended.waiting on weather.kill line coflex hose separated from gooseneck at swivel sub-assembly. Assembly had separated between locking ring & lower body.no damage/injuries. Anchor came off and landed on pontoon. M.r.t. Line parted & piston rod travelled back into cylinder & blew off cylinder cap from tensioner. It also sheared the holding down cap bolts this allowed both caps to be forced off landing on drill floor & mud house roof. Cylinder cap went overboard. Sling snagged on elevator and was subject to overload. Sling parted. When heaving in no 3 anchor chain, the chain parted at the windlass at approx 35-45ft from the anchor.loose end of chain fell to sea bed & no damage was sustained to rig structure. Mooring chain parted. No damage to installation.Drilling suspended. While transferring bop from cellar deck to the spider beams the lifting lug attached to the lifting frame parted.Bop dropped 3 inches and landed on the spider beams. Whilst operating drawworks with new bails fitted & compensator at half stroke. Driller lowered blocks too low & did not notice end of drilling wire on drawworks drum. Wire reversed on drum & rotated the wrong way damaging both wire & drum gears. Parking brake on draw works failed whilst rotating down hole. Kelly disengaged from hook & fell to angle of 40 deg. Travelling block stopped at level of 10ft below top of kelly. Rotary stopped, equipment shutdown & well inside safe. Lifting test tree using crane. One lifting bolt sheared allowing tree to tilt. Being lifted by leg sling. Man overboard drill from standby vessel. The master of the stanby vessel launched their no1 rescue boat or a test run.Ip was in the boat in a survival suit, when the rescue boat reached deck level it jerked and the wire on the quick release hook parted.No1 rescue boat fell into the sea and ip fell into the sea and caught his left arm of the boat, he surfaced and took hold of no1 boat. No2 rescue boat was launched immediately to go ip assistance but ip had managed to climb back into no1 rescue boat and start the engine.When both boats were back on board, ip was transferred (medivaced) to <...>– After xray no fractures just bruising. I.p. Was working on tug. A line was attached to the rig. Towline was paying out through guide lines. Line jumped out & struck i.p. Who was standing too close.sustained broken collar bone,concussion & bruising on chest & arm. During lifeboat drill aft wadge socket failed and held up end of boat. Unloading 4 joints of 7" casing. Operator boomed up. Started to fall and could not be stopped. Load fell back onto boat with no injuries/damage. Possible causes are incorrect operating procedures/mechanical failure. Pin brole off racking and a monkey board latch finger fell out of derrick and fell to rig floor narrowly missing a worker. Explosion proof handlamp shorted at connection and burnt through lamp.Burnt sheath/handle of lamp. Gangway between installation and accommodation vessel became disconnected in an uncontrolled manner. Gas leak in compressor unit in production area.Impulse line to pressure transducer fractured. Automatic gas detectors picked up leak - genral alarm sounded and workers to muster stations. Leak located and isolated within 10 mins.



Crane operator lowering whip line when boom started booming down without operating control. Operator hit emergency button & all functions operated & braked properly. No injuries/damage to crane. During towing operations shackle at end of tow wire left with the thimble from the pennant wire. While pulling bottom hole assembly driller pulled stabiliser into divertor packer.Last stand of collars fell down hole and elevators shattered on impact with rotary table. Near miss occurred when a deck hand on supply vessel had to take cover behind deck crash barrier.crane operator misunderstood hand signals & lifted container & got swing on the load. Port aft crane auxillary hook lifting xmas tree from wellhead area of platform. Set of 30' lifting slings attached to tree. After xmas tree had landed back on wellhead, auxillary line was raised to take slack out of slings. When slings tightened, the hook & threaded shaft assembly parted from block falling 15ft to wellhead deck. No injuries. While moving rotary slip bushing , the bushing fell on ip's left foot causing compound fracture. Crane operator boomed up whilst lifting sub sea equipment. On returning the boom control lever to neutral the boom failed to stop and progressed upwards past high level limit switch. Emergency brake button had no effect. Boom halted by disengaging clutch. Probable cause malfunction of boom hoist pump swash plate control mechaniism. While carrying out tests boom free fell over side. Rig stacked in cromarty firth being recommissioned. New crane driver under instruction. Crane had not yet been recertified. Operator at double jointing station found the but end was not properly prepared for welding.Expected to have the pipe withdrawn but wrong controls executed - pipe swung round and crushed operator. Ip subsequently had part of bowel removed. Drive assembly landed on the guide rail. Although the band brake, electric brake and low clutch were all engaged, this process occured because the electric brake was on the minimum setting rather than maximum setting.The resulting action was the open elevator came into contact with the drill floor. Test joint blew out, pins appeared to have sheared. Probable cause was drill pipe on insert was welded solid. Pressure was unable to vent through drill pipe all force transfered to the pins on j tool. Well kick incident. While picking up anchor pennant vessel collided with rig.Damage to rig's hull plate and drill water tank. Vessel lost engine power, no steerage, minor flooding no obstruction. Rig has suspended drilling ops until replacement standby vessel arrives. Sootfire in whu suspected. Cool down before inspection revealed tube failure in whu a.Both circulating pumps damaged and causes of tube/pump failures and sootfire being investigated. Whilst recovering no. 1 anchor, chain parted: recorded tension at time 200/240 kips - 500 amp on windlass.After brake was applied distance recorded 2800 feet. At the time of the incident no. 1 anchor was the second from last anchor to be recovered and the rig was connected to towing vessel <...> Weather good. Weld failed on guideline tensioner pulley block.Back plate,pin, and sheave fell 18 feet to the drill floor. Whilst laying down jars in mousehole,stock support rabbit was lower than jar length.Jar dropped causing chain tong to strike injured person. Flash lube oil fire.Dry powder extinguishers used.Production shutdown for few minutes. No muster stations - no damage. Swivel line stripped through female wing. After investigation of swivel components it was found that swivel had been made up with a 1502 femal wing with 602 male sub.All chicksan components were re=strained with chains.Piece of equipment that failed has now been taken out of circulation. Welders working in shale shaker area. Welding slag fell into plastic paint bucket. It caught fire but was extinguished immediately. I.p. Was securing slings on tubulars in preparation for backloading when a 9 1/2" turbine section on which he was standing shifted, trapping his right leg between 9 5/8" casing which was bundled on deck and the turbine section itself. Drill pipe elevators and bale assembly fell from derrick to drill floor.Auto retract button on top drive was mistakenly pressed. Whipline parted on crane. Crane operator was shifting some cargo on the supply boat when whipline broke right at the end of the 'jib'. No one was injured. 21 ton load slipped during lowering operation using linkbelt crane. No injuries. Descent could not be controlled by footbrake nor by putting control to neutral.Some damage caused by descending load.



While rearranging drill collars on pipe rack using port crane a single joint of collars caught on padeye welded on the pipe bay posts.Tubular released from under padeye and struck i.p. Causing him to be thrown in the air and land back on top of the remaining drill collars. Before being able to roll out of the way. Where he was struck again by the drill collar 'bouncing' on the crane The standard v-door had come off its rollers and needed a lift & pull to replace it.Access to do this was by sitting on the racking arm (safety harness and link was worn).A section of channel was removed and the door fitted with a web sling.<...> Then moved to what he assumed was a safe position.On taking the strain on the sling, the door jumped onto its roller and slammed against the racking arm.This caused a fracture of the left leg. Stabbing board collapsed due to parting wire rope.casing hand was ok. Board hit drill floor injuring i.p. Man fell overboard. During pendant line handling. Deceased became snagged in pendant line and was pulled over side. Not wearing life jacket. Crane booming down could not be stopped.Some damage to lattice work of boom. Suspected hydraulic motor failure. An emission of methane gas was noticed when cutting and grinding took place on 13 3/8" casing riser on cellar deck. All non essential personnel were evacuated. Welder was cutting hole in mud pit room when he lifted the circular plate he had cut,he noticed a small fire in the roof of the pit trapped between expanded metal and the diamond plate deck.tried to extinguish but to no avail.probable cause was residue oil based mud trapped between 2 i-beams after pit had been washed out for use with brine. During operation of running 9 5/8" casing, upper chaincase of side drive came into contact with stabbing board resulting in top rollers of board to be pulled free from runners.parts of the frame for the board were bent. Burst hydraulic hose on pedestal crane. No damage no injuries. Elevator fell from bales. I mclean commented this was human error – communication problem. Part of top drive fell to drill floor-no injuries. Part of the link adaptor support plate fell from varco td3 top drive Pump room flooded causing list. Normal reaming ops stopped for pumping up a survey.The motion compensator was in normaloperation, in mid stroke position, when link end plate approx. 3" long x 2" wide x 1/4 thick weighing approx. 1/2lb fell to the drill floor, but did not strike any one and caused no injury or damage. A subsequent inspection confirmed a sheared link and plate and the chain was replaced entirely.It is thought that when the cahin was when the piiston was moved it sheared. Collapsed the lind became 'wedged' with the link of another chain and <...> <...> Fitting failed. Pipe whiplashed and wrapped round handrail. No injuries 4'x 8' container was being moved when the wind caught the container and caught i.p. In face. Near miss collision due to poor weather conditions. Vessel nearly collided with forward structure of rig. Failure of lifting equipment during recovery of coffer dam. Chain block failure. Bullet welding machine in use when firewatcher saw smoke coming from control box.unit isolated and fire in control box extinguished with bcf. Probable cause - coil wire mechanically damaged by movable core of contractor producing short circuit. Backing out tubing hanger and 5" pup joint with chain tongs, using single lift elevators on air hoist.When hanger was fully backed out, it jumped slightly from the joint held in the slips.Driller was holding chain tongs to counter balacne the top heavy hanger.When hanger jumped, chain tong opened allowing hanger to flip over. Hanger slid out of elevators and hit personwo was working onte power tong. Person received bodily injury. The power tong had been used to break out the pup jointinitially. Driller tried to grab bottom of pup joint but could not stopager flipping over. Hydraulic hose failed under pressure while lowering taut wire to sea bed from remote location. Probable cause – outer rubber sleeving perished allowing ingress of water which corroded the armour sleeving causing rupture under pressure Hydraulic coupling failed while recalibrating the main hoist load cell on crane, Low flying aircraft had to take evasive action to avoid collision with derrick.



Smoke was noticed coming from the top of the shale shaker house where the welder was working with a fire watch.ga sounded. Caused by smouldering tarpaulin used to cover equipment.extinguished within seconds.hot slag had ignited tarpaulin from welding/cutting operations on shaker house roof. During trials a gas turbine generator set had failed to run up to normal speed. After various checks a worker entered the enclosure and saw flames coming from the transition duct.Worker hit emergency stop and extinguished flames with halon extinguisher.A short time later the fire re-started and had to extinguished again using the same equipment. Lifting equipment failure. Lowering closing spool from main deck of sssv <...>. Entering water legs one and two became detached from load, causing load to be suspended vertically in water on remaining leg. No damage sustained to plant or personnel. Single joint of drill pipe being lowered into mousehole but end hit deck due to rig movement.Top of pipe caught by travelling blocks. Blocks compressed the drillpipe which then sprung out striking 2 persons. While running 13 3/8 inch casing,casing stabbing board became entangled with travelling block,parting air hoisting motor chain,dropping stabbing board from beneath casing stabble about 6 inch before secondary braking system acuated,leaving casing stabber suspended in safety harness and bending end of stabbingboard. Hose dropped to drill floor hose was hung up under derrick brace pulling end out of hose allowing hose to drop. Mate on standby vessel became unstable and deliberately tried to ram installation - missed rig by approx 20 feet. <…> police carrying out criminal investigation. While offloading a watertight container, one leg of a four way sling of an adjacent container to the one being lifted caught on a lifting padeye, this resulted in both containers being lifted when the vessel went down in a swell. Deck crew ran clear of any danger, container impacted the port side safety rail causing the right door to open. Smoke observed from propulsion vent. Fire extinguished.Damage caused to fawick 24 vc 650 motor shaft brake, brake not fully released heat generated caused paint etc on brake housing to catch fire.Probable cause, solenoid valves failing to release. Failure of screw pin shackle. This occurred during retrieval of a 13 3/8 casing landing string. Whilst under tow to drilling location one of the tow lines broke,still attached but unable to maintain heading.drifting at 1 to 1.5 knots se .no other installation in direct line of drift weather conductors 45/30 knots winds While making preparations to lift large container to different location on pipe deck, the unit was lifted by the crane operator after receiving instructions from roustabout on pipedeck.The unit swung in towards another stationary unit with the movement of the rig and trapped the i.p. Between.While trying to save himself – holding his arm out he sustained broken arm. Anchor lost overboard. Connecting swivel between anchor and chain parted. Unlatching l.m.r.p. From b.o.p. During unlatching sequence - slip joint and load ring came in contact with moon pool - following results.Slip joint pulled apart – inner barrel and packer housing separated from main body of slip joint. No visible damage to l.m.r.p. Or b.o.p. Difficulty making slug fall. Driller reciprocating string up and down disengaging hydromatic brake this caused him to loose control of block, resulting in elevators landing on rotary table. Minor collision, no damage, no injury. <...> Was alongside (port side) replenishing fw.Hose connected <...> Stdb prop and aft thruster accidentally tripped from bridge<...> Made light contact with <...> In way of port centre column fw hose parted. Collision. Supply vessel <...> Made heavy contact with column cpc4 whilst cargo operations were taking place. High pressure mud hose burst at approximately 3500 psi Minor collision.No damage to boat. Minor damage to boat bumper.No damage to column plating – no spillage occurred. High pressure mud hose from pump to manifold burst at approximately 4000 psi. On bringing catwalk onto the rig floor to lay down casinglading string pipe skate was knocked onto rig floor trapping drillers foot between iron roughneck track and pipe skate. Fractured ankle. Malfunction of hydraulic arm. Well <...> Erosion/corrosion of xmas tree tee piece caused minor release of gas and oil (no alarms were activated, personnel in area reported verbally & well shut in& depressured). Investigation shows similar erosion/corrosion of other wells on the flow line up to the manual divert valves where spec of pipework changes.



Whilst swinging starboard crane round to move container, boom was at a high angle. Main blocks swung inwards and struck boom saver, which is a protection device to save damage to boom and is situated approx 20' from boom tip. Boom saver was dislodged and fell approx 60' to main deck. Lift pump arching across. Short circuit on switchgear for gm2502b when being packed onto the main bus-bars.Minor damage.No injuries, Failure of electrical cable connector. Scotchcast type moulded connector overheated and ignited.Small fire soon extinguished by crew working nearby. Adaptor sub fell out of the saver sub. The dhsssv was being pulled from the mousehole by means of pick-up elevators and slings connected through swivel and sling to 50 ton shackle which is fitted on a wireline adaptor sub.The other end of the sub being 4 1/2 in thread which is screwed into a saversub on the top drive (ddm) when the dhsssv (31) was 25' out of the mouse hole the adaptor sub dropped out from the saver sub on ddm.The dhssv fell back down the mousehole and the adaptor sub landed on the drill floor 35' from the ddm. On inspection of the sub threads they were in good condition.On inspection of the saver sub connected to the top drive they were damaged & 2 large burns on the bottom.The saver sub was installed new at <...> Equipment was in use drilling equipment for pulling out of hole i.e. Draworks, drill string compensator drillpipe elevator, slips and rotary.While pulling no.3 stand out of hole, the drill string comp. Lockbar failed causing compensator to open, allowing the drill string, elevators & hook assembly to crash int the rotary table. I.p. Sustained severe head injury. (fatality). The pump discharge manifold burst. After pumping 7 barrels of base oil, pump discharge manifold directly after the three pump valves burst causing a section 2 foot x 4 inches 1 inch thick steel wall to explode. Failure of crown sheave No.3 riser tensioner chain parted. Riser chain - link parted in way of rucker approx. 120ft chain fell overboard. Minor damage to tensioner, hand rails & guard. Jib came up against upper stops. Damage to lower jib.Load lowered to deck, removed and the crane lowered to the rest for examination. Failure of top drive motor. Drive end bearing on ge 752 motor failed causing excessive heat in gear case, the heat build up caused the lip seal between the motor and gear case to ignite. Whilst flowing the diesel cushion from the well over a choke to the oil burner via the separator and metering manifold during a well test operation, a sudden increase in downstream pressure blew the separator rupture disc. An estimated 2.5bbls of diesel fuel was vented to the atmosphere. Pressure in front of the choke was 2770psi and sampling for mud was taking place prior to switching to the gas lone when the incident occurred. Well had been flowing gas over 56/64 fixed choke for over an hour, sand free. When it was decided to divert the flow through the separator. The 4inch outlet valve from the separator was opened, and the vessel was pressured up to 760psi,the valve to the separator was opened and the bypass valve was closed slowly.pressure in the separator then increased to 1100psi when the rupture disc blew and the gas was vented to the atmosphere, no personnel were injured no damage caused Standby vessel touched leg after picking up 2 containers. Mark on leg 1.5m above sea level. Caused by boat control failure. Vessel has 3' dent. Crane hook safety wire parted, no damage, no injuries. Anchor broke whilst being prepared to run out. Riser tensioner chain parted. No. 2 riser chain parted in way of moonpool sheave.Parted at 90 k.i.p.s. Tension whilst tripping out cement string from hole. Weather report wind speed and direction.14-20kts ne seas. 5-8ft visibility 10 miles tem 6-7oc. Whilst preparing drill collars for backloading and attempting to free trapped slings using safety hooks on pipe spreaders with stbd crane - the safety hooks were placed through a loop on trapped slings (not the eye) - when the crane operator applied pull on the line of the slings came free, causing the hook to swing and strike <...> Either on the side or back of his hard hat. Sheared bolt caused nut to fall from top drive to drill floor. Whilst tripping, the top drive was being used to break a single joint, at the time of the incident the unit was stationary.The deck crew were installing slips when a nut from the top drive unit struck a roughneck on his hard hat.He sustained no damage. Rucker wire dead man slipped 1 bulldog grip slipped causing rucker wire to spool off tensioner and fall in water still attatched to production riser. Falling object from derrick fell into drillers house.



Left leg caught between suspended drill collar & hand rail. Crew moving drillcollars using stbd crane.I.p. Giving hand signals to guide crane operator.I.p. Positioned between end of drillcollars and handrail at stbd fwd corner of pipe deck.As i.p. Was giving signal to move crane-boom, the crane took up slack then weight of the drillcollar to be moved - consequently the collar swung forward. Theaccident occurred when the box end of the suspended collar struck the inside of i.p. Left knee at a right-angle causing it to crush against handrail. The port crane was to pick up container , on the port deck, the container was clear of the deck when the whip line parted. After laying down the boom it was noticed that the sheave at the boom tip was cracked and whip line boom saver was dented. The probable cause may have been that the boom saver was drawn up into the sheave jamming it out parting the line. Lower riser package accidently released and fell to sea bed. Package being prepared to run to ivanhoe.Locking pressure applied to connector. As pressure was applied it was noticed the connector was opening before any action could be taken. Connector opened lower and lower riser package released and fell. While backloading unit onto supply boat a hammer fell onto supply boat deck. Drill pipe being lowered by tugger came into contact with front end of hustler bucket causing it to unlatch.Bucket slid down ramp and came to rest at bottom horizontal section causing damage to bucket and drive unit. Failure of capscrews securing end plate to hydraulic cylinder on top drive torque wrench. During connection of bow pennant, tension on pelican hook caused it to break. This was connected to a stopper wire with a 25 ton swl shackle. No deformity on shackle. Boson of vessel managed to escape without injury. Failure of anchor line. While running port propulsion to relieve tension surges on no.8 anchor line the b.c.o. Noticed a loss of tension on no.1 a.l. At 13:00 hrs wind 35-40 kts sea 20-28 8 seconds wind 1321-1323 heaved in 100' on no.8 a.l. With no change in tension.13:30 running both shafts as required to maintain stato over well. Bent drill string due to faulty drag brake. Driller was running drill pipe in hole.When a stand was picked up, the blocks were not raised high enough to lift off the deck.Pipe bowed out from monkey board side, when pipe was finally lifted clear of deck it kicked, pushing ip towards pipe spinner trapping his hand. Dropped joint of 4 1/2 tubing. Tubing weighing 376 lbs was being lifted by an air operated hoist. The eye and thinble (babbit) arrangement attached to the wire rope failed due to it snagging on a derrick beam, allowing the 30ft (approx) length of 4 1/2 tubing to fall across the drill floor. No casualties. Lifting kelly from supply vessel. One leg of sling failed the kelly may have caught up on the rails of the vessel. After running in the hole the top-drive was made up to the drill string.The mechanical ibop on the top-drive was opened and commenced to bring up the punp strokes to the required pumping rate.The pump pressure gradually increased as normal and then suddenly shot up to 4000psi.With a sudden bang the mud hose burst.There were no personnel injured. Top drive crown clearance indicator bar - failure of welds. Running into hole it appears the oil/air resevoir on the adf side of the compensator had been touching the lower edge of the indicator bar, when theblocks were retracted.This caused leverage effect with the lower securing bracket of the indicator bar acting as a fulcrum.This caused failureof welds on top bracket allowing the bar to pivot out - this motion sheared the lower bracket allowing the bar to fall to the drill floor. Fire in crane cab.Fire extinguished.No major damage. Smoke was seen issuing west crane cab area.Duty officer team members confirmed crane was electrically isolated from the main power supply room.The crane not in use at the time boom was in rest. Fire extinguised.Remote location of crane, the fact we were not producing due to planned s/d work, the small and controlled nature of the fire decided us not to call a muster at time of 02:00 hrs. Full explanations of our actions was given to platform staff and contractors to keep them appraised. Electrical failure of power supply to ballast control system. Ac output power inverter on ups tripped offline, battery backup to systems feeds through the inverter and was not able to come in to keep system running.Three separate operator stations were without power for approx. 8 min. Until ups system was reset.No observable damage was done to ups system, nor can fault be duplicated. Ballast control system went into failsafe condition preventing loss of trim or stability.System was restored to full operational capability without further incident.No accidents or injuries occurred: weather and vessel motion were not factors in the incident.



A water hose was being lifted from stowed position on saddle using starboard crane.The end of the hose caught in the crane boom structure during hoisting.The strop used to lift hose parted and falling hose/coupling struck i.p. On head. Anchor chain failure, riser failure. Anchor chain failed resulting in rig offset - attempted to reduce offset.With rig propulsion which proved unsuccesfull, energised riser connector.Unwatch during which all 6 ruckers tensioner lines parted causing riser to part at divertor ball joint. Failure of 2 installation anchorages in severe weather conditions. In severe storm conditions 2 of the 8 anchors lost e tension. The remaining 6 held.Production was already shutdown at the time of the incident. Failure of 2 out of 8 of the installation anchorages. In storm conditions number 5 & 6 anchors lost tension.The six remaining anchors held.Wind conditions were 60knots nnw with seas in excess of 30ft.Production was already shutdown at the time 27 non-essential personnel were airlifted off.19 personnel remained on board.The partial evacuation was completed at 1201 hrs.No injuries sustained. No.8 mooring chain failed approx. 400ft below sea level. During a violent storm number two anchor chain parted at 3,500 feet. During violent storms two anchors of vessel. During violent storms it became clear that <...> Located 8 miles north of <...> Was experiencing mooring failures. If situation had worsened and they had come adrift, there would have been a real danger of the <...> Being driven down onto the <...>. As a precaution non-essential personnel were evacuated leaving a pob of 19. No.2 & 8 anchor chain parted during storm conditions. No. 8 chain parted anchor tension reading observed at time varied from 130t to 160t. Nr. 2 chain failed at 14:00 hrs and was found to have parted at lower fairlead.Anchor tensions observed at the time. Rough wave approx. 80ft. High struck vessel about 3 points on stdb. Bow causing damage to accommodation and main deck structure. Main deck structure lifted under accommodation module.Various steelwrok and grating damage on main and upper deck.Helicopter refueling unit severely damaged. 3 stateromm windows shattered and rooms demolished.Great deal of interior cosmetic damage. Vessel was deballasted to storm draft of 55'.Mud pits were dumped on the order of the o.i.m. For vessel stability.5 personnel sustained minor injuries.All treated onboard. Damage to bottom structure of the mess area. Due to heavy seas, the rig was hit underneath the mess area, causing a bubble in a plate, and broken glass in one porthole.The blind to the porthole was set and is approved by <...>, Even the plate damage was inspected and found not to influence the strength of the area in question. During heavy weather conditions damage was sustained when an exceptionally high wave hit the platform causing interior damage. Minor structural damage caused by wave. Rig struck by wave approx. 65' high, sustaining damage to steel plate broke loose and window in loweraccommodation knocked out.Wind 60-70 kts nw seas 40-50 nw found crack in no.2 capsule on outboard side where capsule rest - sent cracked by support post. On thermador (indented 18-20'), stbd bow handrail bent over, 3 lights Disconnect of bop from well in extreme weather conditions. Failure of mooring chain. Rig chains were being adjusted to reposition rig following a severe storm involving hurricane force winds with associated sea conditions. A vehicle was being raised by the hydraulic crane & postioned over moonpool.At this time the locking mechanism failed, prematurely releasing the rov which fell untill the slack paid out in the umbilical was taken up (the approx. Distance the vehicle fell was 6') causing serious head injuries.(fatality) although no one observed the incident (2 others involved in the launch)it is assumed that the slack in the umbilical being taken up by the vehicle falling threw i.p. Up and against the forward side of the winch thus sustaining fatal injuries. Wire sling parted allowing section of drilling riser to fall to pipedeck.No injuries. Drilling crane being used to lift riser sections for inspection, attatched to crane hook set of 14 ton lifting brothers. Shackled to the brothers were 2 of 3 ton wire rope slings.On lifting riser section weighing 5.3 ton lengt 40', one of the 3 ton wire rope slings parted (cdp) causing riser to fall approx. 10 ft onto pipedeck.Area clear no one injured. A shoulder injury while laying down drillpipe. A bundle of 10 joints being moved by port crane from catwalk to storage bay, bundle started to swing.at same time rig floor was lowering 1 drillpipe joint from rig floor to catwalk.I.p. Tried to avoid both the swinging bundle & the joint being lowered.Crane operator recognized potential danger & tried to pick up, but not in time. I.p. Found himself in danger with no free escape route.his arm caught between the bundle & the storage bay samson post.And it all happened almost simultaneously in an instant.



There was a minor contact/collision between a service vessel and the rig. No damage seen. No injuries. Port crane whip line parted while landing a container on deck. During routine inspection of column pump room, water was found to be entering pump room through crack in the strainer.Immediately inboard of the forward sea chest.The pressurised ingress ceased on closing of the sea chest valve. The watertight integrity of the comparment is thus entirely dependent on the single sea chest valve with resulting implications on the overall safety and stability of the installation. Cause of crack unknown. Had top drive slung out of way for maintenance. Using drawworks and 60 ft sling attached to blocks. Ran out too much line within 1-2 wraps on injuries/damage. Drum,pulled rope out of sockets. Block fell 4'-5' to drill floor. Wind 30 knots waves 3-3.5m light-good air temp-45 f m.v. <…> was alongside port crane.when the bow of the vessel was caught by a gust of wind.the vessel tried to reverse out from the rig hitting the port leg. Causing a hole in the stbd.side of the hull just aft of the funnel.the vessel succeded in pulling away from the rig where she lost power,finally sinking. Ip was kneelimng between the draworks and the rotary table. After breaking out the top drive with the pipe handler, the driller turned the top drive to the left to back the stand of drill pipe out of the drill pipe held by the automatic slips on the rotary table. As the rotary table brake was not engaged and the top drive connection was not sufficiently broken, the table turned causing the auto slips to dislodge and turn the iron roughneck rotary tracks which struck ip's left knee. During severe weather conditions vessel was working on the leeward side of t he platform (rig heading 316 t), approached too close to a diagonal bracing and made light contact, vessel was undamaged, rig sustained deformation damage to bracing structure but no loss of strucgural integrity. The rig was evacuated may 29 after the rig experienced a gas kick last evening when inflammable gas seeped into drilling equipment. 32 non-essential personnel were evacuated while 51 remained onboard. Situation back to normal on the 29th. Accidental contact between supply ship <…> and the semisub. Theship damaged leg no. 1 on port side resulting in a dent, but did notpenetrate. The rig was under tow when it started to take in water and with a list developing. Next day all water was successfully pumped out. During loading of containers from the supply ship <…> using the 50 tonnes port crane, the boom wire broke causing the crane boom the fall down onto the deck of the supply ship. The outer section of the boom parted and fell into the sea when the boom was tried to be lifted off the ship. Investigations have revealed that the inner core of the steel wire broke due to fatigue and corrosion. Platform had a large h2s gas build up (25ppm) when encountering a shallow gas pocket at 1570 feet. Platform to "red alert" status and was moved 3 km away from location. Non essential personnel evacuated to the <…> platform nearby. Three out of 8 anchors were lost in high winds, but not drifting. 40 out of 69 crew were evacuated. Rig broke tow in hurricane wind. Fifty out of 73 crew were evacuated by helicopter after tow broke. Questioning if transport precautions were safe when transporting in adverse weather as forecasted. Tug/supply vessel <…>, towing the semi, reported that the rig was taking in water. The rig was enroute from the <…> to the north sea. Flooding was limited to a pump room and delay was minimal. <…> reported <…> that the semi had internal problems, which was rectified by crew, and all is now in order. Lost tension on no.3 anchor chain during severe storm conditions. No damage to other equipment or injury to personnel. Forward mast of <...> Came into contact with the forward anchor cable of the <...> And bow tie-up rope and broke rope and chain off of the leg.Whilst attempting to pull off using bow thruster and going astern, the vessel came into contact with forward leg. Still going astern to avoid port aft leg, the vessel's bow swung to starboard causing the damaged mast to come into contact with the underneath of the rigs hull. No visual damage to hull or leg. Port aft crane was being used to supply the rig floor with 20" casing rotary bushings. Bushings and sling impacted the v door, post apparently pinching sling and causing sling to part dropping bushing to the bottom of the v door. Bushing then bounced over the aft end of the cantilever and into the sea, damaging hand rail next to the v door port side. While placing a joint of riser into the riser catwalk trolleys, i.p. Was holding the yolk on the aft trolley to keep it straight.As the riser hoint was lowered, the yolk fell backwards trapping the injured mans hand against the frame.



When heading into sea attempting to hold position large wave struck v/l braking wheelhouse window.This caused damage to both radars, decca navigatory compass.Fast resuce craft also damaged by weather. During the routine operation of connecting the chafing chain to the hawser, a counterweight from the spooling mechanism which is situated above the chain, fell injuring man's left hand. Subsequent investigation revealed that two securing bolts of the counterweight had failed. Cast iron cover and sea water strainer cracked and allowed flooding with 45ft draught. Bilge pumps were able to control flooding but 2 fuel pumps and portable auto-ballast control were damaged by flooding. Emergency ballast control necessary. Vessel standing by for further orders during anchor recovery ops.Prior to rig's departure.Sue to snowstorm & winds rig move was suspended. The <...> Was advised of the and told to continue standing by the <…> at this time was stemming the tide at least 10000ft ahead of rig.Later <...> Was seen backing up towards the rig stern first approx. 700ft off in direction 095the rig master seeing this made 3 or 4 call on uhf channel 8 to find out what the <...> Was doing, with no response until heavy contact between <...> Stern and cross member no.1 Rescue craft was washed ito the port leg when she lost power. Two crew members climbed up the port leg to the rig. Craft became entangled in the leg sustaining damage to her hull, engine aframe and rupturing part of her tubing. No damage was sustained to the rig. Ip involved in the removal of slings and wire grins from bundles of casing.A two legged bridge was attached to the crane hook and then hooked on the casing slings.As the slings were swinging about ip reached for them and felt a severe pain in his left shoulder. While checking/preparing moveable chariot on casing stabbing board, operator manipulated chariot in such a manner to cause a hook used to raise/lower chariot, to become disengaged causing chariot to drop to bottom of stabbing board frame. Slight damage occurred to mechanical drop lock. Weather at time of incident was dry/windy (wind speed 35-45 knots). While running casing i.p. Was assisting casinghand swing tongs on to pipe.Tongs moved qicker than expected due to roll when engaging on pipe and hand was caught by handle on pipe. While cutting & burning out pipework in the shaker house a small fire developed on the bulkhead beside the work piece.The fire watcher attempted to dampen the fire with water using a high pressure washdown gun believing it to contain water.However the gun was charged with base oil which caused aninstantaneous fireball when the atomised fluid contacted the source of ignition.The i/p was caught by the flame as it was deflected off the bulkhead.The fire extinguished immediately on release of the gun trigger. The kill line was being pressure tested against the bop failsafe valves using the dowel unit.A test of 12000 psi was in progress when after applying pressure for four minutes the hose just below the slip joints goobeneck failed resulting in pressure dropping rapidly toi zero. While picking up the riser slip joint the clamp securing the choke and kill lines caught under the rotary table. Part of the clamp broke loose and fell into the cellar deck striking <...> Who was standing below. It hit him on the safety helmet knocking it into the sea. He was uninjured and continued working. He was unaware of what had hit him and no other person actually saw the object fall. It was recovered from the cellar deck. Whilst removing a riser handling cap a joint of riser was sat in the 'v' door suspended by two slings from the crane.Ip was operating the impact wrench and had backed out all the securing dogs.The 'v' door winch was attatched to the handling cap by a lifting eye.The cap should have come free but remained in place. Ip was rechecking the dogs when the cap turned trapping his hand between the kill choke stump and handling cap lock down boss. The mv <...> Was alongside the starboard quarter of rig discharging barite. A complete power failure occurred. The bulk hose was disconnected and dropped overboard. The rig crew was put on collision alert and the control room fully manned with oim and 2 cro's. The mv <...> Drifted clear and reported full power restored approx 10mins later. Cause was reported to be loss of main generator due to use of two air compressors. Three teleco tool racks measuring 44ft x 23in x 17in stowed on pipe deck between tubulars and one joint of marine riser.Two racks stowed direct onto the pipe deck beams, the third being on top of the outboard lower rack whilst stepping on and over these recently received tool racks the top rack slipped sideways and toppled to the deck, trapping i.p. Between the rack and the adjacent joint of marine riser.



While disconnecting bpb lubricator, i.p. Was holding the bottom connection to steady same. The air tugger operator was instructed to pick up on the lubricator by another employee. As the operator was unsighted, as the lubricator lifting wire came tight, the lubricator jumped up approx 18". At this point i.p. Grabbed the lower part of the cross overand the top part came down and landed on his fingers and hand causing injuries to left hand. Ip was in riding belt in derrick installing wire line for geolograph. All drilling operations had stopped for this work to be performed.Ip grabbed guide rail but did not realize that lower compensator delly was still moving in relation to the guide rails due to rig heave. Delly roller passed over his left hand crushing two fingers. I.p. Was attempting to fix the pin in the stand lift.He travelled up the derrick in a riding belt and the block was level with the monky board.The block proceeded down and it appeared to catch i.p.s hoist causing him to travel upwards toward the belly finger at monkey board height.He struck the belly finger and was catapulted into the derrick striking the travellingblock and some beam in the derrick. Ip was in the process of installing the heavy duty bales to the riser elevators.The bale slipped off the edge of the riser spiders nipping the third finger of his left hand as it slid off. Lowering lift of casing down across mv <...>'s deck. The crane operator was keping load at approximately5 feet above the deck by lowering down boom and heaving up whip line simultaneously. Just short of midships the whip line parted and the load fell to the deck. The line appeared to have parted going over the boom tip sheave. The line parted at 80 feet from headache ball. While running casing, i.p. Moved to the port side tugger on the drill floor to pick up the next joint of casing. He was operating the tugger from the wrong side. At the same time, he had his arm over the guard rail. Thecasing joint swung and trapped his arm between casing and guard rail. After circulating drill string, driller closed lower kelly cock to change wearsub and saversub, kelly was reconnected and mud pumps 1 and 2 started with kelly cock closed.Driller immediately noticed excess pressure, shutdown no 1 pump and whilst shutting down no 2 pump, heard a loud bang.Subsequently discovered no 2 pump pressure relief v/v blown and damage to discharge manifold. Running casing.While attempting to place sling on joint of casing stepped in between 2 joints of casing.The rig rolled causing one joint to roll and trapped i.p. Between two joints. On rig floor handling a tubing joint which was hanging from an air winch in the single joint elevators. As the driller picked up the preceding joint from the mousehole using the drawworks, the elevators hung up on the top drive. The driller braked and the elevator freed itself causing the joint to drop approx 1ft with the pin end landing on the right foot of the injured party. A cargo of bundles of drill pipe resting against open baskets and skips slipped pushing baskets and skips across deck trapping man between an open basket and ships cargo rail. During overpull test marine riser parted 2 joints below slip joint. Working at 2250 feet depth.Riser skill hanging and near one of pontoons.Trying to retrieve situation. Inspection light with faulty lead shorted and set fire to some cardboard on which it was resting. Fire extinguished by 14:26 and muster stood down.Team dealt with fire. Off loading deck cargo on starboard side <...> Went astern causing his starboard quarter to strike the aft outboard segment of the rigs starboard forward leg indentation approx. 30c.m. Over an area of 2 square metres associated frames & floors buckled watertight integrity intact. The boom pump motor failed whilst the crane op had the boom hoist control handle in the raiser position.This prevented the brake or the boom paul from operating.The boom dropped half onto the rack damaging one cross brace.No personnel were in the vicinity at the time. Fire alarm – investigated - smoke observed from top of boiler casing. Fire teams mustered. C02 extinguished discharged into lower air intakehoses utilised to contain and cool localised hot spots.Incisions made in outer casing and hoses fed into space between outer and inner shell to increase cooling effect.Flame sensor removed from top of boiler and hose inserted for internal cooling.Cooling continued until all heat dissipated.Fuel oil and electrical isolation was carried out prior to commencing cooling operations.Reaction of fire teams and professional conduct is to be commended. While testing lower pipe rams with <...> Unit while pumping down drill pipe through cement hose and 2' chicksaw line, parted at swivel joint with about 8000 psi on it.Ball bearings were pushed through the race where it parted and union half was stripped off another chicksan line when it came apart. 3" x 7" pin securing the lower end of the racking arm elevating ram to the racking tower some 10ft below monkey board. Split pin sheared allowing pin to come out and fall to rig floor. Whilst picking up hose to transfer to supply vessel for fuel, sling slipped, union on hose struck left shoulder causing injury.



After running blow out preventor, choke and kill lines were being pressure tested at 7000psi.The hard piped choke line at the lower end of the slip joint blew out from the lower flange of the slip joint.The hard piping was severely distorted. Block locating crutch - which is pinned onto the boom failed by corrosion bottom half fell probably corrision. The line fractured inside the olive on a compression fitting. The probable source of ignition was the indicator cock on cylinder b1. No persons injured. Extensive damage limited to electrical wiring, instrumentation and equipment plus fittings on fabric. Petaining pin for swl 6 1/2 ton a loy bow safety shackle worked loose.Probably causing retaining pin for nut to fall out and thence nut to back off and bolt to disengage from shackle. Equipment in use 13 3/8 casing single lift elevators.1 joint of 13 3/8 casing fell approx 4ft minor equipment damage. No.4 anchor chain lowered to the sea bed and paid out as the rig was towed (on approach) to the drilling location.The chain was paid out to 3095' and the brake applied.The tension was seen to come up to apprx. 250kips and then fall away.The rig continued to move ahead past locationno.4 chain was inhauled and found to have parted-counter reading 2620' Crane operator was lifting a bundle of tubular pipes from one bay to another.A distance of some 15-20' and a height maximum of 8' when on attempting to lower the load.The whipline parted just below the boom tip sheave, causing the load to fall approx. 2' and the whipline and "headache" ball to fall to the deck. I.p. Had his right foot between a laid down sampson post & pipe batten (fixed) he moved to take a manifest from container before it was landed when the container struck the sampson post it caused it to move towards the pipe batten, trapping mans footbetween the two. Motorman noticed change in engine tone which was followed by a hot engine alarm.He found exdhaust very hot and occasional flames from lagging around exhaust bellows.Mechanic ordered motorman to inform control room and let electrican to take engine off line.Secondslater lagging around bellow caught fire. Mech. Clossed emergency fuel and shut off and lowered eng. Revs.Control room immediately informed to red alert and fire procedures were in action.Engine room ventilation was promptly sealed off and fire teams at the ready. Engine stopped 1 min after fuel shut off and fire extingusished itself. Bringing up pipe to drill floor, ip removed protector from pipe whilesuspended at waist height.The tugger wire being used in this lifting operation had 'birdcaged' at one side of the drum.Wire consequently slipped to the centre of the drum allowing the drill pipe to fall on on the right foot of the ip causing a fracture of the 5th metatarsal bone. 6ft long pup joint which had been used for running riser to well <...> Was being released from the elevators when it fell, hit the collar in the rotary table. Loss of tension noticed to no.3 anchor chain. Attempted to re-tension - no tension.Probable chain failure. Leeward chains slacked and azimuta thrusters utilized to maintain position over location. While unlatching elevators to let 5' pup joint drop to ig floor realised pup joint may hit another floorman.Tried to push pup joint clear trapping fingers between pup joint and edge of pipe area. Started to recover the chain and anchor n0.5 by winching it to the bolster. Tension on the cahin varied between 200/400 kips.The chain parted close to upper fairlead. This was a non-injury "dangerous occurance."The latching dogs of the diverter handeling tool had not engaged the proper position in the diverter profile.This was not apparent when the two were joined together in the horizontal position with the crane.As the diverter was hoisted into the vertical position with the elevators, the handling tool released which allowed the diverter to fall across the rotary table cover.No personel were injuried by this.The rotary table cover was bent and had to be cut out and repaired.Weather as not a factor in this incident.Winds were from the southeast at 15 knots.A low se'ly sea and swell were running.The rig was rolling and pitching about half a degree.Visibility was excellent. <...> Deck personnel came aboard to lift gear required by <...> From flotel to platform.The banksman whilst directing crane to lift a tank had left wrist caught between a skip that was hit by the tank being lifted and a stationary container.Alarm was raised by the <...> Crane op.Medic and first aiders called to scene doctor on <...> Contacted, patienthad inflatable spling applied and taken toi flotel hospital.After confirmation of a colles fracture to left wrist doctor and patient medivaced to <...>. Supply boat <...> Made slight contact with port leg of <...> When manoeuvering alongside platform Pulling drillpipe out of 30" casing after cementing casing caught finger between lead tongs and backup tongs. Severed top of ring finger left hand. Bearings on fast sheeve on the crown wheel failed and collapsed shedding rollers and cage.



Buoyancy sections from marine riser were being removed and stacked on 4 x 4 timbers laying across riser pipe.After buoyancy section hadbeen landed and after hook of sling being removed the timber collapsed whiletankerling off crane hook causing fall with bouyancy section. Supply vessel <...> Alongside rig on port side for backloading operations.Vessel was backing towards rig to receive a bundle of casing which was landed on deck.<...> Continued to come astern and contacted columnat water line the vessel pulled off and the rig immediatly commenced deballasting to clear damaged area from water line. The master stated that the jopystick control had failed with the main engines on 50% astern thrust and ultimately was thrown a circuit breake to regain manual control. During offloading m/v <...> The port crane, s main hoist cable drum left side plate sherared into 2 peices causing crane drum to lockup and stop leaving load suspended in the air above cantilever deck. When the bolts failed the valve cover fell onto the floor approx. 2ft from the pump. Upper hold down bolt on tds motor frame.Top drive sheared and fell to rig floor while engaged in routine drilling operations. Lifting half height container with muffler from one bay to another on pipe deck.Half height hit sampson post causing muffler to roll within its container.Caught finers between muffler and rim of half height. Mud pump lowered to catwalk.It swung out through catwalk handrail. Injured party tried to straighten mud pump and caught left wrist between mud pump and catwalk upright. Boat was along side taking off bulk with 2x60 hoses, which are regular lengths when this operation is taking place, came astern and made contact with c.column causing indentation size = 1.2 mts wide x 1.4 mts high depth 700 mm deep. Weather conditions (a) time & wind 18kts winds & seas 3mts boat was sitting with stern into wind and swell. The i.p. Was attempting to hook on a load of drill pipe when his right hand was hit by the crane hook. Whilst changing out 500t bails, one bail was being lowered down through the 'v' door when the stop snagged causing the bail to slip throuth the strop until the strop reached the bail eye.The shock load cuased the strop ferrule to fail, cuasing the bail to fall approx. 40ft out the 'v' door, down the ramp, and continue for a further 50ft along the catwalk.The bail weight is 1410lbs. The strop was certified swl of one ton.It was double wrapped round the shank of the bail approx 4ft from the eye. 30" conductor pipe handling was new to the roughnecks involved. An operation safety meeting was held on the rig floor to instruct personnel on handling conductor and highlight the potential hazards involved. I.p. Incorrectly manually handled the elevators and during the process of operating same, placed his hand in the locking mechanism. The man involved had been involved in the conductor running operation since starting on shift 2 1/2 hours prior to the accident. Lifting a 10 tone steam generator off the <...>.The lift was clear of the vessel when a failure of the luffing hydraulics occurred on attempting to luff in again the boom started to lower.The emergency brake was applied and the boom stopped.The chief engineer inspected luff pump and once again attempted to luff in.The boom started to luff out once more and the inertia sheared the pawl.The boom came to rest only being held by the luff reel pear termination and the load in the water.Paid out the block line to stop snatch loadings.Adjusted the luff pump relief valv e to recover the boom and the load.Environmental conditions were not a factor. Pulling out of hole to investigate washout in drill string.When setting back stand, collar stand parted at stabilizer.Single joint and double fell to drill floor.Single fell horizontally and double vertically.Double pierced deck between dog house and hp air manifold damage slight buckling of secondary beam and damaged main deck plate. Accident happened while making a connection.Kelly had been made up to a single in the mousehole and was being stabbed into drillpipe in rotary table.Pinend was not properly stabbed into box and pipe kicked clear and injured person grabbed pipoe to steady it, trapping right hand between pipe and tong hanger. Port crane was offloading 9 5/8 casing from <...>.One bundle of 5 joints stonnes weight approx.When the crane operator felt the crane jolt. He managed to land the lift on the pipe deck.On inspection the wire was tangled and severely crushed.The bottom guard platewas out of place and twisted.No person injured The gangway is fitted with 4 sensors, 1 each at +3m and -3m, from mid length which activate audible + visual signals indicating that gangway motion is exceeding preset limits. 2 further sensors are fitted at +5m and -5m positions which, when activated cause the gangway to lift automatically.At 10:10 the gangway had been closed to personnel to allow tests to be carried out on the 3m alarms.At 10:15 the test mistook the 5m alarm for the 3m and operated the autolift.No personnel were injured nor was any damage sustained to the gangway at either installation.The gangway systems were checked out, found to be satisfactory and the gangway returned to service.



After completion of l/boat, l/raft drill the no.2 lifeboat which had been lowered 3-4 ft.During the drill was being rehoused into the davits.The hoist button was being operated and as the boat was approaching the stowed position the button for hoisting was released but the lifeboat hoist kept operating.The forward fall parted on the lifeboat and the fore end of the boat fell away.The aft lifeboat fall then parted and the no.2 lifeboat fell into the sea.Lifeboat was retrieved on to the rig using the port crane where the lifeboat wasfound to be damaged in the way of the superstructure surrounding the aft lifeboat lifting hook. Whilst moving one joint of drill pipe to the rig floor it was noticed that the "bucket" was running on top of the guide rails as opposed to under them at this point the pipe joint was at the entrance to the "v" door and was lifted into the drill floor using its lifting cap and a tugger.It was decided to lower the bucket back to the catwalk.The area was cleared of personnel and the bucket lowered.At 15 feet from the catwalk the locking dog detached and the bucket dropped down the incline and rested against its "pusher" assembly on the catwalk. Whilst winching rig ahead 100m to blast wellhead, no.5 anchor chain parted @ 135t tension.When chain was recovered, it was observed that kenter link k2 failed a new kenter was installed to rejoin chain.K2 is situated 591m from rig end of chain. Caught hand between 2 joints of casing while attempting to latch elevators. On <...> It was noted that tension on no.8 anchor had considerably reduced for no apparent reason.An attempt was made to regain tension by pulling in 120 meters of chain, but with no success.It was deduced at this point, that the chain had parted.The other 7 anchors were steady at 100 tonnes and showed no signs of excessive loading, an anchor handling vessel was mobilised by shorebase and arrived on location.Mooring was eventually re-established. Off loading 13 3/8" casing from supply boat. Whilst taking a lift from the boat, the fast line safety cut off switch came into operation.The load was lowered back onto boat and damage to the wire was observed in way of the safety cut out weight.Subsequent investigation revealed damage 60ft from the hook, wire appeared birdcaged with parted strands Sea valve strainer fractured, sea valve open to provide fire pump suction, causing ingress of seawater.Compartment partially flooded submerging ballast and bilge pumps. I.p. Was manhandling a container into position to assist the crane. The v/l rolled and the container shifted, trapping i.p. Between the container and an adjacent tank frame. Crane was being used to lower argon bottle rack onto the south west corner of the main boat deck.Area where rack was being landed was very tight and injured person was in an unsafe position between navigation light and load.Load was positioned safely at first butwrongly aligned, lifted slightly to reposition but rack caught on handrail kickplate.The load fell forward and pushed hand back and nammed elbow on navigation light causing fracture to bone in right wrist. I.p. Was guiding drill pipe from vee door towards mousehole with left arm around it in an effort to control it.Swing of pipe carried it away from the mousehole trapping his arm holding the pipe between pipe and make up tong snub post. Picking up cement string.One joint had been picked up from the mouse hole, but the elevators latched too early leaving a short stickup. Attempts were made to slack the elevators without success.It was decided to return the joint of pipe back into the mouse hole so the elevators could be positioned correctly.While doing this the joint caught in the ddm unit causing the joint of pipe to spring knocking ip onto his back. Whilst pre-tensioning n0.2 anchor chain at 150t, chain parted at fairleader.When chain was recovered it was observed that failure occured in studlink, 74 links on rig side of joining kenter k3.Next link on rig side of chain was found to be distorted.Removed the 74 links of chain on rig side of k3 and also removed 10 links on rig side of breaker and sent ashor for inspection.Chain wa rejoined using existing k3 kenter link. While lowering the clyde crane boom down into the rest position, the whipline block came into contact with the underside of the boom tip causing the whip hoist rope to part, resulting in the whip block dropping into the sea. Ip had ascended the derrick using a riding belt and manriding tugger in order to attach a new wire rope to a block, a rope was fixed to the new wire to aid the operation but when feeding new wire through the block the knot attaching the rope to the wire slipped allowing the wire rope to call hit the finger of the ip causing a fracture. Manouvering alongside rig when the supply vessel <...>came in contact with the bow leg in way of the bow cord at about the 100ft mark. Vessel sustained damage to port quarter. No damage to rig. After working on the starboard aft flare boom i.p. Missed the first step of the ladder leading to the main deck.I.p. Fell on to the main deck and broke his left clavicle.



After rigging up to run<...> Wire live logs, drill string compensator was at mid stroke, after tools being made up the top of thetools was opened the compensator full stroke.<...> Asked to have the blocks picked up to give more height, when the blocks stopped the rig heaved, opened compensator to full stroke and parted compensator line which caused <...> Weak point to fail:<...> Logging tools fell down the hole a across the drill floor. No.5 primary chain chaser was passed to the boat.The boat stripped the chain chaser out to anchor and attempted to lift the anchor off bottom.The boat reported that the pcc had broken and the boat was recovering the pcc.The pcc was recovered intact, indicating a break in the chain or anchor.The end of the chain was recovered by grappling.The pcc pendant was attached to the chain and passed back to the<...>. I.p. Was walking around port side of rig. The safety cable holding the anchor in its cradle slipped allowing the anchor to drop approx 20-22". The anchor pulled the slack anchor cable which caused it to whip about the deck, hitting i.p. On the left thigh. Crew members were rigging up tugger winch 2ton swl to lift equipment in the cellar deck.When put under load the closed spetter socket and termination of the winch wire, which was secured to the load pulled off the end of of the wire.Neither the wire, socket or winch showed any signof excess strain and the wire was new.The certificate of the wire, which was supplied by <...> With the socket attached was dated 1.3.91.The socket was secured to the wire rope with resinlepoxy compound.Exzamination of socket revealed no visible defect of socket compound in any way. Whilst opening manual elevators the elevataor snapped open i.p. Right arm was between elevator and bails. Blowout from surface hole prior to setting casing.A reported is attached to the oir/9a Conducting normal testing of <...> Cement unit, pressure reached +/- 13,500 psi on pump.Relief valve <...> 10.000 - 16.000 psi rated blew out at threaded connection.Valve struck the overhead and did some superficial damage on some overhead piping and to the overhead structure of the unit. While lifting 1 joint of deepwell riser pipe up through guide brackets with the rig's starboard crane, boom angle at 70 degrees (at boom upstops), the main hoist line parted dropping riser down onto the next riser at main deck level (still in riser guides) and the main hoist block fell about 100ft to the main deck on the outboard side of the jack house. Man pushed i.p. As he moved clear of the falling block. I.p. Received a glancing blow on the right side of his body. Crane operator was receiving signals from flagman, one on main deck and one on top of jack house. Tested wireline lubricator and coflex hose to test manifold. Then proceeded to pull two wireline prongs and plug from well. The hydraulic master valve had been opened from the rig floor using air operated unit. After pulling last plug, swab valve on tree was closed. The hydraulic wing valve had been left open and co-flex was knocked loose from test manifold. Brine water spilled on deck of rig before tree could be completely shut in. Jpressured up d.s.t. No.1 string to fire peforating guns, production <...> Hose sprung two leaks @ 11,400 closed well in @ kill flow valves, perforating guns fired owing to tome delay devise, closed p.c.t. Lubricator valve Man was working in derrick. Hand caught between chain and hwdp when spinning out. Safety hook was not attached in correct place The operation in progress was the running of 9 5/8 and 10. 3/4 casing. Weather conditions were calm the circulating head had just been removed from the joint in the rotary table.The on-tour driller began to pick up the next joint of casing with single joint elevators from the catwalk the joint's pin end had just reached the rig floor when the support sling parted.This sling was pinched or cut as a result of being trapped between the bales and the 500 ton elevators. The joint fell to the rig floor causing injury to the employees by direct contact or his evasive action. While installing drill pipe slips (5") around pipe and into the rotary i.p. Foot slipped under the web at the back of a slip segment. The driller stopped lowering the sling when he realised there was a problem. I.p. Was a 'new start' on drill floor operations.Although instruction was given and especially dangers of placing fingers anywhere near thebails whilst unlatching, this instruction was not followed resulting in finger being trapped between bails and elevators. While making a connection i.p. Was on rig floor relieving during coffee break.As he went to put the breakout tong onto the drillpipe the tong was swung over to the drillpipe and when the tong jaw closed the tong swung against the frillpipe trapping his hand between the drillpipe and tong.



Whilst burning through deck in pit room into act. Pit no.2 to install new exlog sensor, residual obm caught fire.Fire watcher immediately activated extinguisher but fire spread quickly into exhaust ducting. Fire migrated within ducting from pit room through cement unit room to outlet on port side.Fire was quickly extinguished by fire teams using fire hoses.Scorch damage to paint work on ducting, one section of ducting in cmt room split at seam.Possible damage to extractor fan. On lowering 7.5 se <...> Guage tank to supply vessel <...> Main deck the vessel lurched to one side causing the load to becomejammed under the handrail, the vessel suddenly dropped away from under the load causing it to jump and slide over the back end of the vessel. The shock loading parted two legs of the four legged sling leaving the load partially suspended in the sea. Weather conditions:-wind 10knts nly sea 3-3.5 meters, dr nnw damage:- stress marks and bend on crane jib intermediate top section. Whilst repositioning anchor chain chaser pendant no. 3 with the port crane, the 3 ton swl sling, positioned betwen the chaser pendant and the crane hook, parted allowing the pendant to fall into the sea and thus following the chain down towards the touchdown point. No.8 anchor chain failed whilst on location.Rig was working normally to recover core no.2 from core barrel. The injured man was on the rig to inspect causing tubular threads. After inspection a thread he involved himself in assisting the casingcrew to latch the tongs & caught his finger between tong handle & casing the drill floor is fully enclosed & pitch/roll. The <...> Was along port side of rig being offloaded by port crane.Hooked on to rhino racks with 6 pup joints of 5.5" liner, picked up off boats deck and slewed over water.Frames slid together causing one joint to fall into water.Remaining 5 joints were brought to rig hanging from plastic protectors. Whilst casing ops were in progress a 10lb bar was being used on the stabbing board the bar was not secured by being tied off.As the stabbingboard was being extended the bar (which was hung on a projecting stud) was struck by a safety chain causing it to fall 45ft striking the derrickman standing below on his hard hat. While unloading base oil cushion on a 56/64" adjustable choke, a volumeof gas escaped from the well test system to the base oil storage tank. After flowing the well through the port flare boom for 14 minutes, thelow torc valve on the oil manifold, which isolated the 2" flexible hose and base oil storage tank. The velocity of gas/oil caused the hose to break loose from its tie down point under the hatch of tank 17 and rupture. Fortunately no-one was injured. A <...> Toolpusher, who was on the cantilever at the time, heard the hose rupture and immediately hit the esd button located on the stairway to the cantilever deck. On completion of the load test conducted on the air diving stage deployment unit, the load (3tons) was being raised when the 'a' frame titled inwards due to the restraining turnbuckles not being attached.(still taped to the uprights of 'a' frame for the relocation). The 'a' frame was slightly twisted and the uprights severely dented on the impact with the vertical stops (transit), the man riding winch drum protection guard was severely dented and one side attachment was torn from the winch.The diving stage load line strands were damaged with several strands broken where they fouled the edge of 'a' frame skidrating. Open end of a fixed cementing line was being raised 1/2" to allow insertion of a valve.Tugger operator continued heaving and spelter socket pulled off end of wire at unknown load.Wire certificate dated 1/3/91 socket poured with epoxy resin. Total power failure while changing from class 2 to class 3.Eds functioned - failed to unlatch.Rig driffted off location 27 meters. Sheared x-mas tree below manual master valve on hub block.Master valve flange studs were sheared from connector flange. During preparation for lifting the gangway a hugh wave swept the rig away from the fixed installation and the gangway reached its outermost position and thence lifted automatically.The handrail on the staircase from the gangway hit some structure on the fixed installation and was damaged.No persons involved and no other damages. Rig and towing vessels blown astern in storm, towards <…>. Rig evacuated, by helicopters, to minimum crew level. Injured man was working on stern of <...>l. Crane operator was lifting half height container from boat. Boat moved away and the half height was dragged across the deck and seemingly hit i.p. On the side of the head knockinghim to the deck. . Port crane was left unattended with boom at about 45 degrees. A noise was heard coming from the crane by personnel in area and boom was seen to be dropping.It eventually came to rest with horizontalbracing between main chord resting on side of boom rest at pipe deck level. No injury to any personnel.Slight damage by bending to cross bracing. After completing well test lines were flushed and vented.Piping toseperator was disconnected.Approx 3hrs later welder was gouging pipe support 6ft from seperator when it is assumed a spark entered an open part and a form of gas combustion took place resulting in heavy smoke shooting out of vents slightly burning side of welders face.



While tripping pipe in the hole the blocks were raised to pick up the next stand of drill pipe and the elevators failed to latch properly.The stand of pipe lifted about one foot off the floor and swung in towards the rotary table.The pipereleased fell and hit the mousehole (place were drill pipe is set to be picked up) it then bounced back towards the "v" door landing on floormans foot. Environment conditions were good/wind was light and sea state max 4' 5' Running into hole with drill pipe.Stabbed top drive into drill pipe at monkey board level.Spun up connection (indicated by amps readout on topdrive console) turned switch from spin to torque.Loud bang was heard.The upper i.b.o.p. Actuator sleeve was broken and the reces fell to the drill floor. Sea wateringress at high pressure causing bilge to fill and ballast control system to fail safe closed on the starboard side.Depth of water stabilised at about four feet in propulsion room.Emergency ballast control system in use to pump out propulsion room.Hoses from fire main rigged to provide temporary sea water cooling for main generators. Flash fire in no.2 generator. Crane was hooked onto single of drillpipe.The drill pipe was then swung 3ft prior to instacing tag lines and lifting drill pipe into next bay. Whilst lifting skid over splash plate, skid slipped landing on left foot causing injury. Boat being unloaded in daylight hours 5 to 10 knott wind s.e. Mild and dry day when lowering core barrels into collar rack, whilst steadying load,load moved upwards trapping hand against cantilever skid beam During loading operations at st/bd bulk loading point the <...> Sustained a power failure and her port quarter drifted into the rigsstbd boat bumper.Barite hose split. Whilst landing equipment in basket adjacent to the drilling crane with the west crane.The whipline weight came in contact with the walkway causing it to fall.The grating fell 24' to the deck hitting basket and i.p. On the head. Crane operator over-rode the limit switch for the boom as he was doing a continuous operation with boom at highest possible position.He subsequently forgot what he had done and boomed into the stops.Serious damage was done to lower section of boom, necessitating its' replacement Whilst using r.o.v. Winch to launch <...> R.o.v. If had been lowered a couple of feet when a loud cracking noise was heard.At this point the quick release hook opened and the r.o.v. Fell 80-90 feet into the sea.The umbilical jammed round the brake release of rig's rescue boat.R.o.v. Recovered using standby vessel's f.r.c. And rig's aft crane.Examination of brake on rig's rescue boat davit revealed no damage no personal injuries sustained.Weather, fine clear day with low sea and swell. The east crane was slewing round to pick up 20' container on the east side if the pipedeck to backload to boat.(main block rope guard was 120' from deck). A section of the guard 1 1/2 pipe 5' long fell from the block landing on steelwork on deck narrowly missing deck crew below. No.8 anchor chain failed whilst on location, rig was working normally to recover core sample from hole. Putting new pipe wiper over drill pipe, lowered elevators onto pipe wiper using two roughnecks, one with hands on elevator horns, theother with hands on pull-back handle.Elevators tilted twice and when ip came to assist he placed his hand on the inside of bail eye.The elevators tilted again, trapping his finger. While walking under crane the wire rope guide parted due to no limit switch being fitted and ball pulled over sheave.The wire rope guide broke off and fell approx. 50ft striking the injured on the left side of the head, neck and left shoulder. Breaking out the drilling pup for a connection with rig tongs."make up" tong failed to bite, causing "break out" tong to turn pipe and rotary table and automatic slips which were installed trapping his left foot between the automatic slips and track of iron roughneck. While transferring nitrogen from one tank to another, there was a leakage at a hose connection of sufficient quantity to cause a 10ft x 12ft area of main deck to fracture. Also five beams under deck fractured. Ip attaching elevator to joint of casing.Another employee was installing protector on second joint of casisng and knocked restraining wedge out.Casing rolled off timber 4" thick and landed on ip r/foot. The crane operator and two ria took a sling off the aft hook. Suddenly the fwd - middle and bottom section of the stabiliser fell down to the maindeck and the corner of the middle stabiliser cuffed the plate over a length of 8cm.



Lubricator was being deployed.It had been lifted and the skid beams removed.While being lowered through the moonpool, the lower shackle holding the support arch for one of the umbilicals opened allowing the arch and umbilical to fall on the lubricator.Two men were struck glancing blow without obvious injury.Investigation shows shackle pin had come unscrewed putting ll weight on one leg and allowing it to straighten out.At the time of the incident, it was reported that the hydraulic winch lowering the lubricator payed out a distance of approx 1ft faster than normal which may have subjected the umbilical to a tension greater than its hanging weight.The shackle had a s.w.l. Of 3-25 te slight manage was sustained by umbilical. At the time seas were running at 1.3m wave and wind 8k. I.p. Was working over the moonpool on a riding belt.He swung across to the handrail to pick up a utility winch wire to attach to the equipment he was working on.In the process, he collided with another wire, his eye coming into contact with the frayed end of the wire wedglock termination.The termination had been taped, but the taping had deteriorated and wires protruded.Weather was not a factor and lighting was artificial. Laying out 4 3/4 drill collars.Ip pushing 1 x 4 3/4 drill collar from mousehole to 'v' door.Lost control of trajectory and trapped right forearm between drill collar and port 'v' door stanchion. Running riser.Lower hydraulic racking arm had been untilised to assist in installing riser handling tool.The arm was not fully retracted and as the joint of riser was picked up it caught under the arm - pulling it from it mountings. Whilst working with the starboard crane, using main block, the crane operator attempted to lower the whip line in order to remove the brother slings - to prevent the slings fouling the main block wires during the lifting operations.It was observed that the whip line was slack across the boom.After a few seconds, the whip line headache ball dropped approx. 15ft.Lifting operations continued, and 2 lifts were transferred to the supply boat<...>.Whilst the crane boom was over the <...> Deck the whip line headache ball fellto the deck from a height of approx 100ft. The whip line had failed at the headache ball connection point.No-one was near the area when the ball fell, and no-one was injured.Investigations showed the whip line had been pulled into the boom tip when placing the crane in the rest, resulting in damage to the headach ball connection. The fire detection and control panel was being tested using the auto test facility in the electronics room.On initiation of the auto test the indicator panels in the electronics room and on the bridge lit up to indicate the release of c02 to engine room areas.This was confirmed by engine room staff.The engine room was evacuated and all vessel personnel accounted for.Vessel was not in production. Slt flash seen at what was thought to be no.1 generator no.3 generator onboard - no.1 off board flash fire from no.2 generator fire alarm sounded - all personnel to muster stations - shut down all main engines - emergency power cut in.Fire out - no extinguisher needed, fire teams stood down - mustered personnel stood down. While lowering the drill string through the rotary the breakout tong suspension wire caught in between the two safety clamps for the ddm main oil hoses. The driller lowered the ddm assembly to rotary table level and the rig crew attached a tugger to the tong suspension arm.The weight of the tong was then taken by the tugger.The tong was then raised a few feet ip attemtped to free a trapped tong suspension wire clamp from behind the ddm hose clamps.When he attempted to free the wire the tong counter weight situated in the derrick dropped aprox 1ft and in doing so pulled ip's hand against the hose clamps causing the injury. <...> Is a semi sub with production risers from sub sea wells to the production facility.During production tubing pulling operations the bushing of the rotary housing lifted out and fell over on one of the riser crews foot. It is known that this can happen during this operation and the crew stand clear during lifting.The operator was not concentrating on the work in hand and was unaware of the situation. Conditions were good visability and calm weather. Preparing to lift a tool from the stb'd riser rack to the catwalk when two sections of wooden boom pretector (approx 2' 6" x 3" x 2") fell from the stb'd crane point section to the riser racl (dist. 8090') narrowly missing personnel hooking on the lift.At the time of the incident the boom was raised at an high angle allowing the main block to come into contact with the protector and dislodge the two sections. The wood was found to have split along the line of the securing bolts. Whilst raising travelling block above monkey board to retrieve survey the driller's attention was taken by the drill crew and he raised the block too high.The crown 'o' matic worked but the momentum was too great and the compensator pistons were damaged.



While lifting bundles of 5 1/2 tubing from the pipe bay adjacent to the catwalk to a bay further to starboard (using the starboard crane) ip was acting as banksman because the crane operators vision was cimpletely obscured by drillpipe stored in the bay next to the 5 ½ tubing. Of the remianing roustabouts, one was hooking on and the other standing clear. The bundles were being lifted one at a time after specific instructions had been given by the crane operator prior to commencing this work. Inadvertantly the roustabout hooked on slings from two seperate bundles of tubing. Ip gave a signal to the crane operator to lift without noticing the incorrect connection of the spreader hooks to different bundles and after the crane operator lifted the load approx. 2ft. The bundle of tubing hooked on furthest from ip, slid towards him coming into contact with a small steel basket which in turn was pushed towards him trapping his left foot between the basket and pup joint lying on the deck against a transverse stiffener. While trying to pull sleve from hydril the hydril was raised off deck approx. 10 inches.The whip line parted.There was no damage and no injuries. The bop and riser had been run, and the crane had removed the running trought.The diverter was picked up and landed in the 'v' door for handling by the drill floor crew.While attached to the crane pennants ip moved outboard of the crash railings to assist with the diverter. The diverter was slowly moving away from the ip and was stopped by the opposite crash rail.It then changed direction and moved toward the ip, he saw it coming and attempted to move out of the way.It struck the crash rail, and swung slightly.The smaller diameter handling tool then struck the ip leg. Re-timing work on engine completed and load tests nearly complete, when engine emitted loud noises.No.4 stopped and no.1 engine put on load - approx. 2 min blackout, emergency generator auto-started. Indications are that a valve broke and fell into n0.10 cylinder causing extensive damage to piston, liner and cylinder head.Water containing debris entered other 5 units on that bank causing hydraulic damage. Drilled from 11675-11685fr, circulate btms up, gas increase from 0.5 - 25.0%.Immediately riser unloaded 30bbls mud, riser level dropped 160ft whilst shutting well in.No shut in pressures on drill pipe or annulus. The supply vessel <...> Was requested to come along side the rigs port side and make fast, in preparation for offloading oilbased mud, pot water , and deck cargo. She laid out a bow anchor and secured to the rig with mooring ropes from the bow and port legs. After receiving and securing the pot water hose, the master indicated that he was unhappy with the lead of his anchor and requested the rig take back the ropes and hose in order that he could reposition it. At 20:15 hrs in removing the last rope, from his port quarter, the master was unable to hold the vessel stern against the easterly running tide,long enough to allow his deck crew to slacken and release the rope from the bitts, to be picked up by the attached port crane whip line hook.as the mooring rope was surged on the bitts, the vessel was carried under the rig towards the bow leg. The crane operator maintained slack on his whip line and informed the vessel that he was about to lose the end of the line when the weak link parted. The port crane whip line, ponder ball and port mooring rope,were dropped into the water,when the boat cleared the rig. The boat did not come into contact with the rig at any time,nor was the port crane boom or machinery shock loaded. When the whip line and mooring rope were recovered, the whip line was found to be of no serviceable use. Weather: wind w/wswly f3 o cast with occasional showers tide : running ene ly springs visibility: good:daylight Travelling block was being hoisted whilst drilling.Crown-0-matic air supply cout out, did not function, and block was pulled up against crown timbers.Timbers were split i-beams holding timbers were twisted and upper port dolly support damaged.Weather was calm, good light. The starboard crane was being used for lifting equipment around deck. The boom was being luffed up and ended up being pulled against the stops.Consequently the boom has suffered bennding damage at the area around the first boom flange on the root section chords. The incident (as far as can be determined) occured during the hours of darkness.Conditions were calm in reference to both wind and sea. During start up of the process after a short shutdown the inlet flexi- hose to 'f' first stage separator vortoil burst.Twin heat detector for gas detection activated a level 3 shutdown, shutting down and isolating the process. A 50ft long completion basket was being offloaded.After initially placing load on deck.The oim being unhappy about its position with regards to access and walkways went on deck to supervise re-positioning. It appears that a plan of action radio call from the oim to crane operator was taken to be an instruction to lift the load.This resulted in the basket swinging out and trapping the oim against the tool container, oim, when released, collapsed with apparent injuries to pelvic region.



Some confusion as to the number of drill collars run in the hole. The collars were being pulled to check the seriel numbers.The driller made a rough calculation of the length of four collars and decided to pull four lengths.This was done very slowly.While doing this thetravelling block contacted the small beam under the crown block. This caused some bolts to shear and the beam to be pushed into the crown block causing some sheave damage.The sheared bolts fell to the drill floor, but the beam remained in place.No personnel injurys were sustained. To support pipe in v. Door a stopper goes across the ramp and is secured with bolts to prevent lifting out. With two 4 3/4" dc a 3 one was laiddown passed with aid of airwinch and crane. The stopper came out of its location hole swipping <...> Off his feet whilst trying to get out of the way.hence causing bruising on both hands and right thigh. When trying to break the joint the rotary table turned slightly, trapping ip right foot between the frame of the slips and the track of the iron roughneck. More details can be obtained from a report attatched to the 0ir/9a. While making up the core barrell and running the bha, the ip was operating the break out tongs when the make up tongs swung in and trapped the ip's fingers on the left hand between the tongs. Ip received crushed fractures to the 3ed and 4th fingers of the left hand. One joint of heavy weight drill pipe was layed out through the 'v' door using an air tugger.The ip could not push the pipe far enough, the pipe swung back towards the rig floor trapping his left foot causing severe bruise/swelling ( no fracture). There is a special place on the rig for racking short down hole equipment tubulars-while reinstalling a pup joint with the use of the crane. The injured employee was standing on top of the welding shack which is also used to stroke metal plates for welder use. The immediate witness who did not see exactly how the incident happened.noticed the injured was shacking his left hand ,he was told to remove his glove and it was seen bleeding. It appears at a moment he was struck by the swinging pup joint on the hand holding a steel plate tosecure himself in position six foot above deck While drilling and pumping with 4000 psi, at 80 strokes per minute, a liner sleeve suffered a catastrophic failure.(liner is rated at 4660 psi)damage was limited to the liner itself, the piston and the cross-head extension.No personnel were in the area, and no one was injured.A significant amount of "sharpnell" was discharged into the lubrication box, and surrounding area of the mud pump. Operation at time diconnecting overshot tool from survey tool.Ip attached a webber sling at the base of the overshot, connected an air tugger to the sling and instructed the tugger operator to hoist up, the overshot disconnected from the surft tool and turned 180 degrees striking ip. Whilst removing stabd valve from divertor line situated beneath b.j. Cement unit.The valve was suspended by a chain hoist.Whilst the bolts were removed from flange.Ip stood on the valve actuator to assist movement.The valve moved causing the actuator to move sharply upwards trapping ip foot between actuator and actuator supporting flange iron. Upon closing in well at production manifold,<...>, The rig had an increase in trip tank volume associated with a 25% methane gasalarm on drill floor.Proceded to take corrective action and flare off hydrocarbons from riser tubing with the well shut in.Gas levels to o psi.After notifying emergency co-ordinator at <...> At 1249, we took precautionary measure of evacuating 36 non-essential personnel to <...> While situation was further assessed.Following methodical assessment procedures it was determined that the most probable cause of gas/oil influx was an equipment fail between the sslv and sstt.In injuries of any kind associated with this incident.See attached reports.Wind 25 knots 265o sea 3ft 265o swell 270o 4 ft visibility 10nm weather clear and fine. Chief mechanic noticed that lifeboat brake "lever arm" was in a lower- than-normal positon lifeboat stowed in dowits. When he rested his hand on the lever arm, the boat began to lower away at normal rate of ascent.Efforts to apply the brake had no effect no.3 boat settled on the warter. Whilst pretensioning no.4 anchor a baldt joining shackle borke at approx. 350 kips.This shackle was last mpd'd 1989. Tugger which had the wire line lifting cap attached to it was being used by two men on riding belts, approx. 30' off the drill floor.The tugger was released and travelled upwards towards the top sheave.When the end of the tugger attached to the wireline lifting cap hit the top sheave, the pad eye and the main body of the lifting cap separated. The pad eye was pulled through the sheave and the main body fell to the deck, striking <...> On the arm (leading to minor soft tissue bruising). Standby vessel <...> In position south of <...> Platform approx. 400 yds lost control of variable pitch propellor and driffed under <...> Damaging mast on boat and striking port quarter on <...> Starboard leg.Hoses dangling from stbd side of rig caught boat.Boatdrifted clear using bow thruster.Initial inspection showed no damage to leg.Closer inspection by<...> Showed no damage.Standby vessel headed for <...> And rig returned to normal activities.



The standby vessel lost main engine power and was drifting towards rig. Supply boat was despatched from another platform to assist. The vessel was under power of bow thruster only. It was observed from the rig to pass within 1000ft of the bowleg. Supply vessel then reported all steering had been lost. Was isolating the salt water pump in "b" leg, when he dropped a screw driver into a fuse box which horted then exploded. He received partial thickness/superficial burns to both hands. Rig under tow to new location. While approaching new location and in preparation a placing no. 6 anchor on <...> Winch operator wasattempting to lower no.6 anchor near to <...>.The no.6 anchor apparently became fowled up no.6 pcc or pcc drive or up anchor rack. Wich operator suspected that this might be the case and while attemptingto ensure that anchor and chain were running freely theno.6 pff hang off point, a section of handrail and deck plating were broken away or pulled roundward @ a 90o angle to the main deck, when the anchor or chain apparently came free or the pcc or the anchorrack. While laying down 20' section of 13 3/8" high pressure riser from vertical to horizontal with crane attached to one end, load swung trapping floorman between load and cantilever stairway which was stored on pipe deck for rig move. Individual being hoisted via work basket and stbdcrane while cleaning deck vents with washdown gun.Washdown gun hose hung up at main deck.While attempting to free hose individual leaned out of basket and trapped head between basket and vent. Failure of no. 4 and 5 anchor chains during mooring operations on arrival and location. Whilst tripping into hole, ip was opening jaws on iron roughneck.A high pressure hydraulic hose immediately adjacent to his position ruptured.He was struck in abdomen by hudraulic fluid escaping from hose at approx. 1500 - 2000 psi. The operation was immediately shut down at the direction of the oim. The hse was notified via telephone. The oim gave permission to repair the iron roughneck and resume iperation. At 02:15 hrs the <...> Which had been standing by off location awaiting for the fog to clear, was called into work the rig on the portside. Weather;lt airs, low swell, rippled sea, vis 1. Onm(increasing) at 0240hrs the vessel was under the port crane lying head up to tide hich was setting from 150 deg at 1 knot, whilst lowering the first container on deck the vessel was observed to sheer to starboard and come into contact with the rigs forward leg. No damage was observed to installation, <...> Reported holed rubbing strake, in way of number five mud tank. Discharging 9 5/8" casing from supply vessel in bundles.two roustabouts laid them down/out using taglines. After taking off the wireclamps from the slings, and taking the soft eyes from the forerunner hooks, one roustabout attempted to reposition the slings' tagline to the forerunner hook. At that moment the bundle shifted out over, trapping the man's right foot/ankle. Driller pulled kelly up about 50' and slaked off a couple to unlock kelly bushings.When he applied the brake the block did not stop. Attempted to apply brake harder.The block was still falling.He applied electric brake but didn't think it was slowing the block either. He engaged emergency brake engagement block stopped after kelly hit bottom in bushing and bt hook hit saivel.When hook hit saivel lower part of saivel was sheared from upper plate and bearing damaged badly. Ip climbed to monkey board on derrick to inspect and report on failure of derrick tugger winch, on going up ip decided to take another winch control handle with him which he placed in his boiler suit pocket.On reaching monkey board level took off derrick climber strap and on doing so dislodged control handle from his pocket which on falling struck derrickman on right arm who was standing by 'v' door on drill floor, at the time derrickman had his arm half outstetched ready to get hold of wire when handel struck him on this arm.Received contusion wound and swelling tenderness to right arm. Fire discovered in laundry drier located outside control room entrance inside machinary space port box girder was on fire, plus smoke developing thickly in box girder.Raised alarm with rigs fire alarm plus appropiate announcements precedures given over rig paging system. All teams and non essential personnel numbers reported to control (fire) and all personnel accounted for within 5 minutes of alarm.Fire teams cordoned off area and commenced cooling outboard and entered wearing ba sets, use of dry powder extinguished fire, control room was checked by phone and vhf and was secure and no ingress of smoke to put cir in danger. Personnel stood down, rig in control within 30 mins of fire. While lifting 9-5/8" packer from cradle support, pin end of packer swung outwards.Subject was levelling box end of packer, when finger became trapped between box end and bulkhead, resulting in a partialamputation to tip of right index finger. Riser running tool came out of riser causing riser to fall to the top of the v' door, wind wall beam. Lifting load out of moonpool area load struck wind wall, lifting eyes came free and load falling 35' approx to deck damaging 2 x 10" beams, 1 x 30" beam and deck plating.



Whilst fitting cement head on top of casing which had at this time mud flowing out of the casing, the cement head manifold valve was shut. At this time the cement head was jammed about 3/4 the way home.Due to mud flowing out of the casing and the cement head not being securely latched on, the pressure build up caused the cement head to become unstuck and was lifted up "tipped" over and jamming the ip's arm between the stabbingboard hand rail and the cement head itself before falling on to the rig floor. While offloading a 14 ton <...> Wellhead onto the supply vessel <...>, Both 7 ton slings parted.The load fell less than a foot onto the deck of the vessel.No damage was done to the boat and nobody was injuried. The primary cause of this accident was the failure of the supply vessel captain to hold his boat in the proper position.A seconadary causeas the failure to anticipate dynamic shock loads when slinging the wellhead.Communications could also have been a factor. Whilst pressure testing bop to 12300 psi a sudden loss of pressure was observed on the cement unit recorder.When checking the equipment in use at the time the drill goose neckwas found to have blown out from the kill line on the slip joint.Goose neck and hose line saddle were hanging below sea level.After inspection of all equipment no further danger was found. When hoisting traveling block up derrick, elevators latched prematurely on second tool joint lifting the stand of pipe into the derrickmans cabing and shearing it mounts. Unintended heel and trim.Full report attatched to oir/9a Pulling drill pipe as the last single was being pulled ip went to change out automatic slips.Other floorman unlocked dogs of slips and as tool joint of remaining single came through the rotary table it knocked the slips out of their cups and bounced them onto the casualties foot. While running in hole with 3 1/2 d.p. Singles from mousehole.Sling of pick-up elevators caught under detachable plate around rotary table, picking up same and dropping same on ip left foot. Ip was treated and returned to work immediately.Discomfort on following day resulted in him being put on light duties.No improvement, so next day he was sent ashore for precautionary x ray. During preparations for lifting, by block k tugger winch, spare riser flex joint from its deck seating/stowage, ip's finger of right hand were trapped between lifting sling and top flange. Running 5 1/2' liner, 18 jts had been picked up and ran without incident.As the blocks were lowered, after having picked up jj 19, the blocks came into contact with the stabbingboard extension which had not been retracted resulting in the board being bent over. While installing 13 3/8" casing elevators on the bails, the bolt became jammed as it was inserted against the bails. After about 5 minutes of attempting to remove this bolt by swinging and tilting the elevators, the roughneck placed his hand around the bolt to try and pull it out. As he had his hand around the bolt, the elevators tilted and trapped his finger between the bolt head and the bails. He was then immediately escorted to the medic. Initial reports indicate the work wire to have "jumped" in the vessels sharks jaw, resulting in the ips being thrown across the vessels deck, having disconnected the anchor pennant buoy and connected the vessels work wire to the 2-3/4" anchor riser pennant wire for anchor recovery. Details of the incident during anchor handling operations at msv <...> No 2 (p) anchor buoy was lassoed, landed on the deck and secured in the sharks jaws aft in order to be disconnected from the riser wire. This was on the second attempt to secure the buoy as initially it had been decked. The lasso had parted. A second lasso was passed around the crucifix of the buoy to heave it along the deck and secure it in the jaws. <...> And <...> Went to the fore end of the aft deck to disconnect the lasso from the work wire and <...> Went to the sharks jaw to commence disconnecting the buoy and pigtail wire rom riser wire. There was no weight on the work wire at this time to enable the disconnecting to be done. <...> And <...> Had commenced splitting the shackle between the work wire and the lasso. In order to release the shackle pin <...> Was using a crow bar to turn the eye of the work wire in order that <...> Could pull the pin free. At this moment the ferrule and hard eye of the riser wire slipped through sharks jaw. This sudden slpiiage caused the buoy to bounce violently thus causing a whiplash effect along the lasso wire and work wire towards the port work winch. Both <...> And <...> Were thrown into the air. <...> Was thrown from midships in the air and landed heavily on the port crash barrier. <...> Was thrown straight up in the air, landed on the deck, the work wire landing across his left shoulder. <...> Was not hurt and jumped clear. Working on monkey board.Tripping in hole.Lost control of stand ofdrill pipe.He managed to recover and "throw" pipe into elevators. In the process he struck hand.He sustained two minor lacerations and two fractures. On routine inspection, after completion of flaring operations from the after flare boom the stability officer observed a blackened area on the after end of no.2 lifeboat. On further investigation a crack was observed running 970 mm diagonally downwards from a position 120 mm below the engine exhaust outlet.



Travelling block and top drive assembly struck the end of the dolly guide track stops, and the drilling line parted at the drum, as a result of the driller being unable to fully stop the descent of the blocks.More details on the oir/9a <...> On port side of <...> Laying bow to stern.Bow drifted in and his funnel and bridge wing contacted the rigs port flare room.This caused twisting and crushing of flare room.<...> Had small hole in port funnel and slight damaged to bridge wing. Rig on tow between locations.Ballasting up from 16m to 10m draft no.7 anchor loose on bolster with wave action as in splash zone.Fluke of anchor believed to have punctured no.4 port ballast tank.Rate of ingress 45 per hour.Ballast pump used to keep tank empty. Ip working aloft and throwing a stand of drillpipe , the stand became caught in the casing hanging tool and banged against same catching the ip thumb and crushing it. Electric motor c/w lifting eye bolt was being lowered into a column storage space using the main starboard crane.During lowering op's eye bolt failed at collar and load fell 5/6 ft to deck. The load did not foul any obstruction and was being guided into position with use of tag line. While moving off template on completion of unlatching lmrp from bop no. 8 anchor chain parted. No. 2 anchor chain parted. Damage to gangway due to heavy weather condition. Lost tension 6 anchor.Pull in 4ft, but no increase in tension. Adjust thruster power + azimutm to compensate.L.m.p.r. Was already unlatched + rig positioned to port of the <...> Template.The lee anchorshad already been slacked off.The wheather anchors were adjusted slightly to relieve the critical lines.Weather conditions were recorded. No.1 anchor chain parted at joining shackle 2648 ft from anchor Just prior to the incident a large wave hit the platform hull causing considerable movement.The weather movements caused excessive m ovement to the c5 lift car, tensioned cable which allowed the cable to become looped around the internal door mechanism interlock bracket at the slop tank level, and caused cbale to sever between bracket and mesh panel of car. While waiting on weather to abate to land bop stack on the well head the slip joint to landing joint transition sub parted.The bop stack and riser dripped until the riser tensioners caught the load, and landed the bop on the sea floor in a controlled decent. Tripping out of hole. Latched onto string pulled free from slips. At approx 30ft up, the elevators opened up or failed resulting in drill string to drop back in hole. No damage or injuries. Elevators visually inspected immediately - no defect could be found. Elevators were changed out with spare and sent to town for third party inspection. <…> On close stand by.Vessel drifted into leg.Damage to platform.Damage to internal tank stiffening.No breach of hull and approx. 20ft above water leves in way of dry tank. When checking bulk mud panel and operating valves.It was discovered that n0.1 cement tank in port aft column was slightly pressurised. The ip entered column down to deck no.1 below the main deck, bent down and activated the handle to open the hydraulic hatchcover. The hatch blew open and hit him on the forehead.The voidspace below was pressurised by an air leak from the bulktank. While offloading 9 5/8" casing from workboat on to rig a hydraulic pump@ in the crane failed causing the load to drop.The pump operated both whip and main hoists. Drum carrier was descending to weatherdeck after being lifted off the supply boat.The carrier knocked against an adjacent container whilst approx 4ft above the deck.The bottom retaining bar lug broke off, allowing the bar to drop down at that side and the four oil drums to roll out and fall to the deck.The lug was found to be only tac welded onto the bar. A 16" flare header to the surge drum had a spectacle blind in situ. The bolt holding the spectacle and the blind sheared and the blind flange fell to the walkway aprrox. 13 feet below.No personnel were involved and no one was injured. Loss of main engine power of supply vessel <...> Whilst onroute to<…> from<…>.Failure occurred 2mn se of<…> which necessated vessel dropping her anchor 1.4 se of<…> to prevent drifting down on the rig anchor. Additional information on oir/9a. While on the third attempt to land the wear bushing, the rig took a large heave, the compensator ran out of stroke and the drill pipe went into compression, bent and then broke above the rotary. While on a man riding tugger casualty was attempting to stab on a wire line lubricator.The rig heaved causing him to pinch the small finger of his right hand between wire rope bridal and lubricator crush injury to finger.Partial removal of nail.



While alongside passing back bulk hoses,<…> made contact with stb'd no.2 caisson in way of access ladder platform.No apparent damage to caisson.No apparent ingress of water into void spaces. Apparent damage to access ladder platform – buckled and pulled bracket from column. Ip trapped his finger between elevator bails and the box of drill pipe in the rotary table.The tip end of the finger was badly crushed. Rig on tow to new location - ops - making pgb ready.Pgb required turn. One man operating bridge crane.Three men ready to turn pgb.Pgb was lifted ip was unaware of scoping posts - finger trapped.Traumatic amputation tip of ring finger left hand. The ip was sent up the derrick in a riding belt to unlatch the the elevators from a long stand of drill collars and stabilisers. The driller started to slack off the blocks after the elevators were unlatched while ip was still in the riding belt in the derrick. The wind blew the lugger line into an obstruction on the motion compensator which caused the riding belt to be pulled sharply into the travelling block, and breaking ip arm in three places. While tailing casing on catwalk, missed tag line, put left hand up to steady casing, caught between the handrail, stanchion and casing joint. Injured person had pulled back a stand of 8" drill collars in derrick using the designated tugger at 'monkey board'. The drill collar was positioned in racking finger, and retaining plate was being positioned when drill collar unexpectedly shifted forward trapping his thumb against the retaining plate. Weather conditions were not a factor. While drilling ahead the hole became packed off.The drill string pressure rose immediately from 3.900 psi to approx. 5000 psi resulting in the relief valve on no.2 mud pump to trip.The resulting release of pressure shock loaded the vent line causing the threads to be stripped out of the 2nd connectionafter the valve.No persons injured. Having installed a new pilot/trigger cylinder into the local manual activate system for the transducer space.The multiple stack actuator was refitted with safety pin in place and pipework reconnected.The safety pin was removed & actuator lever lock pin inserted.Alarms were activated.Pilotcylinder had activated the co2cylinders into the pipework but prevented entering the space with isolation valve being closed.Cause of release was found to be due to dust cap pushing release piston down.All similar cylinder caps are being checked. During connection of gangway to<…>damaged gangway support cone and shock absorber arrangement.Stairs from gangway partly damaged. Duty radio operator reported that a heavy object had landed on radio room roof causing a vent to be broken.On inspection a steel roller pin was discovered.Derrick crown was inspected by chief engineer who reported that the roller was from the new fast line sheave.(drill line jumper roller) failure prob caused by a build up of drill line grease on the rim of the sheave. This would then rub on the jumper roller which is mounted on a spindle which has apparently worn through. Working on the drill floor tripping pipe - pulled back pipe spinner - put hand on joint of pipe to rack back - pipe spinner came back trapping hand on pipe. While pulling drill string out of the hole flow check of the hole was made.A gain was recorded.The well was shut in and rig was mobilised to evacuate.Started bull heading into formation, with <...> Circulation and contents on chock then strip back to bottom and circulate mud. Lrt & trt were being secured because of weather deterioration.The dual tubing attached slipped causing the lra/trt to fall and land on the lras bumper bars on the moonpool spider deck skid beams.The only damage observed was to the bumper bars of the lra. The elevator slips are <...> Equipment supplied and maintained by <...>.The rig at the time was 50 to port of the umc & the umc was in constraint level a. After stabbing a joint of 9 5/8" casing, the casing hand signalled the tam packer to come down with the blocks. The tam packer caught on the box end and bounced into the stabbing board, pulling the top rollers out of their tracks. There was light rain at the time. Casing operations were stopped and stabbing board top roller re-installed in track. The rails were lined up and bolts were tightened. At 12:42, stabbing board was inspected by independent inspector, the 5/6" x 100" hoist was changed out and the stabbing board was load tested, function tested and drop tested. A new certificate was then issued. Casing running operations were commenced at 14:05. While pulling whip line wire off crane to cut off damaged section, the damaged section had to be jerked through the sheaves.This section jammed in the limit plate, and further jerk pulled the plate free.The limit plate fell down the line striking one of the roustabouts on the hand, as he was pulling on the line. Port crane fell to deck whilst crane undergoing maintenance due to boom hoist brake being released in error when boom not in cradle.Crane ince put back into cradle secured. No 2 mud pump was noticed to have a smell of hot oil.On investigation smoke was seen from inspection cover.Pump immediately stopped.On stopping pump plexiglass inspection cover blew off and burning oil was seen.Fire alarm raised & personnel responded.Fire extinguished by dry power extinguisher very quickly. Damage sustained to pump centre.No injury to personnel.



Whilst completing backloading deck cargo to the vessel on the starboard side of the rig the vessel came astern as the starboard crane was positioning a small container to the forward port side of his main deck. Vessel made contact with the rig in the way of no.2 stbd.centre caisson with his stern roller.Vessel went ahead clearing the rig side.An indent was observed in the shell plating of the leg and internal insp made of the area.Indent in the way of no.9 caisson stiffener ring at vertical stiffener no.5. When pulling out of hole for bit change the top stabilizer hit an unexpected obstruction in the casing at 145 meters below drill floor. Total mud losses occured immediately afterwards. While tripping and racking stands of 6 1/2 drill collars, stands are secured by fingers. While lowering the finger, the stand which was not secured with the rope, and while he was doing it the stand moved and pinched his left thumb against the finger. No.3 anchor chain failed whilst on location.Rig was working normally. Whilst moving the iron roughneck rotary table guide from catwalk to aft deck to be repaird, using the port crane, nylon web sling parted depositing guide over the side. While breaking & laying out jetting subs from stand.Jet sub was backed out with chain tons.The chain tons was then removed.Casualty pulled over jetting sub which rebounded from impact, strikingcasualty on right heel. Arcing in main breaker for no.2 alternator causing loss of normal power and smoke emission.Emergency generator cut-in providing emergency power.Ballast console fail safe shut and secure.Drilling operation suspended - well stable.Fire team not required - breathing apparatus team open doors and hatches for ventilation. Damage assessemnet carried out - normal power restored – drilling operations resumed - full investigation underway. Moderate wind and sea conditions while loading a drill to the supply boat one 3t swl sling parted from the hosk end.There was no apparent previous damage to the sling and the load was on 1'-2' off the deck of the supply vessel.The load was 2t. No injuries. Considerable rig movement at the time.Operation to remove insert packer and pipe rubber.While installing big foot rail track with bushing puller hooks, rail track struck pipe stump, bushing puller came out of lifting eye, droping onto i/p foot. Whilst p.o.o.h with a core barrel after a prolonged period of jarring. A. Stand of drill pipe was racked back and d.d.m carriage retracted. When in retract mode link arm bearing keep. (stabd) fell 90 feet to drill floor.Due to two securing bolts backing off. The hydraulic doors are operated by an electro hydraulic power system. Normal operation is by means of open/close push button, back up is provided by stored accumulator pressure w/manual lever & thirdly a manual pump.With the manual value in the neutral position the pushbutton operation allows one way open or closed function with the manual lever in the closed position (spring return to neutral) the door will still open on pushbutton command but when released will return to closed position.It appears he opened the door by pushbutton; stepped through the opening released the button to obtain a lifevest & because manual lever in closed position door closed pinching his leg. Ip sustained crush injuries to middle and ring fingers of left hand while positioning drill pipe spinner. Riser lifting cap was fitted to riser during rigging down operations <...> To enable riser to be lifted from the well head of the rig floor using the draw works equipment.The riser was disconnected from the well head when tension was applied to the lifting cap eye bolt. The said bolt sheared at the top of the threaded section which was screwed into the lifting cap. An 87ib influx was introduced intothe well while pulling 60 stands of drill pipe out of the hole and running 23 stands back in again.A futher 312 bls influx was taken during the well kill operation when incorrect circulating pressures were used.The well was killed by bullheading after conditions were correctly analysed.An investigation was carried out on board by hse inspectors on the day following the incident. As drill collar was being lifted onto rig floor.Drill collar was swinging due to rig movement. Drill collar swung against st'b'v causing i/p left leg to be struck by the drill. Ip holding onto end of pipe in steadying action while negotiating pipe into position for connection make up.Movement of pipe crushed hand between drill pipe and pipe spinner. No.10 anchor chain parted. Whilst loading cargo ip tried to get latch on hook closerd when boat dropped in swell causing container to move sideways on deck.ip thrown over pipes on deck. The vessel was on location preparing to unlatch riser in winds over 80 knots.1 and 2 heavily loaded anchors.A sudden drop of tension. Ip was lashing divertor to rig floor stairway handrail.Ip passed rope under diverter to gain purchase on the divertor for lashing. Diverter moved trapping ip,s arm between diverter and wire line reel.



While being hoisted in a riding belt (to remove tarps that had been used as a wind break).The left foot was caught in a part of the ddm. During cargo transfer operations between the m.v. <...> And <...> The ships bosun received severe injuries to his lower left leg when, due to the rolling motion of the vessel, a tank of nitrogen moved along the deck and crushed him between another tank being made ready for lifting.The platform crane was not connected to any lifts from the vessel when the incident occurred.The vessel had been working alongside for two hours prior to the incident. Supply boat <...> Was being worked by the platform west crane using the whip line.During the operation the safety catch on the main block became detached and fell for a consider distance onto the deck of the lochnagar. Whilst pulling bha from the hole, there was a major slippage of the diverter system and 30" casing causing damage to the texas deck and associated equipment. Job involved was to take wire line from a snatch block at monkey board level of the derrick.The safety line for the block was led through the heave section instead of the securing shackle.When the snatch block side plate was opened to release the wire line, the safety line also came out.The snatch block fell to the drill floor, fortunately no one was injured and noplant was damaged. The operation at this time load testing bop hoists. Forward hoist hooked up to 2 x 55 ton shackles to pad eye on aft end of deck under cantilever a ten ton load was pulled resulting in bop hoist chain parting approx 4 feet down on deadend. While drilling for <…> in the north sea, mud pumps were started up in order to pump mud down the well. However, due to an error, the rig's internal bop was closed and the mud could not travel. This resul• ted in pressure building up in the system and the pressure relief valve came into operation. The threaded connection between the relief valve and the relief line failed and separated. A weld on the mud inlet pipe for the relief valve also failed, causing the pipe to separate. A piece of the pipe, about 4 ft long, shot violently free hitting a welder and killed him. Another person working near by was fortunate to escape injury. The rig broke tow and started drifting. Downmanning of rig was initiated and 46 of 66 persons were evacuated. Helicopters and vessels at standby. At 2100 hrs towlines were reconnected and towing of rig continued. The semi encountered shallow gas while spudding a new well and crew were ordered to the muster stations. One hour later the situation was back to normal and crew started killing the well by mud. The rig, with 80 people on board, was under tow to the <…> field when towline parted and the rig started drifting at a speed of 2 knots in the very rough weather. 54 people were evacuated to the <…> field platform shorlty after. 2 days later tow was reconnected. The rig, with 73 persons on board, suffered extensive damage during the very bad weather. Shortly before the accident, the drilling operation had been halted and the well secured. No personnel were on deck at the time of the accident. An abnormally large wave estimated to 100 ft struck the side of the unit causing damage to anchor winch house, surrounding decks and one lifeboat. Lower hull propulsion room shell plating was punctured by falling debris causing a slight water intrusion, but the ballast pumps coped with the situation. After having 45 persons airlifted from the rig, it moved to port for repairs. During very bad weather, one crew member was killed when an onboard unsecured six-ton container shifted by a huge wave (80 feet) and crushed him. The container was carried 15 feet across the rig deck. Non-essential crew were airlifted to several platforms in the area due to the weather conditions. The rig, with 87 people on board, lost 2 of its 8 anchors during rough weather. 69 persons were evacuated to nearby installations. 2-3 days later the situation was under control Collision between supply vessel <…> and the rig which had been stacked since <…> rig suffered no damage, while supply vessel was holed 4 ft below the water line resulting in a small spill of diesel. Rig lost all power in bad weather and downmanning of rig initiated. The rig was still fully moored. Next day 50 out of 71 crewmembers were taken to other platforms in the area.



The vessel is equipped with an 8 point mooring system eaxh line comprising of 76mm wire,minimum break load of 440 tonnes, connected to 650m of 76mm orq chains,connected to the anchors. In addition the vessel is equiped with four azimuthing thrusters, each with 2.4 mw of power located under the corner columns.due to weather forecast the vessel was moved to the stand-off position some 100m from <...>.the rig was de-ballasted to survival draft.anchor line no6 parted at a tension of 150-160 tonnes.the anchor lines were adjusted, with the lee anchors slackened to almost zero tension, in order to optimise the tensions. Anchor line no8 failed at tension of approximately 210 tonnes. Environmental conditions were wind speed gusting in access of 120kts and a maximum sea height of 25m.the vessel maintained position on the remaining 6 lines and use of thrusters until such time as the weather had abated and the 2 failed mooring lines were replaced. <...> Alongside <...> Believed to have lost 2 mooring lines however later found to have lost 3 windward mooring lines. <...> Was unable to maintain postion and had therefore slipped the remainder of its moorings and was heading for <...> With the assistance of an anchor handler. Wireline mast was erected to carry out reperforation programme.This work was started but due to weather forecast the work was stopped and <...> Well made safe.The wind exceeded the forecast level and concern for the mast stability increased.The weatherdeck was deemed out of bounds for all personnel.The mast collapsed across the south east corner of the weatherdeck causing extensive damage to the mast and superficial damage to surrounding area of the weatherdeck.Initial investigation revealed a failure of the restraining device. In order to pull free a trapped sling from under a bundle of casing ip hooked on one of a double set of crane hooks, the other hook was left hanging free with a tag line attached.When signaled by collegue the crane op pulled up on hoods, as the sling came free both hooks swung violently above the head of the ip.The tag line on the free hook whipped the side of the ip's face causing a jerking movement to his neck.He complained of pain in his neck and reported to medic. Whiplash type injury. Ip called to drill floor to cut free broken piece of drill pipe extending from the rotary through the guide frame.The asst driller had gone to the frame, moved the end of the pipe, and placed a lifting strap on same.The ip mounted mounted a 4ft tall work platform and made a small cut above the tool joints to drain the mud.When the mud was drained, he cut the pipe above the slash prior to finishing the cut, the pipe moved quickly in the rotray, knocking the ip off the work platform. While drilling cement within casing, driller thought he had a drilling break.He lowered the blocker rapidly to catch up with the bit.While doing so the compensator closed causing the pipe to bend, the snap between the drill floor and the tds.The piece in the tds spun until stopped. When checking the main block brake on the port fmc 1500 crane i went to boom down but was unable to as the paw was stuck in.I then boomed up to release the paw.The paw released so then i started to boom down.That is when the boom ran away and dropped some 30ft' before it stopped.I then tried to boom down again to put it in the rest and it fell about 15ft.I again tried to get the boom in the rest and this time it was akay. 2 lifeboats were to be lowered at request of<...>.N0.1 lifeboat chosen.By order of <...> The boat was lowered a few feet by pulling the lanyard inside the boat.Inorder to lower the boat a second time, the lanyard was pulled again and the boat the continued its descent even after having released lanyard.Boat landed in the water and began drifting off, winchmotor failed to engage and in order not to drift into the columns, the engine was started, boat then released and headed off into the weather. Retrieved blow out preventor to change burst hose on lower outer choke valve. Whilst retrieving the b.o.p the 1" main hydraulic hose in theyellow hose burst as it was coming over the hose saddle. Hose was spliced and pressure tested to 3500 psi. Ran b.o.p and landed same on wellhead. Attempted to latch wellhead connector using yellow pod. Unable to latch, yellow 1" hose burst again in a different location. Changed over to blue pod and attempted to latch wellhead connector, unable to as blue 1" main hydraulic hose burst. Pulled both pods to surface. Driller instructed toolpusher to adjust draw-works brake the assistant driller was called to the floor and began to adjust the nuts on the balance beam.It was tried about 3 times to see how it felt, by backing the clutch out and braking - the last time it was far too high at this time the toolpusher had joined the a/d the break fell to the floor with no resistance.The block began to accelerate down.The clutch was immediatelly put back in with effect.The block was accelerating down all the time.At the last minute the dog house wascleared as the ddm and block crashed to the floor. Ip was servicing subs. Stored on the stbd fwd pipe deck sub rack. One of the subs standing in the rack was not located on a storage pin. This sub was dislodged, toppling over landing across his leg and the rack frame.



A stand of pipe that was to be pulled was made up to the top drive using the torque wrench in the normal operating squence.The i.b.o.p was opened and the rig pumps engaged to give circulation.The drill spring was lifted, the floorman pulled the hand slips clear.The drillthen embaged the topdrive r.p.m. Control.The result was that both the drill spring and torque wrench rotated simultaneously causingthe unlatched air operated drill pipe elevators to strike two of the drill crew floormen. Elmagco "electric" brake failed causing block and drill string to fail. Block and string were arrested using friction brake before any damage was caused. While moving tubing hanger tool via a tugger the tool swung back from the 'v' door.The swinging tool came into contact with ip knocking him back and trapping his right leg beteen the tubing hanger. Electrician had been checking cause of continual flame failure in the boiler.Immediatly prior to the incident he reset the electrode spark gap; a healty spark between the electrodes was confirmed.The burner assembly was closed and put through a purge and ignition cycle, the boiler flashed up and the electrician preceeded to vacate the boiler room.Ascending the access ladder the he saw smoke and flame issuing from the burner assembly.The chief engineer, who was in the engine room, was informed by the electrician.A further report is on file. No.2 air compressor main electric motor suffered insulation breakdown of armature windings causing small flames and some smoke. The compressor was electrically isolated and fire extinguished with portable hand held fire extinguisher. Standby boat <...> Called rig radio operator with request for mail and sail twine.It was bagged up in a plastic bag and agreed, that because of marginal sea conditions, he would not launch his fast rescue craft, but would approach the rig; stern first, on the rigs' starboard side thus enabling the packet to be thrown to his deck. Wile making this manoever the <...> Came astern, nudging number 2 anchor chain and hitting the starboard column. While making up a coring bha a stand of drill collars was latched into the elevators and about to be pricked up from the pipe bank.The topracking arm was holding the top of the stand and the lower racker was moving out to get a hold on the bottom of the stand.Before the driller was able to take the full weight of the drill collars the stand parted between the jars and the roller reamer. The jars were left suspended in the elevators and the roller reamer and 2 x 8' drill collars fell across the derrick between the dolly tracks.There was no injury to personnel or damage to equipment. No.2 steam generator isolation valve body burst at approx 200 psi while the generator was in use supplying steam to a production test heat exchanger.The motorman on duty was present inside the boiler room when the incident occured but was not injured. Wsing wire tugger through bushings on drill floor into moonpool area. Tugger was used as safety line on guide base running tool.T.g.b.r.t. Was being moved back on transporter supporting timber snagged on guide wire causing t.g.b.r.t. To fall 5 ft.Tugger line whipped back trapping thumb between wire and pipe.Ip was using rotary hole to view ops in moonpoll and signal drill floor tugger operator accordingly. While running 1st joint of riser, lifting sub came off due to improper make up, dropping riser joint to drill floor and pipe deck.Girder in derrick sustained damage, also riser joint. While <...> Was alongside the rig passing up bulk hoses his stern roller section made contact with 'c' column leavins an indentation at 22.00m draft lever on st'bd sideapprox. Size of contact area. While launching m.o.b. Fast rescue craft, it free fell from davits, premature release action pending investigation. While drilling at 11103 feet with oil based mud and a pump pressure of 3700 ps1. The bumper hose between the main deck and cantilevier parted. The brake was 30ins from the cantilever and between the union and the safety chain clamp.When the hose parted it broke the safety chain, hit the fire water supply line to the rig floorand broke off the valve, this left the rig floor without fire protection, drilling was shut down. The hose was made by <...> Tested to 10,000 psi; 19 feet long 3.5 ins id: no <...> And was last inspected <...>. The rig mechanics were called by the crane operator to investigate a boom hoist/lower malfunction. Whilst this investigation was in progress the boom crept up of its own accord. It contacted the boom saver stops and crane cab. The assistant crane operator who had been standing by at the time immediately operated the emergency stop. The boom saver cross member and associated lacings were damaged and the left hand upper chord slightly bent inwards. Immediately prior to the occurence the boom was up and approximately 2 feet from the upper stop limit with controls at neutral and the engine running at idle speed. While equipment was being removed by cutting torch from top of paint locker. (this deck is the mvd cleaning centri fgv deck) the heat generated by the torch caused the painted ceiling to bubble and a patch of hot paint fell to shelf.This shelf contained a thin plastic hose which started to smoulder.



While removing the top drive from the drill floor the swivel on the starboard crane unscrewed dropping the crane load. The top drive was also supported by the blocks. While testing the flow hose prior to dst n0.1 on the <...>, For <...>.There was a 10.00psi rated <...> Hose , being pressured up on by the<...> Cement unit. At 5000psi the operator noticed a flicker on his pressure gauge, at 7000psi the hose failed, it parted right below the connection at the flow head.The <...> Hose was last testedon <...> The certification on is <...> At the time of the incident the rig had been cleared and no one was injured. While swinging 2 joints of casing attached to crane v/l rolled which caused casing to move and pin ip left leg between other joints Whilst using the main travelling block to lower a drilling tubing landing string out of the "v" door, the block descended and collided with the stabbing board, causing damage to the stabbing board. The stabbing board is 2 feet wide and 7 feet long with a 2.5 foot pivoting section on the outboard end which should stay down when stood on by the operative and return to the upright when he steps off it. It appears that this did not happen and the extra exyension allowed the main block frame to contact the stabbing board. There wer no injuries incurred. Daniel isolation plate leaked into top chamber. Gasket then blew on top chamber causing gas to leak into atmosphere. Leaking gas hit operator on hard hat and blew hat about 20 feet causing no injury.By passed separator by oil-line and blew down in 2 minutes. Evacuated area until tank vented - 5 minutes. Pressure was 550 psi when leak occured. Repaired daniel isolation plate. While running 20" casing the string parted.Following the connecting of the eighth joint of casing the string was pulled out of the casing slips.The drill-quip e-60 lh couplings did not appear to look right but before anything could be done, ie the slips reset.The coupling parted and the bottom seven joints dropped into the sea. The <...> Was back loading cargo after anchor handling a bump was felt throughout rig.After investigation damage was found at no.3 and no. 4 anchor winch house, stbo fwd 30' column. The walkway around winch house was forced upwards as was winch house floor.Anchor chain marking was seen on leg, and the aft frame support beam of winch house was also buckled upwards.Inside 30' column at 100' level were 3 indentations at ist ring stiffener above 100' level.Damage to column superficial.Integrity of column ok. Piggy back anchor was brought on deck.The karm fork secured behind talurite/super loop splice of the pendant, and the safety pin waspositioned in the forks.Splice and loop was pulled through karm fork as weight came on line, weight finally taken as shackle to pigtail chain jammed on karm fork.The resultant sudden movement caused the pig tail to whip up and strike the two men. N0.3 anchor chain failed during service. No.4 tensioner wire line parted.Position 6ft from load ring (fast line section). Tensioner rod stroked out under controled condition. In heavy weather conditions anchor no.7 parted at the fairlead.All other anchors (7 off) held.Production had been shutdown 3 hours prior to losing the anchor. Wind conditions at the time were wxs 54kt, sea wxs 8 metres.As a precautionary measure 15 non-essential personnel were evacuated on a single helicopter direct to <...>. No injures were sustained by any personnel. While running tubing stands from the mast, the elevators failed to latch correctly around a stand but picked the stand up which subsequently fell and landed on a roughneck's foot. Whilst changing 5" automatic elevators from elevator links, ip shook the elevator linds clear of the elevators, this caused the elevator link retaining shackle which was stuck in the upper position to swing down on its pivot sticking ip on the right arm. Drill 12 1/4" hole from 2550 to 2836 - circulate hole clean – drop ems pump slug and take rotation shots at t.d. - p00h work tight hole 2745 - 2690 max drag 35k - rack back stand - observe well flowing.At 17:05 18 feb 1993, make up top drive open compensator, space out and shut in well on upper annular. Unintended hell and trim due to ballast valve failure. More details can be obtained from the report which is on file. While engaged in pulling out-of-hole operations the drill line parted on the fast line at or near the drum. The travelling block, top drive and drill string fell and came to rest on the rotary table. No injuries were sustained. Operations were suspended immediately. Hydraulic, air and electrical power to the top drive, rotary table and draw works were isolated. North national crane (g1) was lifting a 7(t) mud changing room container when the crane below began to vibrate and engine stalled.after re-start of engine this happened again.on re-start and whilst trying to land the load safely onto the pipe deck the container made an uncontrolled descent of about 11ft onto the pipe deck. Alarm on tension monitor no.3 indicated zero tension.Thrusters started gangway disconnected.Mooring line recovered to fairlead & inspected. Joining shackle between mooring line and chain sighted, pin missing. Vessel maintaining position on thruster & remaining mooring lines.



Whilst lifting a 500 ton elevator a sling eye slipped off the crane safety pennant hook causing the elevator to fall at that side about 3ft onto the deck plating causing a cut in the plate about 12" inches long. While moving drill pipe pup and crossover sub from work area (rotary table) to lay down on the rig floor the load shifted or started to swing catching ip's finger between load and end of tong catcher pipe. No 1 riser tensioner wire line parted 62' from load ring (fast line section).Tensioner rod stroked out under controlled conditions. A pair of baldt hinge links were lifted from the vessels deck by the port crane.on clearing the deck the links swung violently and struck the ip on his upper left chest, causing him to fall to the deck, striking his head in the process. Drilling 12 1/4 hole when driller noticed pit losses, had been informed by pit watcher, on closer investigation after all solid controls and mixing was shut down, pit level stabalized, centrifige was then stripped down it was found the drive belts on main motor had broken, thus allowing the mono feed pump to continue pumping and discharge over board. Electrician working inside the scr room when he heard a crackling noise.On going round to the rose hill board to investigate there was a big bang followed by a low frequency humming sound. Sparks were seen to be coming out of the filter intakes and flames could be seen behind the door of number 2 scr'scabinet. The scr feeder then tripped out and the electrician directed c02 from a portable extinguisher through the canbinet intake.The switchroom immediately filled with smoke. Electrician exited the switchroom activating the fire alarm, then proceeded to the maiantenance office to inform the control room of the situation. Immediate cause fire/smoke was a melt down of the drawworks reversing contractor, requiring the said contractor to be changed out. The wear bushing had to be lifted clear of the pipe.To do this the lifting sling was wrapped around the bushing and choked.Aft lifting clear an attempt was made to push it directly out of the 'v' door onto the ramp.The bushing struck the lip of the ramp causing the sling to release and the bushing fell down the ramp. Failure of manrider tugger wireline due to being ensnared in gears of bridge crane. While racking back and securing power tongs after breaking tool joint connection.Drill pipe stand was being pulled back by racking arm. Due to rig motion tongs swung and hand was caught between tongs and drill pipe. At 17.05hrs on <...> A baldt joining shackle in our no. 5 anchor chain system failed.The rig then moved of location by approximately 16' until the opposing anchor was slackened and hole position re-established. The well was then secured until the chain was reconnected and the system tested to 350 kips at 23.50hrs on <...>. Wind nne x 15/20 kts no.5 bearing 153 t sea nne 3-4m link failure approx 600' from rig rig heading 313 t After setting 9 5/8 casing blow out preventer was being pressure and function tested.During the sheer ram test (8000 psi) the t seal failed.After holding the pressure for about 5 minutes the blow out preventer was then unlatched and pulled to surface to change out the seals. A joint of casing was being hoisted from the pipe deck to the rig floor and placed in the mousehole by means of a set of pick up elevators on an airhoist. As the joint was being lowered in to the mousehole it caught the lip and leaned sideways underneath the travelling block which was decending with the main string. The torque wrench assembly on the top drive caught the top of the joint of casing, causing it to bend. The pick up elevators, which had a safety pin in place, sprung open and the joint fell back out of the v door onto the catwalk. At midnight on 4th april while making up coring assembly the protector had been removed from outer barrel.Coring engineer then proceeded to remove protector from inner core sleeve with pipe wrench, which in turn backed out inner core sleeve from upper connection.It fell approximately 2.5' striking coring engineer on upper section of left leg. The supply vessel backed into the port forward column of the installation while she was alongside backloading oil base mud.no obm was lost and damage to to the rig is considered minor.an area of about four square feet of hull plating above the chain fairleads was dished in about 6 inches. The horizontal ring main beam behind this area was bent a similar ammount, as were three vertical stiffeners. The hull was not breached and no flooding occured. Whilst winching rig to stand off position, it was necessary to slack heave anchor chains the order was given to heave 50ft in on no.4 chain. The tension at this time was approx 100 kips.After heaving 20ft, the chain parted at tension 110 kips.The chain parted at the gypsy. The rig was being pulled over location by inhauling on winches no 2 & no 3.During this operation the gypsy wheel of no 3 fairlead came free and was lost to the seabed. One cheek of the fairlead was splayed open.



During loading of supply vessel the wip-line was observed to suddenly "open up" at an area and some strands were observed broken.The lift was safely landed and no further use of crane until wire was replaced with new one. Whilst pulling tension on electrical logging wireline to install a 't' bar to facilitate the parting of the stuck tool weak point, during a routine wireline tool fishing operation, the wireline parted approximately 15 feet above the lower drill floor sheeve. The sinker bar immediately above the rope socket struck ip above his left eye causing lacerations. During normal rig operations, an unknown incident occurred that resulted in the no 3 generator bay, westinghouse spb 100, 3000 amp circuit breaker, to catch fire. The fire was quickly extinguished but not before causing heat damage to connecting buss work, cable trams and cabling and smoke damage to adjoining scr bays 4 and 5. While drilling head in the 17 1/2'' hole, shallow gas was encountered full details contained in the shallow gas incident narritive appended. Wind ne/nw kts; seas 6-16 ft; temp 5-7c. 17/4 2155hrs. Started 4 engines and thrusters due to increasing w-ly wind and sea. 18/4 1015hrs.sudden black out in engine. Investigation showed electric cable connection, (cable shoe), (6,3kv), in diesel-generator no 2 was burnt off. The cable connects two measuring transformers in the generator. When the cable burnt off, one of the transformers was damaged by the arc and so was also one insulator as well as 4 other cables. The reason why the cable shoe burnt off is yet to be investigated Two floormen, on thier own initiative and without authority decided to move a stand of 6.5" drilling collars which had moved on the racking board due to movement and vibration during inclement weather, to achieve this they passed the tugger line through a gap in the make up samson post. During the attempt to move the collars, the line bit against the edge of the samson post plating, causing a sharp radius bend on the wire as the winch tightened on the load the wire snapped. Weather at the time was extremely severe and the vee doors were closed. The flowhead and two joints below had been pressure tested against a blank sub. Tubing had been pulled back and the blank sub was being broken out. The pressure testing had just been completed and the surface tree was then lifted to pull the blank sub to the surface to be broken out. In the process of backing out the blank sub the handle from the kill valve fell and struck tong operator on the shoulder. The handle weighing 9lbs fell from a height of 70 feet. Work started in cargo hatch with port crane. The crane hook in it's 100-ton arrangement comes off the bottom block and in the fall bounces off an anchor buoy stored on the roof of the annex and lands on the roof of cabin 138. Person swung the crane jib aft over the sea and at the same time he saw two objects fall off the bottom block into the water. At time of incident rig was pinned off <...> Awaiting tide to slacken, the tugs <...> On port bow and <...> Fast on stb'd bow. Port bow tug reported that his towing wire had caught on one of his deck vents and he was observed to shear across to stb'd bow tug which to avoid collision went to starboard and broached beam on to tide and lost control of his tow wire. In attempting to regain control the <...> Contacted the rig on the stb'd anchor bolster causing damage to bolster and no. 1 stb'd preload tank. During transfer of messenger line from <...> To <...>, The <...>. For some reason came too close and made a light contact with <...> Port quarter with its stern roller. Only paint damage was observed. Whilst lifting the starboard crane of its crutch, the sheave on the right hand side of the balanced arm fractured round its whole circumference. The crane operator managed to put the crane back in its crutch some damage was caused to the boom wire in doing this. Ip was on tower working on the drill floor, in the process of pushing the kelly hose to the side to line the hook with the main block. At this instance the rig air supply hose sheared at the connection to the hard piping connecting the motor at the 2" to 1" nipple, the 1" section being the part that broke(failed). The now loose hose swung violently with the rig air pressure being 110psi and struck ip on forehead above right eye causing a 1-1.5" long laceration. While performing second test of routine bop test, and as pressure was being increased from 300psi low pressure test, to 10,000psi test pressure, moonpool choke line <...> Hose ruptured at approx. 900psi. Rupture occurred in hose approx. 10 feet from sea level. Compressor aftercooler tube bundle ruptured due to corrosion which caused a pressurisation of its cooling water system, whereupon failure of the inlet hose occurred.This resulted in high temperatures in the aftercooler unit which caused external paintwork to blister and smoke.



During routine operator sampling of the cooling water system, it was observed that the cooling water was contaminated with crude oil. The problem was traced to tr2 oil cooler e2060 which was immediately isolated . The flushing water to the accommodation is presently supplied from the cooling water return header. An operator was despatched to check the level 1 toilets, on flushing, the water was discoloured and a level of 100% lel gas was measured inside the toilet bowel. Some other toilets were tried and also found to be discoloured. No gas alarms were activated. An all-call announcement was made for all personnel to assemble at the dirty mess muster point.Maintenance personnel flushed all the toilets on each level till clean water was observed and gas checks were found to be clear.The all clear was announced.The safety reps were assembled and given an explanation of what had happened. While running 9 5/8" casing, utilising a "tam packer assy", the driller completed inspecting the last joint and decided to change it due to thread damage.He slowly raised his drawworks so that the 500 ton elevators could be cleared and side door elevators installed.The tam packer was still sufficiently inflated to be able to lift the joint before the elevators were engaged. The joint was lifted approx. 1' before corrective action was taken ie lower the joint back down.On starting to take corrective action the tam packer deflated/released the joint of casing which dropped vertically approx. 1' and landed on top of the joint set in the slips. The 500 ton elevators and the tam packer restricted movement in the lateral direction. No injuries. The port crane was placing a 50 feet long riser joint onto the pipedeck portside with one roustabout at each end of riser joint to control the lift. The forward pointine end of the riser joint made contact with a drill pipe pup joint which was stowed in a horizontal position on the vertical wooden barrier at the fore end of the pipedeck. The pup joint fell out of it's stowage bracket at one end knocking roustabout to the deck, before being able to pick himself up from the deck. The other end of the pup joint also fell out of its support bracket landing on the left thumb of roustabout. Failure of hydraulic system of cellar deck overhead crane caused the b.o.p to decend at approximately 200 feet (min when the controls were returned to neutral). The b.o.p landed on the carrier and was secured. N.b. The b.o.p did not free fall but was not under control. Lithium battery exploaded in workshop. Man working on battery when it exploaded, sustained eye injury. When offloading the <...> A gas rack was hooked on to the port regency aft crane for transfer.When the gas rack was approximately 2 metres off the deck of the supply vessel a small nitrogen gas bottle fell from the rack onto the vessel's deck.(weight of bottle 7kgs) no injuries. On inspection, the securing arrangement for the bottles was found to be inadequate. The incident reported by the captain of <...> On <...> During backloading operations from the <...> By <...> Crane operator happened thus: a twin rack transporting container containing one small empty canister of discharged calibration gas was backloaded onto the <...>.The rack and contents were landed onto the deck of the vessel.Lifting pennant was slack of weight, as the deck hands approached the rack to unhook the load it was then that the empty cylinder dislodged its housing and rolled, as if in slow motion out from the side of rack.Requested that the captain ask his deck crew to replace the item, his manner of reply was abrupt andwas informed in no uncertain terms as to his intentions in reporting the incident. Immediately secured from the <...> And ceased operations and approached <...> Personnel to confer as to the storing of the cylinder and to inform them. Crane operator was in the process of suspending two men in a work basket over the side of the rig to recover 2 shackles secured to a padeye on the aft 18" column port (leg on which crane pedestal stands), when he inadvertently overode his upper boom limit.The boom collided with the boom stops, causing damage to cord and channel of 1st section boom from cab.Both men in the basket were recovered to main deck level without mishap. Wind 0-5 m/s, seastate calm with 1m swell from nnw. Vessel heding 250 deg. Wind dir 250 deg. During the draining of liquids from common vent post the p/v-valve was opened allowing exessive gas to be vented to athmosphere. The gas was detected by automatic gasdet system and a full esd 2 incl. X-mas trees were initiated by ess. The p/v valve was immediately closed, however further gas was observed coming from independant vent- post on cot 4. It then became clear that the 3-way valve on cot 4 vent post had mooved and additional gas was released. Attempts made to close valve by hydraulic system but this couldn`t be done due to lack of el.power from emerg. Gen the valve was then closed manually using portable hydr. Hand-pump. The gas release were thereby stopped and dissipated and all areas prooved gasfree within 30 mins. Subsequentlyinvestigations revealed fault on emerg. Gen.breaker fault was rectified and system tested before prodution resumed. No.4 tank vent valve leaves gas from the crude in process which was released along the vent header to the vent stack. No injuries incurred sr plant damage. <...>To modification proposal made to prevent recurrance.



During backloading operations on port side of rig sv lost power to port properllor and a reduction to the starboard propellor.this resulted in the vessel making contact with the the rigs forward post column incurring damage to both rig and vessel. Lowered basket down to deck. On outside of handrails, basket sitting on transporter beam. Leaning on handrails,<...> Was shortening slings while still standing in basket. <...> Was standing outside of basket, and decided to help <...>, So he jumped into basket, causing basket to tip over to the outward side. This caused basket to fall about 3 feet, at the same time <...> Was thrown out of the basket falling into the water. <...> Was running the air hoist, he noticed at this time that <...> Had one leg outside the basket, which was being hit by the basket and beam when the rig was rolling. <...> Then lowered basket about another 4 feet to keep <...> From being trapped between basket and beam and <...> Was now told to keep still until the hoist line could be re-fastened. During this time. <...> Was picked up by the standby vessel. The line to the basket was re-fastened and <...> Was hoisted up to deck then taken to medic. Then we picked up <...> From standby vessel. Medic met <...> At the heli-deck and he was taken to the sick bay to be checked out. <...> Was struck in the face by a tugger wire whilst attempting to reroute the portaft drill floor tugger. This involved taking the line off the drum and taking it behind the tong line approx. 30feet from the crown block. <...> Went up on a riding belt taring the wire to be re-routed (which was bulldogged to his own tugger). He would then have dropped behind the tong line and returned to the deck. As nicol was hoisted, a loop was allowed to develop in the wire which when a certain height was reached, started to travel under its own momentum, striking <...> In the face . <...> Was controlling the rate of movement but lost control due to the greasy state of the wire. The port aft tugger could not be counter weighed as both ends were free. Initial medical treatment carried out on board sent on shore for further medical investigation. Using west crane to lower sub-sea equipment from weatherdeck to wellbay main deck (2 levels) removed slot 7 hatch cover, barriered off area to carry out operations. Preparing to remove gratings at wellbay mezz when bracket fell from main platform steelwork at hatch and landed on grating. On investigation this bracket was not in use and was inadequately secured. It appears that the crane baby hook or rope came into contact with the bracket dislodging it from its resting place. Whilst pumping up to a test pressure of 15,000 psi the test string (c120 drill pipe) was pumped out of the test plug box causing damage to the pump joint on top of the string and the top drive pipe handler. The string had been screwed into the test plug using chain tongs, which is standard practice.Damage to the pipe handler resulted in debris being scattered around the drill floor and one piece (8"x1") was thrown from the drill floor to the welding shop (about 100 feet). Whilst repairing the forward shear pin bracket on the upper racking arm (monkey board) a 26.5" long piece of 2" square section steel pipe, which was being used as a spacer bar, sprung out of position when in compression by a hydraulic jack & fell to the drill floor. No damage sustained. Fitting new wires to lifeboat davit when piece cracked and fell off sheave.sheave watercraft type in service 5/6 years.replacement no longer available.alternative source found, supply 1 week.lifeboat still operable.oir/9a to follow. The supply boat arrived on location at 14:20 hours. She was alongside the port side of the rig and working cargo at 14:25. The vessel closed up on the rig and struck her port stern dummy roller region against the port column no 2 of the rig. Minor damage. Supply vessel <...> Arrived on location at 16:25 for one lift. Permission was given by the oim to enter 500m zone. Whilst manouvering into position, the vessel's port quarter came into contact with the installation port deepwell tower. No damage to vessel or port leg/tower guides. However, a section of the port deepwell pump was set in by 6" over a 24" length. Weather: fog patches, light airs, low swell, slack tide. Upon switching off all power to the crane with the boom at approximately 65 degrees, the boom started to descent on its own and stopped at approximately 18 degrees when landing on top of container. Upon investigation it was found that the boom hoist brake adjusting nut had worked lose from the threaded rod and that the pawl mechanism didn't engage due to wear and damage on the pawl release mechanism. Whilst installing a wireline cable drum into its position the hook on the landel-riser crane snapped off at the top of the shank causing the load to drop approx 6", striking the drum frame & breaking the bearing housing. It is thought that a piece of this housing struck the ip.



Port deck crane was lifting a load. The load was to be lifted from the raised catwalk onto the aft deck to be put in a container for back loading. The sheaves and chain had been preslung with a sling. The crane lifted the load off the aft raised catwalk, it was steadied by a tagline held bt the banksman, however as the load raised higher the tag line was released, however the cranes hook and block plus the load started to swing in a wide arc backwards and forward. The crane operator tried to compensate for this movement and arrest the swing by moving the boom, however he was not successful, in fact it started the load pendulumning violenty in the extreme. The crain operator had the presence of mind to move the boom over the aft end of the rig so no one could in advertantly walk under the load also there was no boat there. The sling broke during this dropping one sheave and chain into the sea the other on the exhaust deck. The port 60t crane was being used to lift a container from a position well forward on the psv aft deck which was moved stern on.damage resulting from the vessel moving. Lowering half weight (4.9t) from platform to deck on supply vessel. The half weight landed on some collars, (with the vessel on a crest of a wave) which were against the starboard side bumper bars. Crane operator waited momentarily with the intention of moving load to the required position. The vessel went down with the wave movement and the counterweight ball (baby) parted from the rope allowing the half weight to fall 2' to the deck and the counterweight (680 lbs) also landing on the deck. No damage was sustained to the deck. Whilst pulling out of the hole with a universal casing hangar running tool, with the drill string compensator in a closed and unlocked position, a loud bang followed by a rush of high pressure air was heard. Lower carriage of the dsc free fell the full stroke of the dsc, being brought up by the compensator chains.On investigation it was found 2 high pressure stainless steel lines had sheared away from flanged connections on the dsc allowing immediate release of air holding dsc closed.(no injuries.) Crane operator was retrieving a load from the work boat supply vessel in calm seas and good visibility when the load (a container) swung and struck the supply vessel <...> Knocking down the port aft deck light. With the casing hangar set in the rotary the throt and extension joint were picked up from the v-door.With the throt and extension joint picked up and held in the elevators the same was orientated prior to landing off and making up in the hangar.Assembly was picked up and hung below the drillfloor, from the dual slips, and function and pressure tests conducted.Break was chained down to remove dual spider slips.On splitting the slips pipe moved off centre, the elevators un-latched and the completion dropped. Port crane auxillary wire parted while transporting a rack with a spool of wireline wire from workboat to the rig. Wire parted when the rack was over the aft of the helideck just before the pipe deck. Damage sustained was to the wireline rack & spool, crane auxillary, wire, headache ball, nozzle of foam cannon, net of helideck, light fixture mount under helideck, helideck is dented & frame for helideck net. 30 mins after start up of <...> Booster compressor there was an indication of high leavel gas detection in m4 around aelliot 3rd stage knock out pot, followed by an sps. Upon investigation a needle valve was found open on the drain line from the knock out pot instrument bridle. At the end of the cement job the hose & safety line were disconnected from the single joint of chicksan. The single joint of drill pipe with the chicksan, low torque valve & circulating x- over sub were then picked up 15ft up to the next drill pipe tool joint. While breaking & then backing out the drill pipe single with chain tongs, the section of chicksan with low torque valve & half union, fell to the floor striking ip. Vessel alongside starboard side of rig. About to discharge deck cargo/ bulk. When master of vessel intimated by vhf radio that he had lost all power to his vessel. Vessel drifted aft, a distance of approx. 150' & collided the starboard aft flareboom of the rig. Damage to vessel consisted of bent funnel/radar damage/light mast damage. Damage to rig flareboom: complete refurbishment of boom section. Engine failure due to "the engines went into overspeed, & then tripped out." Standby vessel <...> Collided with the bow leg of the installation. No visual damage - wind 300 degrees speed 80 knots, seas calm, bar 1002, visibility 8 miles, temperature 12 degrees c. Damage to standby boat is reported to be not too bad - seaworthiness not affected. A smell of burning was noticed in the control room, on investigation it was found that smoke was coming from the vent on no 1 s.c.r.. When the panel was opened flames were seen to be coming from a circut board and cables. As the smoke fumes were becoming more dense it was decided b.a. Was required. The s.s.l. Donned a sabre b.a. Set in the central control room and returned to the s.c.r. In where he extinguished the fire using a s.p. Extinguisher.other s.c.r.'s and electrical panels in the immediate vicinity were checked and found safe. Two control boards in s.c.r. No. 1 were found to be destroyed rendering the s.c.n. No. 1 imperable. While offloading casing from supply vessel one sling slipped out of the safety hook, allowing one end of the load to droop onto the deck causing damage to gaurd rails light fixtures cable trays (exterior) and paintwork, no one was injured.



While driving 20" conductor pipe, it was noticed that an 8 ½ ton shackle on the chaser joint support slings had broken. No load or tension was on the shackle at this time. Driving operations were suspended and the shackle was changed out. After resuming driving operations for a short period, it was noticed that the shackle on the other support sling had also broken. Again there was no load or tension on the shackle at this time and it is assumed that the vibrations from the hammer caused the shackles to break. 10:10hrs: noise was detected at 3 anchor winch, at same time all tension on 3 anchor was lost on control room gauge. On inspection at 3 anchor winch it was found that a baldt chain connecting link had parted. Approx 60' of chain had dropped down towards 3 fairleader wildcat. At time above, 280k tension was on 3 chain and 2814' out. Weather 22-26kts and 180*, seas 5'-7' and 180* heave 1'-2'. In the process of running the emergency disconnect package/bop package to glamis a8 wellhead, a completion riser joint parted and the edp/bop package and a 50 foot riser joint connected to it fell to the seabed. Preliminary indications suggest the edp/bop has fallen inside the wellhead protection frame with no damage to the wellhead/tree. There are no hydrocarbon indications and no injuries. Small fire detained in a bucket. Fire put out immeadiately by the fire watch. Alarm raised. 11:40 fire in engine room. Alarm sounded 11:41 fire team mustered and at scene, back up fire team standing by 11:44 fire team report fire out, scene being investigated by o.i.m. 11:50 stood down all personnel form muster stations 15:05 result of fire investigation. Fire probably caused by a stray spark form the welding. While derrickman was latching a stand of drill collars in the elevators, the stop ring and shoulder ring fell off the e-z-braek sub. He caught the shoulder ring assembly but was unable to catch the stop ring. The stop ring fell to the ring floor; causing no damage or injuries. Flare boom equipped with <...> Burner collapsed. No injury to personnel. Extensive damage to inboard 12 feet of flare boom. Also associated production test pipe work on boom and rig edge damaged. Weather conditions, wind, 20-25 knts ssw. Seas 6' to 8' sse. Pitch 1/2* to 3/4* roll 1/4* to 1/2* heave 2'. Whilst flaring operations were in progress, at the flare boom location on the starboard side of the rig a 4" x 5/8 wall thickness 90 deg bend "washed out'. The <...> Supervisor who was watching the pipeline at the place of the incident from a safe loctaion, spotted the washout and immediately informed the <...> Operator, who was standing by on the cantilever deck for just such an incident. The <...> Operator immediately shut the well in at the choke manifold. The time lapse from the "wash out" to the "shut in" was no more than 45 seconds. Due to the timespan and correct action of the<...> Supervisor in the 1st incident & <...> Roustabout in the 2nd incident, no muster alarms were sounded as both instances were fully controlled immediately. At the time of the incidents the well was flowing sand, (which caused the washouts) salt water and gas. On examination of the 90 deg bends that were washed out in both cases the holes in the bends were no more than 1" long by 3/16 across. As the wash out lasted for no more than 45 seconds in each case the loss of gas was negligible. The pressure on the line in question was no more than 100 psi. At 06:45 on <...> Another 4" x 5/8 wall thickness 90 deg bend "washed out" in the same place and location, the circumstances were the same and the same procedure to "shut in" followed, the washed out bend was damaged to the same extent as the first, again the loss of gas was negligible. The second incident was spotted by a <...> Roustabout who was watching the lines, again the time span between the washout and the shut in was no more than 45 seconds. The weather conditions for the first incident on <...>: Wind speed: 18mph direction" w.s.w gen wx : fine and clear. (this meant that the wind was blowing port to starboard). The weather conditions for the second incident on <...> : wind speed: 15 mph direction: sw x w, gen wx : fine and clear,(again the wind was blowing port to starboard, approx 10 deg difference). <…> Recovering rescue boat after transfer with <…>, master had not de-clutched main engine and vessel crept astern at less than 0.5 kts. On going full ahead vessel scraped protrusions mounted either side of ladder. No structural damage to vessel or platform structure. Wind 5- 10 kts 135 deg waves 0.5 mtrs 225 deg visa 8 miles Conditions inside column stairwell zero pitch and roll. Equipment in use -chainblock, assorted slings and shackles certified gas bottle lifting cage. Whilst lowering the load it bacame jammed. Further slack was released from the chainblock, the load was then manually pulled clear from the obstruction. The load slipped and struck ip in the chest. Five stands of 5" drill pipe had been run through the rotary table. Three stands had been pulled and set back in derrick.The blocks were lowered and latched on the drill pipe.The fourth stand was pulled approx 5' when drill pipe fell out of the elevators, through the rotary and to the sea bed. A control lever used in maintenance, was inadvertently operated. This allowed the main hoist to fall freely under gravity. The lever does not have a locking facility, nor are instructions well laid down. Methods and devices to control use of the lever, required for some maintenance operations are being investigated.



Sling parted while lifting 10 3/4" csg joint out of box of csg string in rotary with single joint elevators.The sling was used to connect the elevators to the travelling block. The csg joint weighed appr 2 tons sling had become worn due to pivotting on a wire live grip. Drum carrier transferred full of drums from the weatherdeck to the d1 landing area. When attempting to remove the locking pin from the bottom drum rack retaining bar the pin locking lug on the bar fell off. Using the platform east crane a lift of a bundly of 20x40x4.5" tubulars clampled in 4 dunnage frames was taking place (being backloaded onto supply vessel) the tubulars slid out of the clamps. One of the two centre frames being used for the lift slid towards the other tipping up the load with 3 of the frames sliding off the top of the tube bundle, which then fell onto the deck and the emergency generator roof. During a routine preventive maintenance action on a mud pump and while hoisting the mud pump gear cover with three chain blocks, the large cover began to swing, pushing the rig mechanic (working alone) toward the bulkhead about two feet away. Protruding from the bulkhead were two hose pegs. 3/4" round bar, welded to the bulkhead. He tried to evade the swinging gear cover, but was pushed against one hose peg, striking him in the back and fracturing two ribs. A failure of the primary isolation valve on the liquid nitrogen storage tank allowed liquid to flow through the pump unit and vent and into a drip tray, which then overflowed on to the deck. ( see separate report attatched ) B injection compressor cooler ex 0205b shell side had been isolated to allow change-out of a defective bursting disc, isolation from cooling medium and lp flare were proven to be good.Bursting disc was removed approx 5 mins after removal a gas release occurred from the shell side resulting in co-incident high level gas-level three shutdown – all executive actions functioned correctly production shutdown. Whilst stabbing tubing landing string from stabbing board, the board's winch line failed. Failure was due to wire rope stripping our of babbet ferrule which held rope end around a hard eye. The board descended approx 2 feet and was arrested by the failsafe system. No injury was incurred. The derrickman heard an intermittent air release as he climbed down to the righ floor. About 10 mins later the winch line and counterbalance weight dropped to the rig floor, it is calculated this drop had a freefall of 5 feet as prior to this it was slowly being released due to the action of the wind on the operating chain causingit to sway enough to start operating the winch motor alternately up and down. The board was secured and site frozen. A search for the ferrule proved unsuccessful. Wind on location at the time was 32 knots. <...> Was taking on bulk barite and oil base mud from the supply vessel <...>. The vessel requested that the supply hoses be taken up as the weather had deteriorated.<...> Was unable to do so as the vessel had already drifted under one of the lifeboats and wasmoving towards the bow leg. The vessel struck the leg on its starboard quarter before releasing both hoses and pulling away. There is no visible damage to the installation leg; the <...> Sustained minor damage to a fender.Weather: clear; visibility good; wind 20 knot sse; current 1 1/4 knots 310 deg; waves 1.5 metres. Apparently supply boats port thruster main contactor shorted out, causing main breaker to blow, when power was lost the vessel was forcedby wind and tide towards the port leg.The vessel touched the leg and sustained a 3" split on the vessels rubbing strake on its starboard quarter.The weather at this time was as follows wind 20 kts, seas 6ft vis 10 miles, temp 54 deg and clear skies above. At 11:15 a fire was reported under the rotary table on the drill floor. Fire alarm was sounded and all personnel mustered at their emergency stations, claymore oim and stand by boat informed. At 11:20 message received that the fire had been extinguished by the frill crew using dry powder extinguisher and power to ratary table isolated. 11:24 all clear given and all parties informed.Investigation being carried out by rig electrician to determine the cause of the fire which was in the armature cable for the rotary table motor. Assisstant driller noticed mud coming out of 10-3/4" wellhead wing valve, closed valve, driller pulled 1 joint plus pup joint out of bop and closed bling/shear rams. After running a six joint string of 30" conductor which had been hung off for about 20 minutes from the drill floor by means of an elevator under the well head and resting on a support ring, the lynx coupling on the bottom of the well head joint failed causing the lower five joints to fall through the cellar deck moon pool into the sea. No damage or injuries were sustained. A meter proving unit was being transfered from the meter skid to a container on the main deck.ready for shipment. The load approximately 3 ton was lifted an slewed to the container upon being lowered, the load fell some 12' into the container slightly damaging the equipment and container.It was light, light winds bur raining quite heavily examination of the crane found the break drum to be wet from rain water ingress. Whilst there were no injuries, the dropped load landed near two deck hands who were assisting with the loading operation.



During the transfer of a small sub, using the port crane whip line, the main block contacted the whip line. This caused the relatively light sub to "bounce". The eye of the lifting sling jumped into the jaws of the safety catch. The sling then pulled through the jaws deopping the sub into the sea with no resulting damage or injury. Drill crew was assisting <...> To pick up perforating guns from cat walk to drill floor, and install in wireline bops.When firing head was about 20' in air above rig floor, and bottom of perforating guns had just cleared vee door, the guns fell to drill floor, eventually falling down vee door onto pipe deck port side near vee door steps. Tool length with sinker bars approx 40'.No persons hurt during incident. After being made up, checked by measuring of gaps ect 30" conductor was run to leavel and filled with water, running of 30" continued on 5" dp landing string, during this operation it was noted that housing joint had parted and that 5 joints up 30" conductor fell into 36" hole. The wireline mast was being erected by extending the telescoped vertical sections. A clunking noise was heard and the operation was stopped. Thesections wire lowered and inspected revealing nothing. The erection was restarted with the same clunk being heard. The sections were lowered and replaced into the transport cradle. Further investigation revealed that a bow shackle had been inadvertently left attached to the top section and had caused cross brace damage during the erection operations. When disconnecting a container landed in the square, the crane was directed in such a manner, that the crane hook was positioned outside the hatch coaming and the pennant inside the hatch opening, which caused the softeye to slip off the hook and fell down and hit rigger on the helmet and neck. Minor gas leak identified by snr operations technician during routine patrol of gcm module. Situaion investigated and assessed by operations supervisor. Source confirmed as ring type joint flange on gas reference line to 3rd stage overhead seal oil tank.Explosimeter recorded only localised gas at up to 15% lel at 1 metre from flange. Gas was quickly dispersed away from platfrom due to open location of module and ssw winds at 11 knts. Operation: laying out tubing hanger orientation tool. Crane was attached to one end using a new nylon webbing strap choked around lower end of tool. Effective safe working load of strap was 3500 lbs due to choking effect. The strap parted at the choke eye as the lift was made dropping the load back into the v-door ramp causing damage to the tool. The operation in progress on the rig floor was picking up fibreglass tubing. A joint had been attached to the air hoist and picked up from the v door to be guided across the floor and lowered into the mousehole. As the joint was being guided the drill string was being lowered through the rotary and the joint became caught under the top drive guard. The joint jammed between the guard and the rig floor and bowed, catching an employee on the head, knocking his hard hat off and causing him to fall over. As he fell he hit his head against equipment lying on the rig floor. Bails were being changed. One bail was slung & suspended by tugger. The positioning of sling was not correct for installing bail on ddm so bailwas lowered on tugger to deck in order that sling could be re-positioned lower end of bail reached the deck & tugger operator continued to lower in order that bail would lie flat on deck. As the bail orientation changed from vertical to horizontal the ip moved towards it, presumably to assist in it lying on deck in an accessible position. It seems the suspended end rotated, pivoting on the lower end on deck, & hit him on the head. He was wearing a hard hat. Ip was painting handrails around access platform below <...> Boom test. Crouched down with his left hand on lower rail. The block was movingslightly and contacted his hand. During mooring operations alongside <...> When pretensioning chain no.08, same broke at 340 kips. Length of chain deployed. Watchkeeper noticed increased suction pressure on fuel gas compressor cooling water pump.The expansion tank was vented off and hydrocarbon gas was seen to emit.The compressor was shutdown and made ready for maintenance.During strip down of the segmented seal, a cooling water bore or ring had been disturbed.This would allow gas to pass across a face to face seal and enter the cooling water system. Circulating working- crownomatic not properly set; driller distracted by derrick man. Block rose – dolly roller switch came into contact with buffer beam. Beam and frame damaged. Already replacing frame/beam.- No damage to main structure. Lost tension on number 6 anchor chain.After pulling 80 feet no tension was recorded.Suspect broken chain.No harm done to well or well heads boat on way to effect repairs. Steam pipe under lagging ruptured in lower shaker room, crane operator on deck saw what appeared to be smoke coming out of shaker vent.Oim activated general alarm for fire, informed standby vessel, shut in well, secured all unnecessary equipment to shaker, mustered all p.o.b.Fire team entered lower shaker, reported no fire only steam which was now ceasing. Stood down from drill.



Mud line expansion joint in mud pump room ruptured spraying mud and steam which set off the fire alarm.Assistant driller went down to investigate and reported to the oim that the pump room was filled with what appeared to be smoke.Oim activated gereral alarm for fire, informed the stand by vessel and notified emergency center of a possible fire.Well was shut in, power and ventilation to pump room secured.Mustered all p.o.b, fire tam 1 donned scba and entered pump room, fire team 2 on stand by.Fire team 1 reported no fire, only mud and steam which was now stopping. Uv detector activated in engine room voltage spike occurred in fire and gas panel in scr room, voltage spike tripped<...> Warbler alarm on <...> System crews mustered to <...> Stations tsr secured, well secured, st by vessel ingormed, <...> Was re-directed. No gas found. A steel hydraulic pressure relief line fractured on the 'oiltools'mud centrifuge. This caused the centrifuge bowl to stop, but the feed continued, resulting in the loss of approximately 30 bbl of oil base mud weather: overcast, wins 325 @ 25 knots, seas 325 by 3.5m @ 5 seconds Ip involved in hanging of port aft anchor, the final task was to remove pin attaching the anchor to anchor cable.Ip removed pin as the cable parted from anchor it started to unwind itself and in the process the ferule end struck ip in between his knees causing bruising to both knees <...> Drilling over <...> Jacket. Coring through reservoir had been completed. Routine testing of b.o.p. In progress. <...> Worker captain training mate, error of judgement. No engine failure on supply boat, which was on contract to <...>. Shock felt by rig crew. Wind = 20kts at 55, seas = 6', vis = 5-6 miles, teme= 1900 hrs (dark), damage not known at this time to bow leg rig heading 336.9 deg current (tidal) 160deg 3 hr after low tide @ 1.5kts At 23.58 on <...> The crane operator was operating the port crane having lowered a hose supply and then picked up a manifest for the storeman. He proceeded to boom up the crane (no load0 in order to slew and to clean the windows. The crane would not appear to stop booming up and the boom collapsed over the top/side of the crane. Atmospheric conditions: wind 090 deg at 8 - 10 kts, sea 09deg 1.9 - 2.9mair temp 7.8 c, bar 991.9mb, very light drizzle 53 non essential personnel evacuated due to <...> Driffting towards <...>. 13 essential person stayed on board. The rig was jacked to a height of approximately 9' - 10' above the wave height. (weather forecast indicated that the swell would rise another meter during the preload operation.) The initial penetration was 9.5 feet on all three legs. The salt water wells on the port leg were then hooked up and at 1041 hours preloading commenced. At approximately 1120 hours the starboard leg started settling. At this time the preload was stopped and the rig was leveled by jacking down the starboard leg. The settling of the starboard leg started once again, and the starboard leg was once again engaged to jacking down. The settling increased and the port and bow legs were engaged to raise. The leg "punched through" with the rig settling with an 8 deg list to starboard and the draft on the starboard side being approximately 14'. The leg penetrated the seabed approximately 16 feet further than the initial 9.5 foot penetration. The preload was dumped once the rig stabilized. All personnel were accounted for with no injuries. The tow boats <...> And<...> That had been released from the location were recalled. The shore base offices of h.o.c., r.d.u.k., and noble denton were notified of the occurrence. At the time of the occurrence 18% of the total preload had been taken on board. The location and weight of the preload on board is as follows: tanks amount in feet weight mud pits full 500, 657 lbs. 1a (bow) 10' 380, 880 lbs. 1b (bow) 10' 380, 880 lbs. 10 (stbd) 5' 50, 622 lbs. 11 (port) 5' 50, 542 lbs. 12 (stbd) 10' 267, 212 lbs. 13 (port) 10' 267, 212lbs. Total preload weight 1, 898,005 lbs. After the preload was dumped and the preload dump valves were secured the water remaining in the tanks were educted utilizing the rig's eductor system and diaphram pumps. The <...> Shipper was made fast to the port bow <...>. The rig was then jacked down one foot at a time on each leg until the hull was in water with an 8 foot draft on the port and starboard side. When the starboard keg was free, it was raised above the seabed to the point where the section of the leg that was in the lower guide of the hull when the rig punched through was above the top of the jacking column. The horizontal and diagonal leg members and gussets in this area where examined for damage by representatives of <...> And <...>. No damage was visible. The rov was put in the water point and the spud can area was examined for damage.no damage was visible on the spud can. The starboard leg was then lowered to the floor and the rig leveled up. And the raising of the hull was continued. Additional penetration beyond the initial 9.5 foot was experienced by the port and starboard legs to a point were they had equal penetration of on all three legs. (stbd-25.5, port- 24.5, bow-24.5) the hull was then raised to a five feet foot airgap. At this point the legs had settled to approximately a 35 foot airgap all around. Settling of all three legs continued slowly. The hull was then preload in 10% increments, with the next stage commencing only after the rig had stopped settling from the previous stage. No settling of the rig was experienced after 50% of the preload was on board. The full preload was held for two hours and then dumped. Final penetrations are as follows: bow 53.5 feet port - 52.5 feet starboard - 39.5 feet the rig was elevated to a 60 ft airgap after discussions between <...>, <...>, And <...>.



The mud mixing line to mud pit no 3 had plugged solid just above thevalve where the line is welded to the deck plate on top of pit no 3.This line is 6" away from where the pit extractor duct also enters pitno 3. After considerable effort was made to clear the line it was decided that the line would have to be cut off on top of the deck so the valve could be removed giving access to clear the solid material out above the valve pit no 3 and the surrounding area was thoroughly cleaned of oil base mud. The welder obtained a hot work permit. The derrickman was standing fire watch while the welder began cutting into the 6" pipe. The fire watchman was watching for fire below in pit no 3. He looked up to see through the grid into the ducting leading to the main deck and could see fire inside the ducting. The welder and fire watch were attempting to extinguish the fire through the grid when smoke and flame was seen coming from the duct on the main deck and the alarm was sounded. All personnel responded professi At 16:00 on <...> The drill string had become stuck while drilling and jarring operations were under way. At 16:10 the pipe came free and the driller began reaming to bottom. There was a sudden loss of mud indicated in the mud pite; the mud pumps were stopped and it became apparent that there was a leakage at or below the bop connector. The senior drilling foreman advised the oim of a potential major wellhead failure and the decision was taken immeadiately to 'muster and assess'. Following discussion with shore management the failure was identified in the 20" casing at 352' depth. Stand down from muster was effected at 17:58 weather: wind, 36kts at 252 deg; sea 2-2.5m at 220 deg Employee was tending the e-generator, which was being run as routine maintenance. He states that he was wiping the engine. He saw oil underthe engine near the radiator. As he reached under and across to wipe the oil the rag was pulled into the fan, and his left hand was struck. The thumb, index finger, and middle finger of his left hand were crushed. On investigation, it was found that there is an opening in the fan guard right underneath the bottom. Shortly before 10.00 the fuel oil hose was picked up by the starboardcrane and passed to the supply vessel <...> Once the loadinglines were set the boat was requested to begin pumping. After twominutes the hose began to leak. The boat stopped pumping immediatelyand the rig crane picked up the hose. On inspection a 3/4" hole wasfound in the hose midsection, along with some evidence of chafing. Operation: rigging up subsea bop control hose compensating loops in themoonpool; events: while securing the hose to a support saddle attachedto the pool messenger line, the wire parted at the pool attachment point allowing the compensating tension to stoke out and causing the saddle to be propelled upwards with considerable force striking the ip in the face as it did so. At 00:00 hrs the make up of the toolstring had commenced as the toolstring lengthened ip was raised in a riding belt to steady and keep toolstring clear of obstructions. One floorman was assisting wireline operator to make up tools while the other was the winch operator for ip when the final tool was made up the rotary area was cleared of personnelprior to raising tool string. Wireline operator positioned himself at v door as banksman and signalled winch operator to raise tool string to install same in production string at the same time ip was being raised up to the level of the wireline bops (approx 25' above drill floor) to stab tools. At this time a floorman was preparing to go up on a riding belt to the upper sheave to assist in stabbing the tool string as per procedure previous runs. The driller was to be winch operator. At appox. 00:10 hrs the wireline parted causing the toolstring and stuffing box to fall approx. 25' to the rig floor, striking ip on the left knee, shin and foot on the way past. While tripping in the hole using the rig's drawworkstwo 5/8" bolts, holding a counterweight on an idler wheel mounted at the fast line sheave on the crown of the derrick, sheared off and the counterweight fell to the main deck level, landing on the bulk hose loading platform. No-one was injured and nothing was damaged. Whilst undergoing quadrennial crane test.Load was being brought into the rig side when there was a bang and jib started to fall.Emergency load release was activated and emergency brakes but jib continued to fail till it came into contact with flare boom.This contact with the boom destroyed the heel section of the jib.Examination of the crane e/room showed the boom hydraulic notor had fractured.Examination of the crane e/rooom showed the boom hydraulic notor had fractured.No damage to rig structure.Loss of hydralic & diesel oil contained on rig Whilst installing the correlation tool into the tubing ip was stabbing the end of the tool into the tubing, ip was in a riding belt standing on nowsco frame. Tool was above him hanging on wire over a sheave. The wire and tool being controlled by <...> Banksman and driver. As the tool was being raised to plumb the tubing it was seen to shear away and break the main body of the tool falling to the drill floor. The remainder of the tool still attached to the wire, coming off the top of the sheave and falling on top of the drillers house damaging purge air con trols to drillers console. Ip was hit by the falling tool above the right eye as it fell to the floor.



Workboat <...> Came to <...> To pick up an r.o.v. unit and 55 m.t. of cement. The vessel had arrived just before slack tide, which was a southerly flow at first and turned to the north before loading was over. The vessel <...> Did not appear to have problems during the crane's lifting of the r.o.v. equipment on to the deck. 5 lifts were made, 2 off the starboard side of the rig and 3 from the port side. Also 55 tons of bulk cmt were pumped on to the boat. The <...> Held station without any incident until after the last port side lift from the rig was made. It was then that the crane operator noticed that the stern of the vessel was very close to the column (2nd from aft port side) and passed a warning over the radio to the <...> Captain, but to no avail as the stern hit the sponson of the said column. The crane operator called the captain and informed him that he had hit the rig, but there was no response. The captain not only did not acknowledge that he had hit the rig, but would not respond when the crane operator tried to get him to take his manifest. The <...> Left without its manifest. <...> Informed unit not clearing but whilst roughneck on phone the discharge chute cleared.3 men were working in the shaker house at thetime, after phoning the men heard a whinning noise coming from the unit and then smoke was seen coming from the unit whilst person phoned drill floor for immediate shutdown of pumps. Person went onto unit to stop and extinguish slight flames with dry powder extinguishers.Drill floor contents ballast control room and reports fire in shaker house. Alarms sounded and announcements made -primary fire team to shaker house - back up fire to muster area and all non-essential personnel to no3 boat and 4 boat. Night toolpusher and bargemaster report fire extinguished. Drill floor pick up and circulate through trip tank and made preperations to secure will if necessary.All personnel mustered and accounted for.All personnel stood down and normal operations resumed. The supply vessel was connected to rig through 3 hoses. A large wave hit the <...> Port quarter and pushed her towards csch column and at the same time there was a failure of no3 thruster.In consequence one thruster was unable to provide power to counteract the effect of the vessels movement towards the rig. The vessel then trapped the hoses between the csch columns and the supply vessel.Bargemaster was on deck duty and observed the failure and then observed the splitting of the drill water hose as it acted as a fender between rig and vessel,the v/l was immediately contacted and told to cease all pumping and rig requested the removal of all hoses to allow <...> To move clear of rig that she clear the rig and carry out trials prior to coming back in alongside control room oprerator puts into opreation damage control procedures and checks observed and no damage sighted. The operation in progress on the rig floor was running in hole. The last of the 6 stands of hevi-wate drill pipe had just been picked up in the elevators & 2 floormen were 'tailing' the stand from the racking board to the rotary table when the elevators suddenly opened dropping the stand. The pin of the bottom joint of the stand landed on the foot of one of the flormen. At 1040 hours on <...> While <...> Was towing semi-submersable vessel <...> It was noticed from ccr that it was veering to port, the captain on the <...> Was heard talking to other towing vessel telling him that he had loss of automatic steering the captein reverted to manual steering and its course was held.Under investigation by the boat crew it was found to be a solenoid which stuck the problem was fixed and vessel regained full use of auto steering, on the bridge of the vessel personnel were instructed to keep a closer watch on the auto steering. While running anchor no. 8 chain chaser method,the first 700 feet of chain was lowered by using the motor in reverse then the anchor handling boat pull the anchor on to his stern roller.the winch was then changed to normal controlled pay out and the boat began to run out the anchor when 1300ft of chain was out. The motor was noticed to speed up.the throttle was reduced but it continued to become faster then there was a loud bang and brake band was applied. After the chain stopped it was found that the d79 motor had blown up At 21:20 the stand-by vessel was called along the starboard side of the installation. The captain was instructed by the watchstander on the deck of the installation 3 times but there was no response from the boat. At 21:34 the boat collided with the rig at starboard forward 18' column on the wooden fendering. At 21:35 the vessel was clear of rig & the captain informed the rig that he had a problem with his thruster control joystick, this explains why he could not answer the rig. The 18' column was opened, & inside column was inspected & no visible signs of damage was found & water intergrate of vessel was good. Supply vessel was discharging cargo underneath platforms 100ft crane, when she suffered the loss of one of her bow thrust units and subsequently her heading/ position. As a rsult her aft lifeboat davit on her portside, came into contact with the davit/lifeboat no 6 on the platform. The failure was a result of the thermal overload device on the thruster operating and stopping it. Two wires on a common terminal had vibrated loose, causing a relay to de-energise and shut down the thruster . The 2nd bow thruster could not be started in time to avoid contact.



During the shift change members of the crew heard an abnormal noise coming from engine room no 2.On investigation they found parts of the warstila diesal engine no 3 on the deck. The no 3 engine cylinder no 14 had suffered severe damage to the connection rods crank crade crank shaft and engine bearings, due to the failure of the connecting rod bolts. The engine was stopped for full examination. Whilst drilling 17 1/2'' hole on well the riser connector became unlatched without the manual operation of any riser disconnect function. The immediate cause of this incident was unknown. Flaring gas from well <...> When gas leak in 3" elbow feeding flare noticed.Flaring stopped, 3" elbows c/out for 4" elbows, u.t. Testing of pipework and monitoring pipework instituted. Operation at the time was a post perforation clean up of the well through the <...> Well test equipment.Well was cleaning up on a 44/64" adjustable choke at the steam exchanger.Elbow approx 4 feet upstream of the starboard boom washed out causing a release of gas. Well was closed in at the choke manifold in a controlled manner.The well was closed within one minute of the release of gas. Well influx reuiring operation of bop's Making up 30" conductor prior to spudding the well, the shoe was made up successfully to joint no. 1 and run through the peb in the moonpool. Joint no. 2 was subsequently made up. The string was picked up out of the slips and the conductor bushlines split to allow the connection to be run through the rotary table. The string weight was 30,000lbs on running through the bushlings, 5000lbs was set down on the partially opened bushings and the connections parted, leaving joint no. 2 hanging in the elevators. The rig, with 80 people on board, lost mooring anchor connection during fierce weather, but still with two windward anchors and its thrusters in operation enabling the rig to maintain its position. The rig, with 66 persons on board, lost one of its 12 anchors in fierce weather. Downmanning to 47 people was prepared if a second anchor should be lost. 4 days later anchor was reinstated and situation back to normal. The rig, with 80 people on board, lost tension on one anchor in bad weather Rig towed to shore for inspection and repairs to the anchoring system. The rig was back on site january 19th. The well will be suspended prior to tow commencing. Tow was delayed several days by adverse weather. The jackup with 45 people aboard was under tow with her legs elevated, when the two tug/supply vessels <…> and <…> were unable to make headway allowing the rig to drift toward land passing dangerously close to the jackup <…> which was downmanned to 13 men. Wind 30-35 knots. Gusting 45-50 knots. "<…> was on passage from <…> to <…>. Downmanning of 27 nonessential personnel was performed by helicopter and flown to <…>. Next morning it was attempted to attach a third tug, but this was stopped as the operation brought the rig round into the wind which accelerated the drift. The drift rate was however reduced later the same day. This enabled the jackup to clear the moored semisub <…> (crew of 5) by a distance of 5 miles. Plans for evacuation of both rigs had been prepared if the situation should change. As the weather improved on the 17th, two replacement tugs were able to take the rig under tow.



Contacted <...> Weather centre for 12 hour forcast, was informed that weather decreasing 30-25 kts ssw. Combined seas to be 3.5m wind and seas likly to increase by later sunday. Present weather ssw. 30-35 kts seas combined 18 ft and decision taken to unlatch-skid rig and recover riser and bop. 23:35 took 50k op unlatch stack. Slip joint collapsed and bolted weather wind 30 kts ssw; seas 15-16 ft. Heave: 1-1.5 ft;pitch: 1; roll:1.3'. <...>: 0000 move rig off location 210x50 ft. 0100 completed move and drill floor informed. 02:30: completed rigging down of rucker lines/kill and choke lines etc, 02:40: slip joint on spider (no restriction on hang up pulling through rotary) compensator closed and unlocked with 500,000 pounds on g2. 02:50 handling joint in trolley. Prepare to run trolley out riser catwalk when 8 retaining bolts on (inner and outer barrel) slip joint stripped out of female receptacle (outer barrel). Slapjoint extended - when outer barrel, sheared inner barrel from top flange, dropping riser and stack. Weather: wind 28-32 kts: seas: 15 ft max; pitch:0.5' roll:0.7' heave:approx 1-2 ft. 0330: rov in water to survey template and surrounding area. Yellow pod line and section of riser found in position of template (diagram attached). Further searches of area reveals position of stack found 16m due west of <...> Rig confirmed to be h0soft off template. Full inspection and soundings taken off all tanks. Full manuals soundings of all void spaces taken and all voids m/t and sound. Mooring line failed in poor weather alongside the <...> Platform. Installation was disconnected from the platform. The vessel <...> Had come on location at 1240hrs on <...> In order to off load a production tree of approximately 32 tonnes. The tree had to be loaded on the port side due to crane reach to land it on the skid. <...> Came in stern to rig but the tree was outwith crane reach. The captain of the <...> Decided to try a beam on approach, the only other possible way of off loading the tree. During this maneuver however contact was made by the vessel's port quarter against the rig's no.3 column boat fender. The fender cover plate and tyre holder post were set in just above this 67 foot draft. Internal inspection of column showed no visible damage. Damage sustained by <...>:- 1m2 damage to port quarter bulwarrk, 1m 10cm score to port quarter bumper fender. While prep and lifting a equipment container for backload. The subject container started to swivel slowly when at a height of approx 10'. The container struck a samson post which had a fishing tool shuck welded to it, the striking of the post caused the welds to fail. Thus the shuck fell to the deck hitting the deceased. As a result of the injuries the Wind 60 x 70 westerly, 35' seas westerly. Lower marine riser package unlatched. The barge engineer on checking number 1 anchor winch after hearing a noise coming from that area, discovered the cheek plates on number 1 anchor fairlead had spread, resulting on the loss of the wildcat (gypsy). No other damage had been sustained. The <...> Pulled back from <...> Installation with 7 anchors defloyed. Anchor handling vessel on way to remedy intalation. During cargo operations the supply vessel was apparantly overpowered by sea conditions when the vessel stern collided with the caisson 1-s (forward, starboard) of rig. Minimal damage to the installation. Pulling out the hole bt change. A stand of bha consisting of 2 joints 4 3/4 dc's & jars on bottom was racked and unlatched from elevators. Derrickman started pulling back when kelly mandrel on set of jars parted the 2 drill collar above fell through work platform for top drive hitting floor and stopped against drawworks covers, jars fell in a angle resting against a cross member of top drive dolly track. No injury sustained. No equipment damaged apart grating of platform and 4" cross beam. Weather was good,. Winds 35-40 knots The events involving the loss of the installations no 1 chain fairleader and parting of no 8 mooring chain occurred during the adverse period of weather experienced across the uk during the two week period 11th to 22nd january 1993. Very severe weather conditions were being experienced. Thrusters were being controled manually to reduce anchor tensions. A bang was heard + it was obvious that all tension had been lost from no.4 anchor. There was no loss in rig position. All compartments in the vicinity of the fairlead and chain were checked and no damage observed. At 19:55 tension on no 4 dropped to 34 tons. Observed higher mean tension in line no 5. Pulled approx 3m on no 4. Checked tension and ampere reading on electro motor. Conclusion that no 4 line was broken. Weather condition: wsw force 12, sea 12-14 meters. <...>: Oim notified <...> Gangway to be disconnected in half an hours time due to deteriating weather. Gangway control manned by crane operator.: gangway alarm +3,75mtr traffic light to red, about 20 secs gangway reached automatic lifting point and consequently lifted. No previous alarms received. Up to this time maximum recorded gangway movement being +-2 mtr, no tension alarms received. Thrusters running 50%. One person <...> Was in transit across the gwy, to s<...> When gwy lights went to red. Started to heave to stand off position. All personnel accounted for on <...> And <...> In stand off position at 12:15 When setting the gangway down on the <...> Platform landing area the gangway core slided off the area dure to the platform movements and the core and the stairs were damaged. Whilst drilling ahead with 4000 psi mud pump pressure and 50 spm on mud pump no 2. The suction module valve cover ring flange (cyl 3) was jettisoned from the module under pressure due to failure of 11 out of 12 stud bolts. The one remaining stud had stripped the threads from the nut. Stud bolt 12 x 1 1/2 od x 7 7/8 long.



Hook up trolley to bop lifting slings. Removed all personnel from immediate area. Tighten on winches prior to lifting stack, cable parted dropping bop block on top of centre ramps? Nb. Bop had safety lock, will not fall past top ram. The port leg stand by pump was not in use at the time of the incident. Weather was seas 30-35 ft wind speed 75-80 knots. The bottom section of port leg deepwell pump casing 18 5/8 x 35ft broke off at the flange and is lost down the inside of the leg. The deepwell pump and motor was broken as a result. Leaking exhaust of main engine no 4 caused insulation material to smoulder, giving off smoke and fumes which filled the engine room. The fire alarm was sounded and the rig went into fire fighting mode, and changed to emergency power. Shutting down the main engine, and closing off ventilation, ended the smouldering. Supply boat arrived at port side of rig to offload containers. The vessel was some 500' from the rig when the first lift was taken off deck at 09:00 this beacon was being attached to the pipe deck handrail when the port funnel contacted rigs no 7/8 anchor winch cab platform which overhangs some 5' from main deck. At 1600 hrs <...> While recording weather and mooring tension details, watchstander reported that tension on no 7 mooring line had dropped to 14mt from 90mt at noon. Adjacent line tensions had increased and the rig was off location, as indicated by the positioning indicator. Approx 200m mooring line was heaved in but no increase in tension resulted. At 0600hrs on <...> The vessel <...> Commenced recovery operations. The inboard end of the chain was recovered and buoyed off at 1045. Using the rig's permanent chain chaser and a safety shackle, the outboard end of the wire was recovered at 1225, and <...> Reported the failure of the connecting link used to connect the mooring chain. A replacement link was used to join the wire and chain, the operation being completed with mooring tensioned at 1458. 13 3/8' casing was been run. Deck crew were removing 2 joints from the rack which were not included in running list. One of the casing lifting hooks became caught between joints of casing. The ip climbed on top of rack to free the hook and having done so he placed the hook in the joint to be moved. He turned round to climb down from the rack but before he could get down. The joint was picked up by the crane. The joint swung towards him in the direction of the catwalk a shout by the other man working with him to watch out caused him to try and get on the next layer of casing the casing joint struck him on the right leg. The supply vessel was engaged in backloading operations. She was coming in close, stem to, to take cargo onto the forward part of the main deck. The crane boom had been lowered to minimum boom angle and the boat was being positioned to take the load forward of a store of casing at the aft end of the deck. Whilst positioning the boat, the port quarter touched the fenders breaking several of them, damaging the upper fender retaining frame and putting a minor dent in the column shell. No. 4 anchor chain parted whilst heaving up to test tension. Tension at time of parting was 280kips. Amount of chain out was 4268ft. The opv was in full dp and in production at the field. The psv cable carrier had arrived on location at 1500 coming alongside the port side at 1514. Because of the boats congiguration it was not possible to work deck cargo and hoses at the same time so the deck cargo was woked first. During this operation the psv had worked bow to out stern on completion of the deck cargo at 1740 the psv rotated 180 till paralllel and heading in the dame direction. At 1751 the fuel hose was lowered at 1812 and commenced at 1818. At 1940 the psv made the first of three contacts with the port side of the platform. At thus stage the fuel and fw was stopped. The fw hose was disconnected at 1955 and the fuel hose at 2000. The psv was instructed to stand off and investigate cause of position loss. Initial insopection for damage indicated only minor damage to one fender. This was confirmed after a more detailed inspection the following morning. The master of the psv informed that he had not suffered any damage and no personnel were injured. He reported that the loss of position was due to a failure of his joystick control to his rudders. <...> Was attaching slings onto crane hook when the load slipped causing injury to right foot. The load was an awkward mixture of tubular and angle irons Crane operator started to pick up a small tank of chemicals. He was using the whip line of the aft crane. When the tank was only a couple of inches off the deck, the swivel on the headache ball backed off and the load fellto the deck. The ball hit one cross member on the protective cade around the tank before it hit the deck. No one injured. Injured person was on watch as night engineer when a report came in that number 3 shak shaker had quit working. In the process of trouble shooting problem, he discovered that the shaker had no electricity, so he went to the power pannel and checked the breaker. The breaker was still engaged, so he took a multi-tester and tested to see if there was a current to the breaker. At this point the breaker shorted out intrnally and injured person received burns to four fingers on the left hand three on the right. Subject was assisting to change out bail arms on rig floor. A bail had been slung and lifted; as the bail was being manoeuvred it swung and knocked subject off balance. Witness reports indicate that subject injured his arm when he fell onto the rig floor, possibly also tripping over the iron roughneck rails. Weather: wind 190c 8 kts; sea light/variable; baro 1033 mb; temp +6c; overcast and dry



<...> Was instructed to clear modules from worksite around mudpump. Module was lifted using a chain block attached to a trolley beam. The load was moved from the port side of the pump room to the starboard side the module was lowered to a position above scaffold rollers. Whilst positioning the load over the trolley the load fell off the beam where the snatch block struck <...> On the left arm. Operation at time of incident : pull out of hole with 'fish' thrusters were started at 1615 hrs. Tensions of between 300-350 kips were being recorded during squalls, 50% power was used. At 1800 hrs a very strong squall hit the rig. At 1803 hrs high tensions alarmed on no2 and no3 winches. This was followed by a low alarm on no2 which subsequently dropped right down to 10kips. This indicated that the chain had parted and was hanging "up and down". Rogue wave slapped the under upper hull at port and starboard forward after surging up the inside of both forward columns. Shortly afterwards damage to laundry floor also reported, indicating damage to the upper under hull. Steps were taken to rectify malfunctions and assess damage to vessel. See reports for full account. 01.50 anchor no 8 dragging 01.56 anchor wire no 2 parted 2m below <...>. Tension on anchor wire no: 1 400 ton. 02.10 to avoid collision with <...> Quickreleased anchor no, 8,7,6,5 and 1. 02.55 crew burned of anchor wire no 3 and 4. Due to malfunction of quickrelease. 03.00 in pos. 1 mile sse of<...>. Following a routine (annual) change out of the bow crane boom wire the crane was fuction tested by picking up a container, gross weight 6.5 tonnes. The load was swung outboard to funtion test and 'bed in' the new wire. A noise was heard (a bang) and the crane was inspected, no defects were observed. Further tests indicated a problem, however, and the mechanic was called. Folllowing observations it was decided to land the load and as the boom was being raised to slew inboard there was a bang and the boom fell. The operation in progress was the laying down of 6 5/8" drillpipe, pulling joint out mousehole and hoisting it across to vee door for lowering down to catwalk. Failure occurred just after starting to move joint. While the winch was in use the gear box pinion shaft bearing callapsed, this caused the pinion gear to seperate from the shaft bearing/drive gear. When the gears disengaged the winch free falled with the load coming to rest on the derrick/rackin arm stucture and the pin end in the mousehole. No other damage to equipment or injuries to personnel. This incident occurred during oil base mud transfer operation from the supply from the supply vessel. Prior to the operation the transfer hose was pressure tested and visually examined in accordance with company procedures. Transfer line up was confirmed and 3 consecutive soundings were taken to establish and verify a loading rate of c 200 bbl/hr. A watch was maintained. After 2.5 hours the supply vessel advised that suction had been lost and that 900 bbl had been transferred only 284 bbl had been received, however. Subsequent pressure test of the transfer revealed a small (3.5cm) hole. This represented a loss of c 600 bbl of low toxic 51% oil concentrate obm. While pulling bop a kick bar (used to deflect the compensator chain into the chain locker) fell 40 to 50 feet to the drill floor. The bar missed 3 roughnecks by approx 6 feet who were working on the platform The rig welder was using an acetylene tourch to cut off a pipe support bracket above the main deck on the <...> Seperator to assist them in rigging down thier equipment. <...> Personnel broke open a pipe union in the near vicinity. The line was full of water. The water flowed under the area where the welder was working. The water had a thin sheen on top of it from the inside of the pipework "possibly a mixture of oil base mud condensate. The slag from the cutting tourch ignited the liquid. Approximatly a four foot square area. The fire alarm was sounded. All personnel were mustered. Fire team 1 was sent to the scene. The welder had the fire out within a minute with his standby dry powder exstinguisher. Fire team 1 hosed down the area and performed followup checks of the area and surrounding vicinity. There was no damage to personnel or equipment. Inspector was notified by telephone by shore. Inspector gave permission to disturb the area and continue normal work. During backloading m/v <...> The crane operator was lowering a 13 ton load to the m/v appr. 90' when about halfway down he noticed a chafing noise as he continued lowering the load the noise got worse. He stopped lowering the load to the boat with the boom hoist. Inspected the creane and found approximately one third of the main hoist drums left side plate broken. Weather and atmospheric conditions had no part in the incident. The winch was functin tested by two staff and was found to be satisfactory. There was no evidence of any faults while using winch at start of riser running operations. The winch is used to take part of the weight of the main carriage which is used as a guide at beginning of operation. Hthe four tensioners have most of the weight and they operated correctly. As the rcp was lowered out of the hull, the carriage was lowered and the brake re-applied and found to be correct. With rcp safly clear of hull the brake was released and cariage hoisted to be put back in the latches it was then noticed on trying to re-apply brake that it appeared loose and winch walked out slowley. One man held winch inn hoist position whilst latches engaged. At the end of operation unit was investigated, suspecting adjustment required, and the sheared pin on lower end of one band was found.



Whilst testing the heli-deck foam monitors, two main fire pumps were running. The cross-over valve, from the general service system to fire mains, body fractured due to the valve being weakend by corrosion and the top section blew off. This flooded the auxiliary pump room and fwd stbd box-girder alongside engine room. Approx. Seven inches along length from bulkhead forward of engine room workshop to the forward compressor room bulkhead. This resulted in short circuiting accross the bus bars in mcc4 and it tripping off. As a result of this and the flooding of the auxiliary pump room, the three general service pumps lubricating oil purifier, fuel oil purifier, fuel oil transfer pump, portable water pump and rig air compressors were put out of service. 0727 smoke observed emaniating from marine store enterance. Fire alarm sounded immediately. 0730 two caba equiped members entered the compartment carrying a charged fire hose. First inspection indicated low heat on bottom level no flames observed. Heat emanating from coshh locker the doors of which appeared to have beeb blown open. 0750 area declared safe. A subsequent fire watch was kept on the space in case of reignition. 0900 smoke cleared and inspection carried out Watckeeper noticed increased suction pressure on fuel gas compressor cooling water pump. The expansion was vented off and hydrocarbon gas seen to emit. The compressor was shut down and made ready for maintenence. During strip down of the segmented seal two cooling water bore o rings had been disturbed. This would allow gas to pass across a face to face seal and enter the cooling water system. Whilst engaged in light fabrication work sparks from an angle grinder entered an open top waste bin. A large bundle of oil soaked cotton waste which had been placed in the bin ignited. The fire was immediatly extinguished by the designated firewatch with a dry powder extinguisher Whilst doing fire system zone 300 cause and effects. Fault identified on zone 314, coz pushbutton release from bridge not working. Whilst fault tracing in back of matherboard, inadvertantly shorted two terminals with multmeter probe. The operation was in progress on the rig floor was running in the hole with 6 5/8" drill pipe. A stand was being positioned with the upper pie racker. When the racker was stopped one of the racker fell to the rig floor. Subsequent inspection revealed that the two pin retaining bolts had sheared. The accomodation vessel <...> Was in position on the south west corner of <...> With gangway in operation. The wind was from ahead (300deg) and increasing from 35kts to gust 60kts . Whilst adjusting mooring tensions the vessel did not respond to the usual corections and a problem was suspected after heaving on 30ft on n02 line with no immediate effect noticed in gangway position or increased tension. Gangway setting was adjusted to zero uning other chains and construction personnel ordered back to <...>. Gangway was then lifted propulsion started to reduce tension on n01 line vessel winched off to stand off position and confirmed that n02 line was not holding tension. While pulling out of the hole the driller was lowering the blocks in anticipation of racking a stand of 65/8 hwdp when the driller attempted to apply the brake to stop the blocks/pipe in the proper position, the forward brake band of the drawworks drum parted at the inboard weld point above the pin clevis plate.the blocks descended gradually picking up speed, but by no means free fell. The blocks and top drive came to rest on top of the joint of heavyweight that was secured in the slips and atop the racking arm which was in that position. With minimal braking control (only 1 band) the drawworks drum ran out at a high speed and the drill line reeled off uncontrolled, when the drilling line came to the dead man it parted about 10 feet from the dead man due to the shockload. Full survey by cmde and vendor personnel was carried out on top drive, guides, dorry rollers, drawworks and related equipment prior to putting back in service. The brake band was replaced with onboard spare and a new drilling line was installed, the racking arm was taken out of service for repair and a new pipe handler on the top drive is to be installed. No personnel were injured. The incident occured during moderate weather conditions. Crew were preparing to run drill pipe, member of staff was carrying slips to rotary table. The slips fell over injuring persons left foot. At 10:05 the supply vessel <...> Was alongside to discharge oil base mud (obm). The supply vessel was set against the port forward chord of the bow leg by an easterly current of c. 0.6 kts. There was no visible damage to the bow leg. Slight damage to the vessel starboard rub rail. Weather: wind wsw @ 25-30 kts; seas 8-10' @ 6 secs; vis 8-10 n.m. While paying out anchor chain with approx 1000in out the operator losto control of the breaking field on windlose no.5 d79 motor.at this time the motor began to run away. The operator began applying the air operatd manual brake.by the time the brake was applied the motor had already com apart internally.the inspection covers were blown off this letting debri from inside be scattered in general area.approx 75in radius Operation was backloading completion tubing racks. The racks were out of sight of the crane and the roustabout <...> Was using a hand held radio and acting as banksman/slinger. The tubing racks are designed to be 'stacked and were stacked two high. After hooking on the top tubing rack and requesting the crane operator to lift, it appears that <...> Leaned over the top rack to check the lifting slings. As he did so one of the slings caught under the bottom rack and the racks toppled over and trapped <...> Against a tank.



<...> Platform through <...> Well testing equipment, the fluids flowing from the well were dry gas, water, sand and abrasive drilling fluids, cutting the 90 elbow to the <...> Flare boom. Thus causing a minor hydrcarbon release on the starboard main deck of <...>, Near the welding shoip, the well was immediately shut in and the 4" 90 elbow was replaced. No damage was sustained. The wind blowing from the south east at 20 knots, the wave action was from the south east at 1-2 metres. This was a high noise area due to the v4enting & flaring of gas lighting was adequate and the air temperature was 4 c. The gangway waslifted automatically at 5.5m due to effect of unnusually large wave out of sequence with prevailing sea. Whilst the stand complete with the housing joint was being racked back in the derrick with the support of the upper and lower racking arms the rig rolled, causing the housing to slip out of the lower racking arm bending the 5" drill pipe, thus jumping out of the upper arm and then the stand fell out of the v door onto the pipe deck. The wellhead housing and drill pipe was picked up again with two tuggers and manual elevators drill pipe replaced and wellhead inspected. Starboard crane was making lift from stb aft 100' level to main deck injured party was guiding whip line through deck hatch when lightenting struck the rig witness states he saw lightning strike derrick and travel down toward\ the sea injured party received elictrical shock from crane wire he was holding and collapsed to the deck no damage to derrick and crane structure found a heavy hail squall passed through rig location at time of incident Plant had been in production for approx. 13 hrs.on two wells and bringing on a third. Operations technician spotted leak starting from pipeline on main deck and reported it to the control room, supervisor checked out leak and ordered manual shutdown and blowdowd of plant, fire team in attendance blanketed spill with foam, oil cleared to drains and pumped to lp seperator. The line involved was the export pump rescycle, loacal isolations had been caried out to minimise leakage. Damage was 1/4 dia hole caused by corrosion under insulation. Decision was made not to sound the genral alarm. All relivant personnel already in area and all others in safe area (accommodation) A drill bit was being lowered from the drillfloor in its transportation box. The box was slung by its handles and was being lowered using a tugger winch. The base of the box seperated from the body of the box allowing the drill bit to fall face down the v door and along the catwalk rousabout<...> Who was on the catwalk tried to out run the progress of the drill bit and was struck a glancing blow to the left foot. Weather conditions very good. 6-7kt wind speed. Sea conditions sig wave height 1.3m. Movement 0.25m. West crane lifting unit (2.5tns) from small external platform on the drilling derrick to lower to the weather deck. Ip on the platform to connect up lifting gear on unit onto crane and guide crane driver. Ip instructed crane driver to lift. During the lift (approx. 2ft off the platform) the load swung to the left trapping and injuring the ip whose escape was obstructed by an empty drum and scaffold tubes. Under taking routine maintenance on windlasses (greasing) due to operational error, rotated driveshaft, with clutch to no.7 engaged, against chainstopper, causing bolts holding bearings on cablelifter shaft to fracture on both sides. Cablefitter was ripped off the mainframe by the force of anchortension, 94 tons. The drop in tension caused rig to cahnege position and gangway telescoping 1.5m towards tiffany where gangway was landed. Weather at time of incident: nw 8-10 knts. Sea 1-2m. Whilst circulating the well clean at t.d. The driller was reaming down a stand, he thought that the drill stain was a single joint and a half (approx. 45') off bottom when in fact it was 15' off bottom. The phone rang and the driller answered it. The driller lost concentration, and comming down to fast, hit the bottom of the hole which resulted in the top joint of drill pipe in the stana bending, buckling and then shearing just below the top drives wind : 340 x 28 knots seas : 340 x 9' x 6 secs baro : 1017.2 mo temp : 4.6 deg c While tripping 5" drill pipe in to the hole, employer made up a stand with the iron roughneck then retracted the roughneck. As he bent over to assist in pulling the slips, the retract extended and trapped employers head between the iron roughneck and the drill pipe. Whilst picking up half-height from supply vessel <...>, Boom-line parted causing load to drop on deck, and boom to fall vertically down hull. The load was 7 tons and approx. 30ft. From ship's deck. The boom angle was approx. 57 degs, and radius +/- 65ft. Weather at time of incident: wind 10-15 knots easterly. All sections of boom appear badly damaged. Right hand area of foot section of boom around pivot pin burst open. Travelling block landed on supply vessel deck, and wires had to be cut to release vessel. While removing cooper oil tools control hose reel from the rig floor, one of the open link lifting rings on trespreaders parted, letting the hose reel fall 3ft to the rig floor 9weight of hose reel 4.8 t). <...> Lifted a metal framework using a chain block on runway beam. Whilst cleaning area underneath lift, framework detached from hook and fell on hand vessel motion was minimal, good lighting, medium noise level. A sheen was observed in calm conditions. A spot of oil was observed coming to the surface. This was continually watched and is estimated at 4-20 litres/day. A pressure test was carried out on the pieline which confirmed there was a leak.



Due to a defective gearbox <...>; Was positioned on the helideck run off area. A <...> Maintainance team was sent out to carry out a gearbox change. The gearbox sliding cowling was removed (approx 75kg) and placed aft of the aircraft (unsecured). At 1425 <...> Was due to land on the<...>. The h.l.o. Informed the maintainance team of the aircraft's approach. On request 49e was granted deck clearance the cowl (made of fibreglass) to lift and fall some 15 feet to the 300 dk access. No personnel were in this area at the time of the incident. After removal of coiled tubing from the test stringan attempt was made to open the lubricator valve and continue with the drill valve test. Investigation proved that the valve would not open ie. Had failed in the closed position. This failure required a disconnection from the sub-sea tree and pulling of the landing string to replace the failed valve. Whilst performing pressure test on <...> Completion string through top drive to 5000 psi (after 3 minutes) the 2' bull plug on top of the gooseneck swivel failed.it blew out struck the underside of the travelling block hook and fell to the rig floor. The rigs h.p testing procedure was being strictly adhered to and there were no injuries. The weather was windy and fine. Whilst working on the lower platform of the bop transporter assisting with bop operations, ip was struck on the right forearm by a 10t. Shackle connected into and eye of a 5t. Wire rope sling which had fallen from the top of the transporter ladder. A height of approx. 40 ft where it had apparently been laying loose and its position was disturbed when a roughneck had climbed almost to the top of the ladder Wireline lubricator set on well <...> And in use on the drill floor. Wellserv operators attempting to pull plug, and downhole at the time. 3/16" wire in use and requires use of a grease head to contain well pressure (2000psi). The grease head pressure is maintained at approx 500 psi above wellhead pressure using a small pneumatic pump taking suction from a drum of polybutyl grease. The contents of the drum (previously used and 3/4 full) was dipped to inspect prior to use, and appeared to be ok. However was contaminated and during pumping some liquid could have been pumped up dand seal pressure lost. Ship was positioned alongside stb side of rig. Discharge of drill collars was started. On taking weight to lift pipe from deck an object was seen to fall from crane jib to the ships deck. Deck crew were positioned inside safety barrier. Object landed 15-20 feet from them. V/l was rolling easily in low n'ly swell wind was light nnw'ly. Visibility 1/4 to 1/2 n.mile. While conducting proof load test on<...> 10,000 lb compensating winch for dive bell.(to be witnessed by <...>). The drum flange failed causing the wire to spill off and snag up.no one was hurt. F.r.c being tested by 3 man crew from standby boat <...>. F.r.c collided with pendant (anchor) wires starboard aft of m.o.d.u. Installation causing damage to f.r.c and two men overboard. All 3 members sustained minor injury and/or simple fractures. F.r.c crew picked up by 2nd f.r.c from cam viper and transferred to m.o.d.u for helicopter transport to <...> Hospital. During the day a <...> Pilot reported an oil spill about 4 miles south of the rig. Reported to the oim. Operation:- running wireline cutter. Ip was operating no 2 (stbd) pod line tugger while the wireline cutter was being lowered through the moonpool, a loose turn of tugger wire became fouled in the tugger wire spooling arm causing the winch guard, to which the spooling arm is attached, to lift upwards striking ip on his upper arm (r) and jaw. Number 3 thruster deselected due to rotation failure (just kept going). Found electrical fault, repaired, tested, ok. 14:53 selected thruster 1. 15:00 number 3 thruster deselected due to rotation failure (just kept going). Friday/saturday – found electrical fault, repaired, tested ok. 12:00-13:00 – lifting gangway proposed to test further.



In the morning a task was issued, the routine greasing and testing of the gangway alarms. Prior to commencing the testing of alarms one employess informed the chief officer, that he was about to do these tests. The chief officer then switched the gangway lights to red and issued a p.a. that the gangway was now closed. The two men now proceeded to the gangway, informed the gangway controller of their intentions and commenced the routine. This routine involves testing of the gangway alarms. This is achieved by passing a magnet over the ist two alarm positions i.e. the 3 and 4.5 metre alarm points. Starting at 3 metre point one employee passed the magnet over the 1st two (correct) postitions and then, without thinking, carried on to place the magnet over the 6 metre (auto-lift) position. As soon as the magnet was passed ober this position the gang way lifted automatically. Realising his mistake he rushed into the driving cabin and switched the safety switch to "manual" which immediately stopped the lifting. He was then advised to contact the wheelhouse and inform of the autolift. This he did by saying over the radio to the chief officer that "the gangway was up". The chief officer answered "the alarm testing is completed i will switch gangway back to green. The gangway light was then switched to green. At this point the employee realised that the message was misunderstood and immediately ran down to the wheelhouse and informed the chief officer the gangway had autolifted. The traffic light was immediately set to red and a p.a. announced that the gangway was closed. The chief officer then proceeded to the gangway, took command and after assessing that it was safe to do so relanded the gangway. After the incident it became apparent that just prior to the autolift 4 personnel had crossed the gangway. These 4 personnel had only taken a few steps off the gangway when it autolifted. Upon investigation these 4 personnel admitted to hearing bell going off while transiting the gangway , but did not register them as alarm bells. The bells these personnel heard would have benn the 3 or 4.5 metre alarms. Again from subsequent investigation it is apparent that these men were on the gangway in violation of a red traffic light. Although the gangway controller was informed that testing was to take place on the gangway, at no time was he informed that the gangway was to be closed . As a result at the outset of the operation the chain barrier was not put across the gangway access. This explains how the 4 men gained access to the gangway. Whilst heaving in no.1 anchor chain assisted by a/h vessel <...>. The rig had recovered som 900m of chain and there was 400m still being recovered. The chain suddenly started to run out gathering speed. The static brake was applied but to no avail, the whole of the chain ran out of the locker to the seabed including the leader chain. <...> Retained the anchor and the other end of the chain. On sidescan, deployed at the time, the chain was seen to be on the seabed some 38m from the nearest wellhead. Weather conditions were good with light airs and rippled sea. Superficial damage was sustained by the windlass around the lead guard rails. The indicator light in the control cabin indicated that the windlass was in gear. Drill crew preparing to skid the rig floor transversely. The rig welder was cutting the flow line, a fire watch was posted with him. When the hose connecting the choke manifold and gas buster was knocked loose and laid on the deck, fluid ran out of the hose onto the wing deck and down a beam to where the welder was working, which ignited the liquid that turned out to be mixed seawater and methanol. The test rod was installed in the <...> Wire line bop and the upper rams closed. Pressure was applied from the upper skid to 10,000 psi below the rams. Approx 1 minute into the 15 minute test, the rod blew out of the bop and landed approx 5 yards away by the wireline unit. The bottom of the first rod had sheared where it had been doubled over and the rod itself was bent. During the offloading of the supply vessel alongside starboard side the bowthruster failed. Whilst trying to pull clear of the rig the port side of the supply vessel hit the bow of the rig causing 3 dents on the starboard bow. Refer to separate report. Whilst securing no.8 anchor chain to work on fairleader the securing sling broke due to lateral movement of the chain shock loading the sling. The chain moved across the anchor rack striking the injured person and injuring his right leg. During routine greasings of lifeboat falls, which involved the lowering and recovery of no 2 boat, the brakes failed to hold the boat when applied at an approximate height of 4/5 meters above the water line, allowing the vessel to become waterboarn. On becoming waterboarn the forward, retaining pin at the top of the connecting chain sheared allowing the forward end of the boat to drift free of the falls. The stand-by v/l <...> Was called to lend assistance with their f.r.c. F.r.c. Placed one man on board l/boat 2, to reconnect the chain to the falls, this was successful at 1st attempt. The lower ring connecting the after falls to the lifeboat came free, allowing the after end to drift free (nb. The release mechanism did not fail) after the falls successfully reconnected. F.r.c recovers his person. Lifeboat recovered to deck level. Brakes now holdin. <...> Informed. F.r.c. Released back to <...>. Lifeboat 2 secured on hang off falls.



A project team on board were to lay a clump weight on the sea bed. In order to reach the sea bed a spare crane wire was used and a temporary eye made in the end in order to lower the weight. The weight to be lifted was 5 tons using a wire with s.w.l. Of 14.4 tons. Due to the relatively small weight only three sulldog clamps were used. Prior to the job taking place the crane crew changed and the information that the joint had nott been tested was not passed on to the relief crew. The weight was lowered over the side after the rigging was inspected by the project leader and an attempt was made to reach the sea-bed. The wire was too short and it was decided to recover the clump weight and extend the wire. As the weight broke surface the eye pulled through the grips, allowing the weight to fall to the sea bed. Operation: transfer of trip tank to pits over shale shakers. Attendant roughneck called away to another task. No.2 shale shaker tripped, obm flowed over shaker down the cuttings chute to the sea. During the lowering of the xmas tree assembly, uneven travel of the hoist wires allowed the lifting beam to come out of the horizonal attitude. When the load was applied to the lifting eyes, all the load came on the lower eye causing it to bend, dislodging the insert and cracking the lug material When lifting rubbish skip of 2.5 tonnes weight castellated nut on threaded shank securing hook to swivel, pulled off. This caused skip to fall approximately 2 feet. No injury sustained to personnel. While burning with oxy-acethylene it would appear that a small leak in the oxygen hose enriched. The area around the welders hand which ignited with a pop. The welders gauntlet (new) was scorched and the heat had penetrated to give a slight burn to the hand between the thumb and fore finger. During offloading of 15ft hammer from supply vessel all power was lost to crane. Boom brake was noticed to 'creep' slightly. The crane had been in constant use for 17 hours prior to lift At 17:48 on <...> The standby vessel <...> Was manoeuvring alongside the installation in order to transfer a sick crewman. The vessel struck the port forward chord of the bow leg at c.151' level causing slight burring to a rack tooth. The vessel was holed above the water line (no.5 fresh water tank); continued normal operations. Weather: wind 15-20 kts @ 235 degrees; seas 1.5-2.0m @ 6 secs; current easterly at 0.1-0.3 kts; vis. 6nm. On <...> A production test for <...> Was in progress. Well no <...>. During the test on six occasions we experienced wash outs on various pieces of test equipment caused by sand. Our standard dst hook up has recently been changed to have 6" lines to the burner booms instead of 4". This plus the large amounts of sand produced from a barefoot completion gave a much greater erosion rates than expected in the smaller pipework downstream of the choke manifold. The drive belt on the port a/c compressor failed - some wrapped around the drive shaft- generating a large of smoke, within the area. All personnel were mustered at emergency stations. Upon investigation by the ba party it was confirmed there was no fire, but the failure of the drive belts had generated the smoke. Once established there was no fire or injury ventillation was resumed on the accommodation and when deemed clear personnel were allowed to return to their cabins. A pin fell on to the drill floor. All operations were stopped immediately and an inspection of the derrick and d.d.m. Carried out. The pin was discovered to have fallen from the elbow on one of the link tilt arms. The test seperator was bought on line after a long period of maintenance down time. The xxv water off teke valve was incorrectly left in the open position allowing the raw crude oil to enter the water effluent treatment unit. The effluent unit was unable to cope with the raw crude oil and a water/crude mixture was discharged into the sea. Estimated discharge was approx. 110 lit.. Damage was limited to contamination of the effluent treatment unit and sea pollution. The sea state was 2-3 choppy. Wave action aided by the field support vessel dispersed and brake up the pollution within 2 hours of the incident. Coiled tubing parted while pulling out of hole. Loud venting of nitrogen. A bundle of drill pipe had been opened up on pipe deck and wire slings removed. The bundle had opened unevenly and some joints of pipe were overlapping layed out drill collers. When attempting to clear the joints of drill pipe by rolling them of the collers, a joint rolled off and trapped the man's right hand against another joint of drill pipe causing the middle finger to be crushed and burst open along it's inner length. Weather conditions at the time were calm and dry with a slight sea state being experienced. Artificial lighting on pipe deck at the time of the accident was good. Air temp. Was approx. 10 degrees c. The relief valve on number to riser tensioner sheared off at the connection.



12 each 1 1/2''x3'' cap screws in the balljoint on top of the bop (subsurface) failed under a tension of 137,000 lbs. The balljoint was part of a normal marine riser set up, consisting of bop lmrp (including balljoint), 442 ft of riser and slipjoint with 6 risertensioners. When the bolts failed, the riser tension pulled the slipjoint and riser up, closing the slipjoint. No personnel was in the moonpool area and the riser tensioners area no damage was caused to the riser or slipjoint. Damaged are both kickout subs of the choke and kill lines on the lmrp (they will be replaced) and possibly the choke and kill jumperhoses (will also be replaced). The well has 20'' casing in place and was cemented. Actually it was predrilled by another rig in <...>. Reentered it. At the time of the accident the maintenace and troubleshooting on the topdrive was done prior to the start of drilling operations. All control of bop functions was maintained.. After a loss of rig power it became necessary to shut down the well to prevent heat damage after cooling water stopped.the emergency shutdown button was pushed in two different locations and failed to close the valve. Well closed in at choke manifold The supply vessel wasput to standby due to helicopters arrival. Vessel was positioned off stbd. Side off rig. Vessel moved ahead and developed a fault with joystick operation, causing vessel to go astern and hit caisson/stbd. Damage to rig is a 18" indentation 20ft high by 18ft wide there is a split 29" long by 2" wide at 75 ft line. Internal stiffners have been bent and cracked. Weather condition rain squalls wind - 24 - 28 kts nnw gust 32. Seas - 9 - 12 nnw 7 sec. Current - 2 kts 032. While transferring nitrogen tanks from deck to in-field transfer vessel the master stated that his vessel had made contact with our starboard centre column. The master later said that his loss of position had been caused by failure of a steering motor. Damage sustained to the forward corner of sponson fitted to starboard centr column, at a height about 15.0metre above keel. No loss of watertight integrity. While making a connection during tripping into the hole the drill string turned, turning the powe slips which trapped ips left foot between slips and iron roughneck rails. Connection made using iron roughneck. String turned while torqing up connection bottom clamp on r/n failed to prevent string turning. Rotary brake was off. During preliminary checks, prior to simultanious activities commencing after a total shut in of <...> Production. A gas leak was reported by the on shift <...> Production operator at 19:30 hrs. All drilling operations were suspended and the production manifold vented. It was acertained that the stem actuator seals on the hydraulic wing valve on slot 1-a9 had failed. Operations were suspended until the production manifold was vented down completely. Work re-commenced at 2300 hrs. Just finished taking on base oil, when pump was shut off, hose went slack and it sucked into prop of <...>. <...> Pulled away, pulling oil hose away from pipeing of rig. Pump was off and valves shut at this time, it was estimated that 1bbl. Or less of base oil was lost in the sea. Base oil was clairsol 359-m low toxic type. <...> Returned to base to get divers to free hose. Weather drizzle wind 12-n seas mod. 3-4 A container was being lifted from the fsu forward from the fsu forward starboard deck by the <...>. The <...> Crane was connected to a container with sufficient slack in the crane wire to allow for differential vessel movement. As <...> Turned his back to walk away from the load, the belly in the slack wire swung around, hitting <...> Across the back. The impact pushed him across the deck (approx 3 meters) into the bulwark which he hit before falling onto his back. <...> Taken out to <...> For demonstration purposes. Reps from <...> Is currently positioned at a 'stack' location 600 yards from shore offshore <...> And at request of <...>.was being used for test and demonstration of <...> Emergency evacuation device. <...> Engineers had successfullu used the device in the morning, evacuating into the <...> Inflatable pontoon. In the afternoon volunteers were given the opportunity to try out the device. <...> Was the second volunteer, descended too rapidly and sruck side of pontoon on landing. Weather : wind 15mph; sea 2-3 feet; intermittent shower On <...>, At 13:30, the rig operation was drilling ahead with turbine at 3900psi pump pressure. Hose under cantilever from main deck to rig floor failed. The pump was immediately shut down. It was estimated that 1 1/2 barrels of oil base mud was lost to the sea. While conducting normal cargo operations (offloading) of containerized items - <...> (ip) had hooked the rigs crane onto a container and then moved away to shelter between 2 unlashed containers on the deck approx 1/3 of the distance from the stern roller. At this time a wave broke over the stern roller and shifted one of the containers and pinned his left wrist/arm. Wind at the time of the incident was 000o 35/40kts, sea state was combined 10-12 ft 8sec period. Moderate daylight. Two men were handling some cargo on the foredeck. The crane on the fixed installation was part of the operation. When finishing the job, and the cranedriver pulled up his cargohook, the hook catched on to one raft davit (the one most to the stb.side) and pulled it loose from its baseplate. The davit is damaged and taken out of service. The rafts may preliminary be handled by the next davit. Closer investigation and repair of the davit will take place at the first opportunity. During off loading boat using whip line, hook of main deck block fell down. Main block was in raised position since it was not used at time of incident.



Port crane used to offwad supply vessel <...> Changed back from using heavy lift block to whip line. Crane op becomes aware of problem to run out whip line goes to winch room and discovered several riding turns and slack wire calls deck crew for assisstance and proceeds to manually respool excess wire back onto drum. After several minutes while working with the assisstance of the deck crew the wire suddenly regained full tension. And trapped the crane ops hand causing severe injury A routine inspection of anchor chain fairleads ability to turn was on- going.the turret was parked with mechanic breaks on the vessel turret was then turned approx 18deg to starboard by use of the vessel side thrusters to inspect the fairleads ability to swing.after approx 15min the turret,without warning,swung quickly 18 deg to port. No injuries of personnel or equipment damage,but could have caused per- sonnel injuries. While in the process of removing perforating gun 5 from the surface tree the clamp used to lift the perforating gun momentarily caught the lubricating assembly,the lubricator then fell some 10ft to the ledge on the surface tree,pushing the dresser wireline hand to the side as it fell. The lubricator was secured and pulled clear from surface tree and laid out along with the perforation gun.upon inspection the lifting assembly was found to freed itself from the lifting arm for the lubricator which allowed it to fall.the assembly had been inspected by myself prior to installation and the shackle that came free had a fixing on it to prvent the shackle coming apart.the bridle used to lift the lubricator was 3ton sling shackled at side to a two end lifting arm.one shackle was a two part type with a tie wrap to make it fast.the other (which came free) was a three part type with a pin through the shackle pin to make it fast (on closer inspection the safety pin was found to be the type used to secure air line couplings).weather was minimal with a heave of 6 to 9 inches.the operation had been ongoing for two days in which regular inspections of lifting eqipment had taken place by s/f and dresser personnel During tripping, the bearing cover for the forward, aft bogie assembly on racking arm fell onto drill floor cover weight 1.5kg. A wireline toolstring being made up to bottom hole sampling tools. The quick disconect between the sampling tools and the slick line running string disconected when the string was picked up trapping/pinching right index finger of the person when he was about to take off sampling tools safety clamp. Whilst welding pipe supports in area designated for hot work on main deck one of the weldersnoticed flames coming out of corner of adjacent skip. The welder headed towards the nearest fire hose box and one <...> Employee arrived and assisted him to put out the fire A <...> Cement head had been lifted down from the drill floor by the stbd crane using a lifting cap. The tool was initially landed on the stbd heli-deck adjacent to its baket for reslinging and laying in the basket. Whilst still slung by the lifting cap the tool's position was adjusted to ensure it was laid flat on the deck, whereby the cement head swung against the basket causing the open lid to fall to the closed position and land on <...>'s right hand which was resting on the basket framework at the time. The hinged lid of the basket was initially opened fully albeit to only a small degree beyond the vertical, owing to a length of restraining chain fitted from the basket frame to the lid Man riding winch cable became caught in the top drive mechanism as the top drive was lowered resulting in apox 50' of steel wire falling to floor. During backloading of half height container onto supply vessel <...>; Crane operator was attempting to manoeuvre load into required position on vessel deck when deckhand came out of 'safe' area to push container. Vessel moved forward resulting in load moving aft and deckhand was trapped between container and crash barrier as he attempted to get out of the way. Whilst testing the main lift umbilical and 'a' frame, the webbing sling used for lifting parted resulting in the load cell and water bag dropping and sinking into the harbour. A two ton snl webbing sling was being used, this had been removed from a compactor bag used for storing drill pipe protectors by the tester. <...>. The load indicated on the load cell at the time of incident was reported as 3.7t. The expected load to be used was 4.0t. The test engineer considered that if the sling was doubled it would be sufficient for the lift. During anchor recovery operations to leave block <...>, No 3 anchor chain parted at 3947. At the time of failure the vessel was lying to four primary anchors, no's 2, 3, 6 and 7. No 4 and 8 anchors had been recovered no5 was being racked and no1 anchor had been lifted off bottom and was being hauled in. There was minimal weight on no1 and 5 anchor chains. Rig thrusters were off at 0606 a high tension alarm of 300 kips on no no6 anchor was reported. At 0607 a high tension alarm of 356 kips on no3 anchor was recorded followed immediately by a low tension alarm of 48 kips as no3 anchor chain paarted. No3 anchor chain was reconnected. No3 anchor and chain being retrieved during rig move. No3 anchor was on shippers deck, once only 625' chain lift out from rig chain locker, anchor was reconnected to deck of shipper, which on rig at this time was stoppedand brake on. Shipper then measured to attempt to move anchor from his deck to stem roller at this time he put on exessive weight which made whole of 625' of chain rise out of water and lie horizontal from fairleadto boat, also anchor re-connected jumped on his deck at this precise momment the chain link positioned at curvature of fairlead broke. No pieces of chain . Shoke wave and position of link is fairlead led to incident. No damage or injury was sustained from this incident.



1.5 tonne swl nitchi pull lift was being used to change out hang off slings on starboard towing wire pennant. Weight was taken on pull lift sling changed out. When the direction lever was pulled to the down position the hoist ran out immediately without touching the handle, until the hang off strop took the weight, no injuries were incurred. Operation was build up period for measuring shut-in well preasure. Dead weight teater in use hard pipe to manifpld. Dwt fell off the box on which it was sitting nipple slackened - gas release manual esd. High preasure well - 11000psi During the final stowage of the bunker flexible fuel hose with one end lashed ti handrail and the outboard end on walkway deck, the crane block connecting the pennant to this end started to swing. The deck foreman was attempting to disconnect the pennant from the hook and at this time the sudden and uncontrolled movement of the crane block caused the pennant to take the weight and trap the deck foremans leg against the hand-rail causing crushing injury to his ankle. Weather conditions were fair with good lighting on deck. 20' x 10' 8 ton annadrill logging container moved (with vessel motion) moved from starboard side to port side, impacted on barrier/skip with vessel movement slid back to starboard and impacted against starboard barrier. Sea conditions 6 - 8ft. Wind 22 - 24 knts. Boat had been alongside rig for approx 5 hours with no problems. Cargo had been ready for offloading and stood unlashed. Sudden movement of vessel caused the movement. No other cargo had been moved and after container had ceased moving it was secured. Whilst racking back a couble of drill pipe into the rathole, two men were assisting manoevuring the pipe which was suspended in the ddm operated by the driller. The end of the pipe did not enter the sock cleanly - catching on the edge. This caused the rathole (located in a transverse slot) to spring out of the way. At the same instant the drill pipe kicked in a forward direction hitting <...> In the eroin and knocking <...> To the floor where he fell awkwardly. Wx:- wind 16-20 kts from 180 degrees, sea ht max 2.5m, air temp 5.7 degrees centigrade, lighting artificial. Operations at time of accident:- tripping out of the hole prior to logging. The relief valve in question had been removed for re-certification during a recent sry-dock/repair period. Owing to the open ended nature of hp and lp flare system a service leak test has to be carried out at some point and as only oneflange is involved the one in question was to be service tested. Shortly after first production start up the flange was found to be leaking. Discovery made byhand held gas meters (normal start up procedure). The plant having been shutdown. Depressurised and purged with nitrogen an investigation was carried out into the cause of the leak. It was determined that an incorrectly sized gasket had been fitted so not sealing around full face. Operation in progress was picking up 10" drill collars. A drill collar had been lifted into the rig floor area by crane and was latched to the elevators. One of the floormen was assisting to guide the collar; as the collar was latched into the elevators it turned and trapped the floormans fingers between the collar and lifting sling. Weather : wind se @ 20-22 kts; temp 5c; light good; overcast and fair After deploying anchors on location and attempting to pretension same, number 5 anchor parted at main shackle with approx 180 tonnes load. This was not ascertained until 23:20hrs on the <...> When weather conditions allowed anchor handling vessel to operate. Prevailing weather: 49 knots gusting 59 from 140 degrees sea state hs 7.4m. Loss of tension noted and investigated by <...>. No tension apparent on a1 mooring wire at winch location. Unable to restore tension . Symptoms suggesting that wire may have parted. Tension adjusted on adjacent anchor wires to compensate and maintain installation in normal location over subsea template. Production shutdown and all systems secured. All external authorities advised and updated on our situation. At 16:55 hrs the control room operator reported to baremasterthat the tension on no.6 chain has fallen from 100t to around 65tons and the tension on no.1 has reduced slightly. Riser was noted to be off course in moonpool. At 18:30hrs oim was informed that the bargemaster was of the opinion that anchor was slipping or chain broken. Nos. 2and 3 lee anchors were slacked down. Weather at the time of the incident was windy 160 41-49kts max wave ht 11m. The weather was deteriorating. 19:25 rig up 5ft and propulsion but on astbro to reduce wt on no.5 chain. Drin floor preparing to unlatch. 20:20 unlatched. U/l waiting out wk. Uv detectors alarmed in the gas turbine enclosure. Visual inspection showed fire in lagging adjacent to the turbine exhaust. Manual shutdown was instigated and the platform went to "red alert" status with the crew mustered to their lifeboat stations. The fire was extinguished. The crew were mustered down. Wind gusts to 40 knots, wave height 4 meters to 5 meters. While conducting cargo operation (which included deck cargo and fuel oil transfer) the starboard crane had just picked up a container off of the <...>. The crane then cut out with the container haning about 8' off the deck. The <...> Began to heave excessively due to a large heavy sea under the rig and the container repeatedly smashed the vessels other cargo bulwarks and haudrauls and the fuel oil transfer connection on the port side of the <...>. The crane was restarted and the load lifted away to safety. Furling was secured and the rigs fitting changed out. Struck/crushed by pipe/valve falling approx 11" on l.m.r.p. Against mini connector bucket.



Cement tagged at 1489 ft, drill ahead with the sea water. Cement drilled to 1540ftfr from 1930 to 2230hrs. The decided to displace to obm. Displacement commenced at 2230 hrs while drilling. Over 30 mins a further 12ft was drilled. After pumping 816bbls pumping was stopped due to no mud returns. The system was checked and it was discovered that the water line to the booms was still hooked up to the pumps. The pop offs on the line at the boom mabifold had gone offcausing mud to be pumped over the side. The <...> Coconnection from the discharge line was disconnected and blanked off and displacement started. When the mud returns were back at the shakers pumping was stopped and volumes checked it was found that 617bbls had been pumped over the side. Waether at the time was wind 270 x 25/35kts, seas wave 270 x 6 ft swell 300 x 12 ft.r overcast rain showers. At daylight a very light sheen was observed downwind of the rig for approx 100 meters. 1 stand of 3 1/8 drill collar which was racked conventionally in the upper finger board broke free of its rope securing. This allowed the pipe to belly out to the extent that it slipped through the top fingers. The stand fell diagonally across the derrick towards the dog house. When it came into contact with the other side of the derrick the belly in the pipe increased until the 2 7/8 pac tool joint between the lower and middle joints broke. The double dropped vertically initially, landing near the dog house prior to toppling aft over the closed sliding doors of the 'v' door. The single fell towards the dog house striking the roof with the tool joint, bouncing off and landing on the floor adjacent to the rotory table. At the time a roughneck was using the iron rough neck to make up a stand of 3 1/2 in the rotary table. He jumped clear and ran behind the draw works as soon as the pipe started across the derrick. He knew the potential of the tool joint failure in drill collars. All areas were inspected f Test tensioning of anchors commenced at o754hrs after deployment.done in opposing pairs,no.3 and no.7 acheived test tension at 0915hrs and this was held until 0942hrs when they were to be slacked off to a working tension of around 130 tonnes.in the process of slacking back tension,no7 tension dropped off commpletely indicating a possible chain failures close to the rig. Weather at time of incident:wind 22-25 kts 200 seas 8 swell 200 heave 2-3 pitch 1/2-3/4 roll 1/4 – 1 air temp 5-6c sea temp 8.1 rig heading 340 No2 anchor chain lost tension. Tension at the time of failure approx 250kips. No2 anchor brg 293 degrees x 3569'. Failure subsequently identified as a failed baldt joining link at 2500 from the anchor. While running in hole to cut 13 3/8" casing with a cutter and spear assembley on 5" drill pipe the casing spear became prematurley engaged in the 13 3/8" casing wall while the marine swivel was 20 meters above the wellhead. The effect of this was to transmit heave force from the rig to the ddm, heave at this time was 4-5feet. The ddm was stabbed into the dp stand at the time and in the process of being screwed in while the dp was held in place in the slips, the force travelling upwards through the dp caused the slips to be thrown 12 feet across the drill floor and the dp and cutter assembley to fall 20 meters landing on the wellhead. The extent of ddm damage remaining to be determined at this time. <...> Super puma helicopter <...> Simultaneous engine failure whilst at hover 10' above <...> Helideck with 16 pax onboard. Full investigation to be carried out by the air accident investigation bureau (aaib). Back loading vessel in generally goo weather conditions. Crane was hooked onto cargo basket and signal given to lift before plumbing jib over lift on lifting basket swung trapping injured between basket and deck samson post. Crane driver could not see lift and a banksman was in use. Injured party was standing between lift and bay of drill collars.. 1. Crane could have been plumbed before lifting. 2. Injured party should have been standing in a safe position. Whilst m/v <...> Was discharging, backloading at the rig wave action caught the vessel and carried it into the port leg. No damage was caused to the rig. M/v <...> Sustained superfisial damage to her stern bumper and slight teeth marks to stern of hull. Watertight integrity maintained. During plug and abandon operations the casing when cut was followed by a bubble of gas. Gas was released causing the alarms to sound. Mud was evacuated from the drilling riser pushing rotary bushings out of the rotary table. Personnel mustered. During second attempt at start up of <...> The control room reported flame detection internal of turbine enclosure on immediate investigation flames were observed close to the roof adjacent to the turbine exhaust. The turbine/engine shutdown and operator manually operated the halon in the enclosure to extinguish the fire. All personnel to muster station <...> Reported to have fouled moorings of semi-submersible <...> Fishing gear fouled anchor of semi-submersible rig While raising t.e.m.p.s.c. Clutch mechanism in winch failed due to broken springs. Lifeboat lowered into water controlled by c.f. Brake. No damage or injuries



At 0520 hrs the no. 9 anchor parted and no. 8 slipping on the semi with 78 persons on board in 70 knots wind (gusting 85 knots) causing position holding problems. During the day the wind decreased to 55 knots. The semi was originally secured with 12 anchors. Due to bad weather in the coming days, the last anchor was not relayed (but not piggy-backed) until <…>. At <…> 14 all anchors were repositioned, but the no. 7 anchor cable (with two piggy-backed anchors) was still slipping due to poor holding ground. Heavy weather demolished the jackup's seawater tower which parted at a weld at a point about 8 feet below the rig's hull, leaving the bottom section resting on the seabed with 7 feet of tower above sea level. The seawater tower is used to pump water on board the rig to supply fire pumps and engine cooling. As a precationary measure, 25 non-essential crew members were evacuated from the rig, leaving 37 on board to supervise the suspension of the drilling operations and securing of the well. Temporary seawater pumping capability was rigged up to supply the fire main. Permanent repairs started on location utilizing pump equipment running down the inside of one of the jackup's legs. Drilling operations was resumed after 4 days. The semi lost its bop stack while engaged in the <…> development drilling program. The stack was not yet recovered by late <…>. The emergency switchboard was overloaded causing crossover supply to 440v main board in the controlroom to be disconnected. This in turn caused the emergency diesel system to fall out resulting in "black platform". It was said that this problem is common during top-hole drilling, since most of the emergency board consumers are in operation, and that this switchboard is not dimensioned for this load. The <…> rig collapsed off <…> <…> reported that the rig was drifting for the <…>. The rig struck the pier demolishing approx. 25 m from the shore out to sea. The rig carried 700 gallons of diesel, 15-20 gallons of multi-plant oil and two acetylene and two oxygen cylinders. Very slight pollution was seen. Rig now ashore <…> . The rig legs are not located, believed to have sunk. No pollution visible. Two 10-man liferafts and 5 lifejackets are still missing. It is intended to cut up the wreckage in situ. Coastguard located an empty 700-gallon fuel tank, 10 empty 45gallon gasoil drums and seven lifejackets. At 2054 hrs the semi (crew of 72), in position lat <…>n and long <…>w reported that its no. 8 anchor cable had parted and no. 7 anchor was dragging in storm winds, very roughsea and heavy swell. The rig was 250 feet off location, but holding positionusing thrusters. No intention to downman/evacuate the rig. At 2123 hrs itwas reported that no. 7 anchor appeared to be holding. The rig was notconnected to the well at time drift occurred other than by guide wires tothe guide base. M tug vessel <…> was mobilized to assist thesemi. At 0030 hrs the situation was stable. At 0600 hrs the platform had moved 350 feet off location, winds 36-42 knots, seas 25-30 ft, 7 ft heave. At 1100 hrs the vessel was on site and rigged for towing. Due to bad weather drilling riser had to be disconnected. As a result, 2000 litres of etherbased novadril mud was spilled to sea. Incident occurred while moving a riser section (weight approx 5 tons) along the shuttle bridge towards the v door which is connected between the <...> Rig (situated on <...>) And the <...> Deck. This was in order to allow access for coiled tubing operations. The riser was lifted some 2' above the shuttle whilst slewing the <...> Crane to the left. Although tag lines were in use the roustabouts were unable to prevent the riser making contact with one of the guide posts fitted to the frame of the shuttle. While discharging equipment from mv <...> Off <...> Prior to rig move, 2 sets of jars and 1 short collar were hooked onto the port crane hook by the supply v/l crew. The lifting slings were incorrectly fitted. Slings on one set of jars moved resulting in the jars being suspended by one end only. The jars susequently became jammed under handrail on boat. As boat moved in seas, sling parted. Jars fell into sea. Sling was new, certified for 3 tonnes. Weather conditions; wind sw'ly 30kn, seas 2.5m, darkness, lighting on supply v/l deck adequate. During operation of picking up riser spider from pipe deck using rig floor starboard air hoist and catwalk air hoist, the spider became wedged under v door ramp. The catwalk air hoist was repositioned where, when picked up it would be clear of v-door ramp. When spider was picked up by the two hoists the rig floor hoist cable whipped, stricking <...>s on back of head. Weather at this time : wind 52 knots wsw gusts 60 knots waves 20 feet sw weather sea spray light power When running two 5.5" tubing joints from the pipedeck to the drill floor using the "hustler, a roustabout noticed the bucket was not engaged properly about 10' up the incline, he informed the operator immediately who stopped and reversed the bucket. The bucket disengaged completely and slipped down to the horizontal section, struck the bucket carrier and broke the carrier drive chain. Whilst servicing offshore installation <...> The supply vessel <...> Contacted the starboard forward leg of the installation. Vessel damage limited to paint scraped from bulwark.subsequent examination indicates damage limited to scuff mark only, no evidence of disturbance of protective coating or parent metal. Weather:wind w,20-25 kts;seas n 2-3m:tide start of flood 140o @ 0.75 kts squally wintry showers:vis. 10+.



While running 4 x arm guide on 5" dpd as assembly entered water, the drill pipe rose inside the elevators against the inside b.o.p. Operating sleeve causing the sleeve to break in several places. Floorman checked the sleeve and removed the loose parts, the remainder appeared to be secure. The blocks were lifted to pick up a stand of 5" dp. As the derrickman placed this stand of dp in the elevators a hinge bracket holding the ibop sleeve fell approx 90' striking ip on his left upper arm cuasing bruising. Whilst pulling platform to gangway position at <...>, Anchor no4 dragged. Plartform in stand off position. Low tension alrm on anchor no5 - 15 tons. M/v <...> Connected to the emergency towing gear, heading up to the wind. Port porpulsion on 240 rpm astern. At 2300 emergenct towing gear parted. At 2310 adjusted anchors no's 1-2-3-10-1112. <...> Retrieved towing gear. Wire and 19 links of chain intact. The rig holding steady position on remaining anchors and propulsion. The fire alarm was manually initiated by o.i.m. On the instructions from the chief engineer. Personnel were mustered to their muster stations and the crew were assembled at their fire fighting duties. Two men entered the switchroom in fire suits and breathing apparatus to investigate the source of the somke, which was seen by the chief engineer, had caused the alarm to be raised. No sign of an ongoing fire was reported and the switchboard room was ventilated so that the source of the problem was quickly traced to no1 main generator circuit breaker which had severly overheated and failed whilst in use. There was an indication on the fire panel of smoke in the starborad propulsion room. Two men were sent to investigate, but were stopped from entering when smoke was seen coming out of the compartment ventilation stuck. The compartment was sealed and the co2 flooding released by the chief eng. And o.i.m. Order. The two men entered the propulsion room, wearing breathing apparatus. The chief engineer reported back to the bridge and informed that there was no fire, some smoke, and that the cables to the thruster had burned out over a 2 metre length. The propusion room was left sealed over night. One of the two drawworks brake bands broke approx, 1 foot from eye bolt end. No other damage was sustained. Second chain parted <...>.holding station on thrusters.productin shut down,wells shut in.during adverse weather anchor line no. 2,3,4 and 7 parted.see attached telex reports. A bowden section of riser was fitted with a otis lifting cap. The <...> Thread is 87/8" x 4thd x 2 and the otis tread is 9" x 4thd. A roustabout fitted the cap to the riser on the horizontal position, in doing so he felt the cap was on securley. The riser was then lifted up the incline with the tugger (in the position the threads were probably engaged). Then the riser was lifted vertically and 3' to 4' off the drill floor to enable the fitting of a pump in tee. Around the pump in tee were 5 drilling personnel. Due to platform movement the riser section fell to the drill floor and over to the side striking stacked drill pipe and sliding down same to lie horizontally along the drill floor. The riser section narrowly missed the drilling personnel due to their fleetness of foot in diving for cover, avoiding a very serious injury. Due to malfuction of vapourisor block valve on a nowsco nitrogen tank liquid nitrogen drained from the tank onto the vessel main deck starboard forward. This cracked the deck. The cracks extend through the thickness of the plate which forms the roof of no 2 starboard cargo tank. The tank was filled with low pressure invert gas which then escpaped. There were no witnesses to the initail event. A production control room technician noticed flame/spark like flickering inside a stenofon p a control cabinet by the aft wall of the main control room on the port side. It was immediately investigated by a technician and the power switched off. Faulty wiring was found and attributed to poor workmanship during construction. While pulling out of hole with drill pipe, a stand was about to be racked back. The top drive umbilical prevented the derrick man from pulling the stand fully into the monkey board . As the blocks were lowered the bumper guard struck the top of the tool joint. This sheared its mounting bolts. As the guard fell it glanced of the derrick man and fell to the floor striking an air tugger. Wind 36 knots, 158 deg. Air temp 4oc ship heading 110 deg. Following on from test runs at the maximum achievable pressure using nitrogen the volume bottles were adjusted for hydrocarbon gas and a series of runs carried out unloaded. After 2 hrs of loaded running at maximum recycle a programme of reducing recycle and increasing discharge and interstage pressure was started. Early in the sequence a leak was noticed on the cylinder head flange of #2 1st stage cylinder. Investigation showed the gasket to be deformed. Ip was assisting in the removal of the goosenecks from the co-flex hoses. The co-flex hoses hung in a loop in the moonpool with their ends lying across the bop transporter skid beams. The ends of the hoses were secured by slings and shakles to the bop transporter. In this instance the clamp or goosneck was resting on a skid beam. One part of the clamp was removed. Ip levered the co-flex hose to free the gooseneck and remaining part of the clamp from the skid beam. Once this happened, the weight of the hose hanging in the moonpool caused the hose to slip backwards 4" to 6" and slightly sidewards in ip's direction. As it did so the securing slings became abruptly taut and either the securing slings or part of the co-flex hose hit ip on the right leg. Winds light: waves sheltered waters: artificial lighting good: temperature 4 degrees centigrade.



Replacing boom hoist drum after service into port crane drum was picked up using dynamo eye type eyebolts and a bridle arrangement.one eyebolt failed closley followed by the other.the drum fell back onto a transport bogie,approx 10ft.pre job meeting held.area was barriered off,warning p.a. Weather calm. Rig deck crew were stowing lengths of production riser into racks on port box girder assissted by injured person while riser was being swung into position prior to racking the injured person trapped his finger behind the riser causing a deep cut. Weather conditions - sea 6ft wind 24kts pitch 0.2 roll 0.3. Heave 1ft snow showers. Wind 20 kts75 degrees, vessel heading 140 degrees. Compressor on open grating deck. Following on from test runs at the maximum achievable pressure using nitrogen the volume bottles were adjusted for hydrocarbon gas and a series of runs carried out unloaded. After a total loaded running time of 5 hours with 2 hours 20 mins at 150 bar a small leak was noticed on the 3rd stage discharge pipework. A few drops of oil were noticed on the deck playing and intermittent bubbling at the flange. A gas detector probe inserted between the flange faces indicated above l.e.l. The machine was gradually unloaded and then shut down to make up the joint. Cargo vessel <...> Disregarded 500 metre safety zone. Sailed within 100 metres of rig proximity. Wind:w.s.w. 20-25 sea: moderate. Approx 2 mtrs lsx: fair vis: 10 + nm. Whilst off loading container from <...>, Weight 13,5tons, overload on whipline recieved reading 21 tons. Deck crew and bridge informed and electrician sent for. Crane opt not able to lower or heave cargo. Turned in over cargo deck. No electrical fault was found. By using the emergency lower-handle the container was landed on top of other containers and later moved by using the big block. The problem with the whipline was caused by fouling of crane head block by the final limit plate chains, and the steel plate over the final top switch ring was parted. The crane was put into rest position. Low alarm on number 5 chain. Wind w.ly 15 m/sec. Sig wave 4,2 m, max wave 6,9 m average tension before occurrence 125-130 tons. During recovery of no 1 riser the restraining chain broke spool slid 2 metres on its guide rails shearing the tool stoppers and damaging one of the stop posts.one broken lashing chain fell to the moonpool area.the 6 inch flexi riser was damaged over a 1 metre length, beeing compressed by some 33mm. To present anchor correctly over v/l stern, required primary chaser pennant to be placed on top of anchor stabiliser. Ip was engaged in passing tugger bight over adjacent dolly roller to pull slack off stb work drill to facilitate manhandline primary chaser pennant on top of stabiliser bar. As he was engaged in this activity, anchor slid towards him as v/l rolled, he jumped up to avoid stabiliser bar which penetrated crash barrier in way of 15s pot tank vent, crushing ip's right calf between v/l's pot later discharge line and anchor stabiliser bar. The well <...> Riser and connector were retieved from the well for installation of a gas lift umbilical. After the connector was landed on the test stump, it was noticed stud heads lying on top of the connector. Upon further investigation it was discovered 18 out of 20 allen cap screws had sheared at the bolt head above the thread. Suspected over tightening. During production start up the fuel gas compressor was started and the pressure in the surge drum d08 was in the process of being stepped up to 21 bar. At the time of the incident there was 15 bar present in the vessel. An engineer was in the vicinity of do8 and heard a gas leak from on top of do8. He was investigating where the leak was coming from when the instrument line to psll141 blew out. He radioed the pccr to shut down the plant as he was unable to isolate the line. The plant was shutdown and depressurised. When the plant was clear of gas the coupling was investigated. The swagelock nut, olive and backing ring had been assembled correctly. There were marks on the end of the pipe to suggest they were tight on the pipe. Yet the pipe had blown clear of the coupling. At approximately <...> It was observed that an acid tank, which had been offloaded from supply vessel <...> C 15 minutes earlier, had developed a leak. The acid was diluted with water and the tank was backloaded onto the stern of the supply vessel where protective measures for acid dilution had already been implemented weather : wind,20-25 kts s.e:sea 8-11'n @6"; pitch 0.5%; roll 0.5% Rigging to run xmas tree completion. Lifted xmas tree using bridge crane side loading on crane cheek plates caused retaining pin to release load. Xmas tree dropped 9 inches to deck.



2 men were on the bridge monitoring the wind conditions wave heights anchor tensions and gangway movement. The platform is moored on the north side of <...> Wire spread no5 and 6 each have 3 sub sea buoys connected. Wind at time of the incident was 50kts on qp from direction 150. Significant sea height at 0400hrs was 5.5m with 9second period and max wave ht of 9.3m with 10 seconds period. All four thrusters were at 60% pitch in the direction of no5 and no6 and anchor tension normal for conditions. Gangways movement was 2 to 3m total. At the time of the incidnet no large swells or gusts were observed, no unusual movement of the vessel or gangways was observed. The only indication we received on the bridge was high tension alarm on no6, when i looked at the tension meteres no6 was reading 140-180tons and no5 was reading zero. I immediatey closed the gangway and ordered it to be lifted, in addition a seaman was sent down to no5 winch and reported slack turns on no5 which confirmed tension gauge reading zero and that the wire had parted. The operation in progress was running in the hole (rih) with drill pipe two members of the drill crew were operating the iron roughneck. As a stand was made up (torqued) a (lower clamp) jaw pin retainer lug split resulting in metal section of lug striking floorman on the leg. Weather: not considered to be a factor. Employee was working in the heavy equip. Room placing subs on their racks. He placed one sub on the rack and was placing the second sub up when the first fell onto his hand. Employee reported directly to sick bay where his hand was found to be swollen but with full movement. However, over a period of time, the hand became worse and the employee was flown to hospital the following day where x-rays revealed a hair line fracture to the 2nd metacarpel joint of the left hand. A 20' section of 6" pipe was to be moved from work (texas) deck to the main deck of the rig by crane. The load was slung, and lifted by the crane operator in accordance with instruction by radio from banksman.the load hung up and before the banksman could issue instruction to stop the canvas load sling parted and the load fell into the sea. Weather; not considered to be a factor. Big bag was installed on thule ams 2000 mixer but was not emptying correctly. The lift boom on the fork truck was not attached to the big bag derrick man raised same to investigate problem.injured party was standing about 9 feet away.the boom took the wt of the big bag and the boom assy became detached and fell from the fork truck. The horizontal lift beam hit the ams 2000 bumper frame which caused the arm to fall t0 a vertical posistion from where it topplrd over and struk i.p. A glancing blow on the left side of his head and body.in the process of the fall the hook on the boom which was connected to the big bag also became detached. The bag and its lift frame remained in place on the ams 2000 mixing machine. The gas drier package is positioned on the main deck, in an open air situation, adjacent to the gas injection compressor skid. The gas drier unit comprises of two vertical vessels filled with desiccant materials. Wet gas is fed into the active tower at 30 bar maximum pressure. During a routine plant visit at approx 07.45, an operations technician smelt gas. After carrying out plant checks of the area, he discovered the inlet flange of the a drier tower had developed a substanial leak to atmosphere. Following a call to the ccr, hot work permits were suspended and all the process plant shut down and vented, in a controlled manner. Process shutdown actions were completed at 0759 hours. Weather conditions at the time were winds 12k at 195deg, daylight and fair weather. The drier units had recently been opened for inspection and desiccant change, during which a spectacle blank on the inlet flange had been swung for isolation purposes. The units were recommisioned and leak tested on <...> And brought back into operation on <...>. Following this incident, inspection of the flange and spectacle blank indicated the possible cause of failure was due to inadequate cleaning of the flange faces during reassembley. However, a team has been appointed to fully investigate the cause of failure and make recommendations to prevent recurrence. -By routine inspection it was found that gas had migrated in the 2" gas lift jumper hose.this was shown by some bubbles on the other shelf on the hose. -the hose was depressure,purged with nitrogen and disconnected.-the reason for migration in hose was t The m/v <...> Made contact with port side of bow leg while unloading deck cargo and bulk. The weather was good at the time of the incident. There was no apparent damage to the leg. But there was a small indentation in boat 13 sted obm tank. V/l laying under port crane at <...>. O.b.m. Hose connected on stbd quarter. Backload container coming down from rig. Container landed fwd stbd of main deck and crane driver was moving it into final position. Then v/l's stern swung towards rigs fwd port leg. I immediately called the master and endeavoured to move clear of rig by altering ships head on joystick control and put the joystick ahead. This checked the v/l's swing but light contact made on rigs leg by v/l aft of stbd midship bits in way of 13 stbd o.b.m tank. During normal produciton operations, routine plant inpspection of gas compressor 'b' noted a gas leak from threaded connection of pressure gauge isolation valve on 1st stage discharge pulsation damper. Compressor was shutdown and depressurised and valve removed. Valve mountains threaded stub was found to be cracked around 3/4 of circu7mferrence. Spare valve fitted, unit reassembled and plant returned to normal.



The crane was being used to lift a cargo basket (approx 500 kilos) on the starboard pontoon. The crane was operating with the boom in the fully raised position. Failure of the boom counterbalance valve caused a loss of hydraulic oil and the shear, uncontrolled movement of the boom to the horizontal position. No damage or injury was susteined. Hydraulic oil escaping from failed valve was contained on board. Engine room is normally manned and at 19:20 motorman observed orange glow and on investigating discovered fire at no. 1 engine was stopped, alarm was raised and fire was extingished using portable extinguisher, by 19:30. Personnel were stood down for muster. Weather- not considered to be a factor. Process technician making rounds of process plant noticed damp area on pipework flange. Closer examination showed a gas leak. Control room informed. Water injection stopped and gas compressor. Compressor blew down automatically. The night pusher had collected 23 ft of 8" drill collar plus one jt of drill pipe from the derreck. Limk tils was out and as the night pusher piched the stand off the floor et swung slowly over towards the 8" drillimg jar tool in the rotary table. Of the two rough necks holding the stand back. One had his lower left arm positioned too low resulting on it being squeezed between the moving stand and the stationery pipe. Four (4) sections of metal channel, each 6" x 3" x 2.5m were to be moved by crane. The sections were slung in pairs ie two by two sections slung back each slung with a webbing sling and attached to crane pennant hook. As the load was being moved the two sections of channel slipped from one sling and fell to the deck, a distance of 20-25'. No personnel injured. Load had been slung by contractor supervisor. The load was moved by <...> Crane operator with assistance of banksman. At 1250 hrs fire alarm sounded in the control room - indicating fire in engineroom. Second engineer <...> Immediately went to the engine room to investigate, flames were seen to be coming from the top of no4 engine. This was reported back to the controlroom where <...> Was acting control room operator. He set off the main fire alarm and made a p.a. Announcement. 2nd person returned to the engineroom to ascertain the cause of the fire which was found to be a burst line on no 1 engine spraying fuel onto no4 engine exhaust manifold and igniting no 1 engine was shut down at 1252hrs to eliminate source of fuel to the fire. The fire quickly diminished and was extinguished by third person using a portable co2 extingusher. No3 engine was started and placed on load, then no4 engine was taken off load and stopped. Firefighting teams were meanwhile suited and in attendance at the engineroom entrance by were proved not to be required. Whilst preparing to close in the well at the end of a flow period, the separator was being bypassed by the operation of manual valves. Whilst one operator was closing in the gas line the other operator closed a wrong valve causing pressure to build up in the pipework downstream of the choke. This pressure ruptured a rupture disc set at 1200 psi which should have actuated a relief valve. The relief valve failed to operate because a fitting blew out of the valve actuating cylinder body, this caused gas to escape into the well test area. The well was automatically shut down by a high pilot just down stream of the rupture disc. This pilot set at 1100 psi operated the esd system. Removing ram from bop, when the ram was being lowered the chain snapped and block fell hitting the left leg a glancing blow. The fall was arrested by hoses. The well had been shut in for approximately 16 hrs. During this time a small amount of gas condensate which was left lying on the bottom in the gas line had congealed into a solid form, like wax. After reopening the well whilst flairing the heat from the flare turned the congealed condensate into liquid form again. With the motion of the vessel the gas condensate in it's liquid form dripped intermittently into the sea which formed a slick/sheen of about 2 metres wide 50 metres long. Weather was sunny and calm wind less than 5 knots. The sea was flat. The sheen drifted ssw of the location. Stand by vessel was asked by the oim to break up the slick, which it did by sailing through it and churning it up. Operation in progress was running 13 3/8" casing involving drill crew (rig floor) and deck crew (crane/pipe deck) personnel. Joints were prepared on catwalk by deck crew and attached to rig floor hoist for lifting up v-door. Over 50 joints had been run without incident when a joint snagged at the base of the v-door, causing the pin end to lift from the catwalk and swing, striking a roustabout a glancing blow to the body resulting in some bruising. Weather not considered to be a factor. At 17:10 approx 2 barrels of base oil were spilled on main deck (through tank vent) during transfer operation from supply vessel. The spillage was cleaned up. At 19:40 a flash fire occurred at main engine exhausts at main deck,observed by rig personnel and quickly extinguished using hand held extingushers. Base oil (from spillage) had soaked into exhaust lagging and subsequently vapourised and ignited due to exhaust heat.



No 3 engine shut down due to failure of lube oil pump drive shaft. No 2 engine was unable to take the load, and a totla power outrage occured at 20.40 hours. The emergency generator started, but shut down shortly afterwards on high jacket water temperature. The cause of the emergency generator overheating was that the ventilation fan was prevented from starting automatically by an intelock; this intelock on the ventilation fan dampre was found to be out of position. Full power from the main engines was restored at 22.55. During this period, there were four divers in the surface saturation dive spread which lost all powered life support until facilities for the duration of the power outage. The divers readied their survival packs and emergency scrubbers, these items were not required to be used before power was re-established. During the commissioning of "a" gas compressor, approx 7 minutes after start up, liquid consisting of oil/water was seen issueing from a flange at sdv 372a in the drain line from the 3rd stage discharge oil filter pv.04. A small amount of gas was also leaking from the flanged conection. The compressor was shut down using the local stop control and pressure in one system blown down automatically to the flare system. During normal production watchkeeping duties a gas leak was heard coming from the tapping point on the 1st stage discharge pulsation damper on a gas compressor. The compressor was manually shutdown locally and allowed to depressurise normally through its automatic blowdown system. The damaged part was removed and replaced with a needle valve. The equipment was then brought back into service. At 04:00 hrs the alt-2 joint was setting in the slips while rigging to run an inner string for stabbing the h4 connector, the 30" riser parted at the third coupling above the h4 connector and fell approx. 60 feet. The vessel was connected to the end of a flexible flowline via a pickup line in order to prevent snagging of the line with a nearby tanker. The vessel failed to maintain position and dragged the line westwards over the platforms anchor no 7 which caused the line to part. The line was filled with inhibited seawater at ambient pressure so there was no pollution or risk of injury. While pulling coiled tubing from well, with approximately 150' of tubing remaining in the hole, and 950 psi nitrogen pressure in the well, the tubing was blown out of the well and into the derrick. The end of the tubing remained in the injector head and the stripper rubbers sealed the well off preventing the escape of nitrogen under pressure. There were no injuries or damage.tension pressure on the injector drive chains had been reduced allowing the tubing to slip through. While making up 12 1/4" bottom hole assembly an 8" drill collar was placed into the mousehole and left unattended while picking up a stand of drill collars from the derrick. After running the stand from the derrick into the hole, the slips were set and the drill crew turned their attention to the mousehole and noticed that the 8" drill collar was no longer in the mousehole. They looked into the mousehole and could see daylight all the way through confirming that the drill collar had dropped out of the bottom. The oim was informed . He immediately went to the company representatives office and informed the company rep of the occurrence. The company rep called the another installation and informed them, using the established procedure, of the incident and to check for any pressure changes in their equipment. The tourpusher contacted the rov personnel and requested a bottom search for the missing drill collar. The rov proceeded with the search and found the drill collar implanted in the mud (pin end down). The drill collar missed all flowlines. The bottom of the mousehole was visually inspected by the oim and the tourpusher. It appears that approximately 1 foot of the mousehole had parted at a weld and was lost along with the drill collar. No "thinness" of metal was notied in the outer welded area but corrosion was evident in the inner weld and parent metal areas. A complete new mousehole was fabricated out of a new hoint of 10 3/4" material and was put into service. Extra reinforcing will be fitted across the bottom area at the first opportunity. The drill collar is ecpected to be salvaged by the divers at our next rig move. The mousehole will now be included int eh six monthly lifting equipment inspection for not only a visual inspeciton but also a wall thickness check. Whilst backloading drill collars onto the <...> The vessels port quarter came into contact with the forward corner of the <...>'s port leg. Visual inspection of the forward corner of the <...>'s port leg during daylight revealed no apparent damage. Not even paint scratch. Power generator had a shutdown due to process gas problems. A start was initated and the avon failed to light and tripped on flame failure. A second start was initiated. During this attempt a loud bang was heard flam detection in the compartment operated and platform g.p.a. Sounded halon was automatically released, on inspection execess diesel ignited in the transition duct causing explosion and flame migration into engine compartment. Excess diesel drain in trasition duct was found to be partially blocked. Wind 310o c 5kn slight sea and swell viz good. Whilst lifting the v door from its position between the drill floor and cantilever with stabd crane using main block control of boom hoist was lost due to striking derrick.



At 0037hrs crude oil transfer pumps tripped on low discharge pressure and the process plant shutdown on 1st stage separator low pressure. On arrival at the area of the heat exchangers the senior production technician saw an oil spillage fromj the oil/oil heat exchanger. This was later estimated to be approximately 20bbls. Subsequent flushing showed the leak to be from an extended seal in the high pressure side of the exchanger. The operation in progress was running 51/2" liner. Following stabbing, make-up and latching of elevators around joint the casing stabber pulled back the stabbing board to allow the top drive to pass as the string ws lowered. However, instead of retracting the toe board fully the stabber leaned the toe board against his leg. As the string was being lowered the toe board fell into the path of the top drive causing the stabbing board to be bent and the stabbing board hand rail to break. No part of the stabbing board fell. Weather: not considerd to be a factor. Gas compressor b failed to start. On investigation by electrical technician, the switchgear isolating handle spring mechanism was found to be stuck in the off position and reset by touching the mechanism which immediately sprung to the correct position. A second start was attempted and immediately an explosion occurred in the switchgear cubicle blowing off the door and starting a small fire which was rapidly put out with co2 extinguisher, subsequent investigation found misalignment of the circuit breaker truck knife connectors had resulted in incorrect conact resulting in arcing resulting in fire and explosion. Gas escape from behind 9 5/8" casing Mechanic and electrician were investigating problem with boom brake portside crane. See seperate report mechanic/electrician. Weather wind 70' 20 knots combined sea/swell 6' max westerly bar 1012 temp 11 o/cast. On lifting, two slings of a four sling bridle fouled an anode and parted at no time was the lift off the deck. Following lift of drilling line and spool (manifest weight - 24.5t) from supply vessel the deck crew were assisting to maneouvre spool into position on cantilever deck when the crane boom fell as a result of static boom pendant wires (2) pulling out of open spelter wire sockets. Weather: wind variable, light airs, fine and clear. Operation in progress was offloading bundles of 5" drill pipe from supply vessel <...>. As bundle was lifted off deck sling on one end of bundle parted dropping load back onto the deck. Weather: not considered to be a factor. Operation in progress was transfer of centrifuge pump (on hire) from position on deck into a container for backload to shore. A crane was sed to lift the load, attached to pad eye on centrifuge motor. The pad eye failed and the load dropped 4-5 ft onto main deck. Rig heading 197' wind se 15kts 1545. High level h2s alarm from shakers. Personnel mustered at safe area upwind.no h2s indication at logging unit manual detector reading 40ppm @ 1607 zero 1612. Returned to normal working. 2019 low level h2s alarm from mud pits.manual detector reading 3ppm @ 2024 zero @ 2030.2035 low level h2s alarm from mud pits manual detector reading zero. Flaring operations were in progress with flowline being continuously monitored from behind barriers. The leak was noticed immediately and the alarm raised. The nearest esd was manually activated. The leak occurred during the hours of darkness. The weather foggy with 315 degree winds at 12mph. All gas released was blown down wind away from the rig. On inspection the leak was found to have occured due to erosion caused by sand carried in the formation fluid. Operation in progress was obtaining access to shaker room supply fan for maintenance purposes. A welder was cutting out a section of plate (40" x 44" x 1/4") in trunking, assisted by mechanic and electrician. The vertical plate section was approx. 24" above the deck. As the final cut was achieved the personnel failed to hold the panel securely and the panel fell, landing on the mechanics foot. The panel section weighed 122lbs. Weather not considered to be a factor. Following crane operations for deck cargo movements, maximum lift 3 tonne, the crane operator discovered one bolt in the pedestal extension flange was missing. The bolt was found on the main deck and had sheared off. It was not certain at what stage the failure had occured. The wind speed during the working day was a maximum 12k sea state 1.5m max. There was no other damage or failure of any other bolts apparent. The crane was immediatley parked and put out service pending further inspection. The vessel was in the process of recovering six anchor wires back to the vessel in order to move to the next location. Five wires had been recovered without incident. By this time the vessel was on full d.p. To recover the last wire. The night bosun's deck crew were instructed to proceed to the upper main deck & prepare to recover the last wire. When the deck crew arrived at the winch they were requested by the bridge to check that the wire was still slack (the wire had been slacked off 10m earlier) thiswas confirmed, the wire was slack. The winch brake was released & the winch clutch was in the process of being released when the spindle of the emergency fail-safe brake shot out of its housing and struck <...> In the chest. Weather conditions were: wind nnw 5 knots. Seas: 1/2 metre, temp: 19c, bar: 1017 overcast. Z



Accumulated oil in exhaust caught fire when loading engine from idling. Self extinguished when engine shut down. No further action required No.2 caterpillar diesel engine. Lub oil pipe soldered joint fractured. Oil spray ignited. Extinguished with hand held co2. Rig mustered. Operation in progress was transferring tubing hangar and associated running tool by crane from starboard aft logging deck to the aft main deck when the tubing hangar running tool separated from the tubing hanger and fell approx. 12' to the main deck. There was no injury to any personnel. Weather: wind, s at 11-16 knots; seas, confused at 1-3'; temp 16.5c; pitch 0.2; roll 0.2 The boiler supplies steam to the feed and interstage heators of a process plant being used for an extended well test. The boiler was classified for zone 2 hazardous area, and was situated adjacent to the well test area. The boiler container vent flap activators had been tied into the containers safety system on hse recommendation. A boiler tube ruptured, cause unknown. The release of steam activated a detector which closed the container vents. Escaping steam caused a build up of pressure in the unit. The doors of the unit open inwards, and was therefore held closed as the pressure built up in the unit Immediately prior to accident no 1,2 and 3 generators were on load. During checks on no 4 smoke was observed at no 3 gen. Turbo blower. No 3 taken off load. On investigation the problem was found to be a burst lub oil line on no. 2 generator, which was spraying oil onto no. 3 generator . No. 2 was immediately shutdown. Drill operations were shutdown due to load restrictions only no.1 was left on load. Fire prevention measures were carried out to cool the hot oil and ptevent fire. No. 3 engine was placed back on load and normal operations resumed at 16:20 hrs. No was sustained to any equipment. Weather conditions at the time were good . Low seas and swell. While along starboard side of <...>, <...> Reported loss of all power and struck the forward and starboard legs of the <...>. The wind was 25knots direction 300 wave height 3 metres from north westerly direction. <...> Was discharging drill water and deck cargo at time of incident.all personnel were mustered to prepare to abandon stations on <...>.subsequent actions and information passed to <...> Coastguard as per oir/7 log entries. <...> Holed in n0.5 port ballasttank.no visible damage to <...>. While lowering anchor to the sea bed and had secured the in board end of a pennanat wire in the karm fork on the other end was attached an twin shank bruce anchor before the second mate coul insert the safety pin in the fork the ferrule or the pennant failed allowing the anchor and chaser and pennant to fall to the sea bed. Dynamic and hand brake failure and subsequent loss of 2 anchor chain. Whilst pressure testing blow out preventer after a sucessful 500 psi test pressure was gradually being increased towards 10000 psi when a sudden drop occurred. Upon investigation it was found that the stem protector on lower df valve had blown out, stripping the body threads in the process, stem protector is missing presumed over board. During the period 1900/2000 the access was covered by scaffold planks and fire blanket. The lip was burned off. On completion the blanket was removed and a flash of flame seen, which then flared up, witness recognised this as a fire and noted a rapid increase in black smoke. The scaffolding planks were removed, the doorway access secured, and witness proceeded to the control room where he spoke to motorman on watch, motorman phoned the bridge who initiated a fire alarm and the radio operator tannoyed the rasmussen crew t fire stations Whilst pulling pipe out of the hole the kelly was caught underneath the stabbing board causing the hose to be pulled through the connector. Due to the positioning of the safety clamp, the resultant angle at which the hose was opposed to the safety clamp created a guillotine effect causing the hole to pull out of the connector. The hose fell approximately 45ft to the rig floor, leaving the clamp and chain attached to the block. No personnel were injured and only minor damage was sustained to the stabbing board. In operation to hook up an cabledrum the ship rolled over to starboard. This again changed the direction of the cranehook which hit the persons forehead,causing the above said cut. On <...> Hours bst in position lat <...>, Long <...>, The starboard lifeboat was lost due to wave action. Bearing and distance to <...> Was 152 degrees and 17.9 nm. The weather conditions were at the time of the incident wind south west, 30 knots, combined sea and swell, 3 to 4 metres, air and temperature 12 degrees c. The rig heading was 210 degrees, the rig speed was 4 knots. On <...> At 21:20 hours. Rig operation was anchor handling. We had reran 7 after testing to 500 kipps. This was due to diving operations that will begin approx <...>. Decision was made to rerun 7 on different heading of 055, instead of original 023. Since anchor was unseated and repositioned this required another test of 500 kipps. During operation of hauling in on 7 and also the opposing anchor lines 3 and 4 the chain failed w/a recorded valve of 452 kipps. The footage out on 7 was 3167 ft. The chain seemed to have failed on link location on wind/assgyspy. Weather at time of incident wind ese 18-20 kts sea/swell - 1.5-2.0 m mainly overcast



Two operations were in progress; rigging down the interface between <...> And <...> Platform, and installation of brake cooling tank and associated pipework on <...>. Two welders were involved with the brake cooling operation and a plank was laid across two beams for the purpose of laying a section of pipework down. However, this part of the operation was delayed (crane was in use) and the welders left the work site. As the operation to rig down the interface the plank was dislodged and fell, striking the <...> Oim, who was on an access stairway below. Failure of securing clamp of an exhaust rain cap on the crane diesel engine exhaust silencer <...> 1 x rain cap fell to main deck (4m) but struck crane operator on the head as it fell. Operator was on the crane walkway (1.5m) under the cap a second cap on the same crane failed at approx the same time but fell to sea. Crane in question was port g90. Weight of cap approx 2kg wind speed 3035 knots. Rain caps were provided with new silencers to both g90 cranes and fitted <...>. The operation in progress was pulling and laying down 10-3/4" casing as part of the plug and abandon programme. A joint had been broken and spun out and as it was picked up the elevators opened releasing the joint and allowing it to fall to the rotary table. There was no injury to any personnel. Weather: not considered to be a factor A tarpaulin was placed over the open topped section of the flowline to prevent rain contamination of mud. The rain collected on the tarpaulin causing it to fall into the flowline and stop the flow of mud. The flowline consequently began to overflow and 50 barrels of drilling mud was discharged into the sea. Pump rate at the time of the incident: 26 bbls per minute. Weather at time of incident: wind 045 degrees, speed 28 kts; extremely heavy rain. Top drive system counter balance connection link parted and fell to rig floor. Gas line in separator of <...> Developed a leak releasing hc to atmosphere for about 30 seconds. Standby vessel was being loaded with deck cargo, the rig was felt to shudder. The master was asked if he had hit the rig to which he replied no. The standby vessel was observed to pulloff the rig and her captain then reported that his starboard engine had de-clutched. He also reported he may have made contact with the number two anchor wire. Excessive carry over of formation sand. Through sand filters combined with high flowline velocities caused erosion to 3 elbows and 1 xo in two incidents (0140hr-0815 hr) situated in the gas line. This resulted in a small gas escape. Remedial action ie shutting in well was carried out immediately. Then arco decided to change out numerous lines & targets and use <...>. A cup type tester was in use to test the bop stack. Test in progress was the slick joint (part of the dst string), against the top pipe rams, pressure was applied through the casing valve to test the annulas between the cup tester and the ram slick joint. The low pressure to (500 psi) test was achieved successfully and the pressure was increased in 1000 psi increments t, to 4000 psi. Just as 4000 psi was reached, the shear joint (just below the slick joint) collapsed and parted from the rest of the rest string below it. When the pipe separated, the test pressure was relieved through the test string. There was a low pressure (150 psi) 2" hose attached to the top of the string for well monitoring purposes, which burst at this time. It did remain attached. The rams being shut around the slick joint, held the string from being ejected from the well. Small quantitiy of oil foaming out of side of unit and dripping onto deck below. Source appears to be from the aft inboard plated of the heat exchanger. No seal extrusion seen. Plant shutdown manually initiated wind. Operation was picking up and running 30" conductor pipe. While attempting to latch 6th joint into elevators using 2 air winches on forward end of joint and crean on rear end, the tail of the port winch line pulled through the 'eureka' securing clamp. The extension sling and swivel which were attached to the eye held by the eureka clamp fell to the floor, and the line and the clamp catapulted upward. The clamp, which weighed 2.5 kg and measured 5 1/2" long by 2 1/2" diameter came off of the end of the line at some (unknown) height in the derrick between the floor and the monkey board, and fell to the floor striking the floorman on the back. At that time he was stationed approx. 10m starboard of the rotary. The weight of the joint was 6.5t, and the crane load indicator showed that the crane was supporting 3.2t. This was fluctuating whilst the drilling crew were working the winches ( and conductor) to latch the elevators. During this working, it is believed the action resulted in acertain amount of shock loading The mud pumps had been going down regularly on a daily basis. The incident occured after a pump had been repaired and put back on line during a connection. The pump had been running for approx. 5 mins. Before the pit level was observed to be dropping below pre-connection level. The pumps were shut down and the mudlogger were asked to confirm pit levels. A 52 bbl loss was confirmed. Surface checks were made and it was found that a 2" drain line on no.1 pump was left open after repairs had been made. The drain line had been tied into the cooling water discharge line.



Whilst carrying out maintenance on rig bilge system. To check bilge in elevator trunking took elevator to base of column stopping several feet short of bottom. Person sttod by contrtols while another person took emergency exit to base of column to check bilge. Returned to elevator via emergency hatch and attempted to return elevator to column top. Elevator would not operate and contacted electrician who went to elevator maintenance panel and selected maintenance mode and manually powered elevator to column topwhere it never stopped and limit switch and ran up to deck head. Shearing hoist rope socket at dead-end, engaging fall arrest clamps, damage to elevator cab and frame. Fire alarm and f10 activitated in port forward pump room. Rig electrician working area and asked to investigate. No smoke or fire found at first. Electrician continues to investigate and reports smoke coming from anchor wire sealing devise area alarm bells and p a announcement . Water tight doors closed stand by boat informed. Primary alert team ready and suiting up with b a sets. Well secured. No source of smoke found . Alert team members still investigating. Rig stood down from emergency stations. Electrical and mechanical supervisors and barge engineer to investigate pump room/winch areas. Anchor alarm was activated in the marine control room indicating brake break on anchor no3 this was confirmed. After assessing weather condition and further chain failure it was decided to continue production. While reconnecting anchor chain no3 the a/h vessel was ordered to move alongside port side and astern of <...>. While <...> Was changing heading to 300 a low pressure alarm from hcu air resevoir was activated in the production control room. All anchor handling operations wera stopped. The process plant was shutdown. Rov discovered a loop of studless chain around the lrp no1. At 0810;<...> Started to release the chain from the lrp. At 08:20 the chain was free from the lrp. A helifuel tank (transit) had been offloaded from supply vessel and placed on the main deck before moving to refuelling station. The tank had, in fact, developed a small leak and helifuel made contact with engine exhausts, which come through main deck, resulting in a flash fire . The fire was quickly extinguished using portable appliances. Weather: wind s @ 18-22kts; darkness; dry conditions. Torque wrench vibration caused by string rotation made the retaining bolts of the jaw work loose and fall to the rig floor. The supply vessel <...> Laying on rigs starboard side. Discharging drill water and deck cargo. <...> Was pushed astern by swell making contact with the aft outboard side of the forward starboard leg. Plate of frames(2) set in approx 20/25 cm at deepest total area 1.5 x 2 meter at 80' level. Damage was inspected from deck of rig. It is approx. 10ft above the load line. No rupture of plating is apparent. Internal inspection in the void space shows plate indentation. Two frames bent and twisted. All welding is intact as far as can be seen. Supply vessel had no apparent damage. Operation in progress was recovery of remote operated vehicle (rov). The rov had been lifted from the sea to just above the main deck handrail when the recovery line parted. The rov dropped c.2ft until the umbilical took the weight. The shock load caused the rov crane boom to slew slightly resulting in the rov colliding with the hand rail. There was no damage. Weather: wind 15-19kts at 150 degrees; sea 3-5 feet, heave 0-1 feet; pitch 04; roll 03. The operation in progress was running 9 5/8" casing on the rig floor. The operation had ben in progress for c. 15 hours when the franks fc-1 fill up/circulating tool, which is made up to the top drive, backed out at a left hand connection just above the packer. The packer fell 20ft to the rig floor. There was no injury to any personnel. Weather: not considered to be a factor. Whilst topping up lubricators on a gas compressor production technician noticed a strange noise in the area of the third stage cylinder. On investigation a leak was found on one of the valve covers. The compressor was then shut down and isolated for maintenance. When walking forward along the port grating to get clear of a double stack of riser, having hooked up one pup joint, the riser stack collapsed allowing the pup joints to shift the lower 50 riser joint to move sideways. This movement trapped the casulty between the riser and adjacent slip joint. B gas compressor was restarted following maintenance. During post start-up routine insepctions production technician smelt gas and noticed a change in the tone of the machine. On investigation the 3rd stage outboard discharge valve cover was found to be leaking. The machine was then shutdown and vented. Control room advised and machine isolated.



Operator of llpv hydraulic system pumping unit to check and top up fluid level on low indication. Lead pump started as expected followed by lag pump which is not normal. Checks showed zero pressure on system output at this point. Control room contacted who relayed status as all wells shut in at subsea manifold and low hydraulic pressures on lppu system annualiated. Ops team investigation found hydraulic supply connections (compression type) at system accumulator bank had blown out (at point a on attached sketch) causing the system to s/down. All process plant was made safe. Hydraulic system was made safe the hydraulic pipework connection had been blown off and twisted the piping manifold away from the acccumulator connections. All pipework / fittings remained attached to system pipe 'a' is suspected as the first failure with pipe blowing out of fitting. The force of the fluid / accumulators caused the distortion in the pipe manifold evident at pipe 'e' and 's'. 'S' eventually also came out of its fitting. Pipe 'l' also came out of fitting. Maintenance was being done to a pipe coupling on the firemain on the main deck port side. It was realised to inspect the coupling properly it was necessary to split the pipe at the nearest pipe flange. In doing so the flexible coupling on the other side of the isolation parted causing a dramatic loss of pressure in the fire main system. This caused two firepumps to cut in and the subsequent pressure rise caused hydrualic water hammer in the helideck riser pipework in the accommodation service trunking. Two joints failed in the service trunking amd one joint failed in the helideck foam room. (this room having a dranage scupper.) The service trunking was flooded to a depth of approximately 1 m/ isolations were put on the helideck riser pipework. The pipework was drained and the water in the service trunking pumped into a nearby scupper. The incidnet did not affect the production of the platform nor did it cause anu impact on the environment, with the only leakage being seawater. Damage has occurred to pa amplifier no 6 and at this time the possibility of damage to pa amplifiers nos 5, 7 and 8 is under investigation. Pipe appears to be distorted due to hydraulic hammer and will need to be modified. During routine monitoring of process plant and equipment it was noticed that crude oil was leaking from crude oil transfer pump. A suction bellows. On investigation it was found that a leak had occurred which was going through the deck grating on to the main deck. The stnadby pump was started and a "a" pump shutdown and isolated withion a few minutes. The leak was a slow trickle. Operation in progress was removal of redundant brackets, involving welders/fire watch. At 10:55 general alarm was sounded for fire/ emergency drill. Crew secured equipment and left area for muster. On completion of drill (11:08) welder returned to find area full of smoke. Control room was notified, general alarm sounded and muster held. Smouldering material was found and quickly extinguished - material was behind tank in boiler room. Weather: not considered to be a factor. A sudden rise in barometer 104mb to 110 mb and a change in wind direction caused stationary (engine running, rotor's turning) helicopter to cant to port side. Helicopter had been loaded and was making ready to depart the rig. Conditions changed in minutes approx 5. Time taken from crew estimation to recorded barometer rise. During export oil meter proving operations, the operator on site reported a small oil leak coming from the 4 way valve of the prover loop the operation was immediately shut down, surplace oil in the bund was flushed and the prover loop drained and flushed. The estimated oil loss was approximately 30 gallons and was contained within the skid bund and bund drain tank. Inspection of the incident discovered a weld failure on the 1/2" drain line from the prover loop 4 way valve. This failure was due to a substandard socket weld but some external corrosion was considered to be a contributory factor. Anchor handling vessel (ahv) decked rig's anchor for inspection. Whilst turning / sliding the anchor it surged with the ahv. Motion and the tugger wire parted, ricocheted and struck man. Man was behind a pipe and mesh barrier, but wire came under the barrier. At 19:40 hours a fire was reported in the mud centrifuge unit under the cantilever deck. After raising the alarm the fire was extinguished using dry powder extinguishers. The unit was electrically isolated before the use of the extinguishers. Personnel were directed to muster in teh tsr. Uk coastguard were informed at start and finish of the incident. No major damage sustained. No casualties. Weather had no effect on situation. Fire was declared completely extinguished and equipment cool at 19:49 and mustered teams stood down. The driller stopped the blocks when pulling out of the hole to remove the wiper rubber.the operator in the entermediate racking arm set the arm on the pipe above the tool joint.the driller elevated the drill pipe and pulled the tool joint through the racking arm head,causing the interchangeable plate in the head to be pulled from its mountings and fall to the floor. <...> Alongside our starboard side at 1825hrs. Commence offloading deck cargo, bulk cement and drill water. At 2010hrs <...> Came in contact with our no.2 anchor chain and fairleader. Hole was observed on <...> Port aft corner. Loading hoses retrieved to rig and <...> Stood off. He reports stability intact and not affected by hole in pot water tank. On inspection no apparent damage to internal of void space adjacent to fairleader on <...>. External inspection will be done by rov when conditions allow.



Operation in progress was lifting segment of funnel guide from lower beams in ctp area to bop storage area. The 30t bop bridge crane was being used to lift the funnel guide in conjunction with 5t hoist (to control load). The bridge crane operator allowed the main block to be pulled into the travelling frame which resulted in the wire breaking and bridge crane hook falling to deck. Weather :wind 210 deg @ 12 kts; seas n, 3m @ 8-10"; baro 1026.8; fine 8c Ssv contacted installation. Owners standing orders were not being followed. Master dismissed. Cautionary circular issued to owners other vessels. During drilling, a 40 ft perforating gun became stuck in a wellhead. 83 people were airlifted to shore and to the <…> platform. At 0900 hrs the accommodation/multifunctional support platform broke moorings at a yard <…>, and got adrift. The semi was under repair when the accident occurred in a severe storm. The semi grounded close to <…> . The grounding probably prevented the collapse of the bridge. None of the 37 people onboard were injured. Several unsuccessful attempts were made to take the rig off ground. Due to bad weather the semi was not refloated until 1800 hrs the next day, several tugs were involved. The rig sustained only minor damages to superstructure and exterior propulsion system. The platform was refloated and secured at <…> The rig, with 56 persons onboard, suffered a kick at 0006 hrs while drilling for <…>. The situation was reported under control some 3 hours later. Evacuation was not initiated. Heavy mud was pumped down the drill hole to stabilize the gas pressure. Nearby platforms and helicopters on standby in case of situation deteriorating. At 0722 hrs <…> the rig reported that the well was under control. The vessel with 44 persons onboard, used for oil production and storage, in the <…> field, lost no 7 anchor (8 anchors in total) in a severe storm. The production was shut down. Vessel was unable to replace anchor due to the bad weather conditions. On <…> at 1358 hrs, the vessel was hit by a 20-25 m wave causing loss of nos anchors 2 and 3. Weather conditions: 50-55 knots wind (gusting 65 knots), sea state 10-12 m average (max 15-18 m) vessel holding position using remaining 4 anchors and propulsion. At 0028 hrs the next day, the vessel lost its no 4 anchor (wind: 30-40 knots, waves 7-8 m (max 12-13 m)). Vessel was still kept in position and the risers were not released. No evacuation was initiated. At 1755 hrs on <…> all anchors were relaid and tested and production resumed. While drilling, the jackup was hit by m tug/supply vessel <…> (571 tons, crew 11) at 1947 hrs, wind: ssw force 8 (gale), sea: rough, moderate swell. The vessel sustained heavy damage. At first light further investigations were initiated to reveal any damages to jackup leg. The 65 rig crew went immediately to muster stations, but stood down soon after. While under tow with m salvage tug <…>, tow parted at 0342 hrs in position lat <…>n, long<…>w. The 21 rig crew prepared for dropping anchors, and vessel attempted to recover the towing wire. No assistance required. At 0353 hrs the semi was safely anchored. At 2204 hrs the next day, tug had connected tow and tow proceeded to <…>. At 1143 hrs it was observed oil from starboard aft edge of the fpv, almost under the ship. Quantity estimated to 2-3 tons of export quality crude oil. Later it was revealed that the source of leak was a faulty flexible rubber hose on the seabed (export pipeline). Two days later a 4.8 sq km oil slick was seen in the vicinity of the vessel. The pipeline was repaired and production resumed <…>. In bad weather, the vessel's electrical wiring (controlling the fire&gas detection systems) was torn off causing an emergency shut-down of valves which control the pipelines below the vessel. Additional services to the vessel's turret were also affected. The subsequent repair work was hampered by the bad weather conditions, and hence, the alba field crude production was down for 6 days. An additional 8-9 days is required to complete the repairs.<…>



Large wave taken over bow followeb by secondary "a" shutdown, loss of normal power to turret switchboard and actuation of for'd fire pump. Emergency power to supply to turret remained connected. Normal pwer supply to turret re-established. Investigation by cctv showed section of fire main leaking heavily. <...> Oim and <...> Asset manager advised of initial damge. Damaged section of fire main and for'd fire pump isolated, damaged cables and junction boxes found on the pig trap level. <...> Oim advised the fsu unable to receive production from <...> Due to severe damage of inst umentation/power cables to turret and loss of fire detection/protection in turret area. Turret area made safe, personnel withdrawn until first light when further assessment of the damage will be carried out. <...> Marine manager advised of damage and field shutdown. <...> Group technical manager advised of the incident and field shutdown. Five electrical junction boxes adjacent to esdvs torn from mounting board, mounting board destroyed. Junction boxes intact, some cables torn out of boxes exposing muticore bare ends. Cables and bable tray torn from port turret leg, two cables torn from from junction box at base of leg. Fan damper controls for forward store and fire pump spaces destroyed. Athwartship fire main section for'd of turret displaced approx 0.5 metres fractured at butterfly valve flange. Deck pipe hp over stbd side torm form deck damaging fire main hydraulic valve actuator. Four external fire extinguisher boxes in turret area destroyed. Three fire hose stowage boxes destroyed. Nim winch frames hydraulic oil recovery tank ripped from foundation and laying against nim winch. Various sections of grating around pig trap displaced. A number of sair treads on turret access stairs displaced. Fog signal and navigation light torn off, frame still standing minus horns. Fire detection loops main deck and bow area, "a loop operable with faults, "b" loop when connected unstable <...> Technician investigating. Turret cable support to swivel displaced. Crude/diesel pressure currently attempting to fully assess damage impact implications. Isolate damaged fire main seciton, reinstate for'd fire pump and turret deluge system. Matter of priority, currently assessing method of restoring diesel supply to anp at the earliest oprrortunity. Temporary 24v supply to diesel export esdv required. Two electrical technician mobilsed today to commence indepth damge assessment, plan workscope for system repairs. A further electrical technicean and four black trades joining tomorrow. <...> Technician to progress rectifying faults on fire detection system.



During offloading of the <...> While lifting a helifuel tank the whip line of the starboard pedestal crane parted while the lift was 3'-'4 off the vessels deck. The lift dropped back onto the vessel with the stinger, overhaul ball and approx. 100' of wire. No injuries were sustained as the deck crew had moved to a safe location before lifting commenced. The overhaul ball and line were later recovered from the <...> With no report of damage. A full inspection revelas the boom tip sheave is badly damaged and the boom saver limit switch has been bent. It appears that the boom saver safety chain has caught the whip line and been pulled into the sheave. With there not being any room for both the wire 1" dia, and the safety chain 1" both were pulled together causing th chain to parted the wire. The weight indicator had gone off just prior to the line parting, but the crane operator could not get the lift down in time. A similar thing had happened about half an hour previous to this but because no visible damage was Helicopter <...> First made contact with relevant information regarding hat range eta and pob.pilot requested aero beacon,deckclearance given then pilot requested aero beacon to be switched off. Helicopter then landed and while baggage was being offloaded a wave broke over the helideck.this covered the helicopter's ford end,stopping the engines.a message was passed over the radio by the pilot to the h.l.o. To clear helideck of deck crew.this was done immediately.pilot shut down the engines rotors etc and then passengers disembarked attemps were made to use the down socks for the rotor blades but due to wind and rotor movement this could not be acheived safetly. After a meeting between the pilot,oim and hlo the decision was made to restart the engines and proceed to <...> Without return pax.<...> Then lifted off. During the backloading of the kaubturm,equipment, .i.e. Hook assembly, failed causing load to fall on deck from a height of one foot.no damage was caused. While offloading <...> Equipment from m/v <...> An equipment rack containing high pressure riser hung on an adjacent container causing welded plate utilised as a retainer for the riser to break off allowing one joint of riser to fall about 5ft to the deck of the boat and one joint to partially come out of the rack. After the rack was landed on the rig the rack was inspected and it appeared that the weld on the retaining plate had been cracked prior to this incident. This assumption being made due to very little "grey metal" being seen on the broken weld. Sea state-2 metres. Wind speed20 knts The incident took place while attempting to disconnect the 12" export gooseneck. Mauriding winch and utility winch on the pig floor were being used to attempt to lift the gooseneck which was proving difficult to release at the auto lock connector. Rigging was as per attached drawing. Self compensating utility winch was tensioned and on taking the load, a padeye failed and fell to the rig floor. The assistant rig services supervisor who had been sent to the drill floor to investigate then re-rigged this same winch via a snubbing post. On taking tension the beam clamp failed and fell to the drill floor. In both cases the winch was set to mix tension, overstressing the padeyeland beam clamp after re-rigging incorrectly.



Men were working in the moonpool but not immediately adjacent to the tensioner, they neither saw nor heard the wire part. The break was discovered by another employee during routine moonpool watch duties and reported immediately to his supervisor and myself. The wire had been regularly slip and cut (last<...>, Due <...>) And under normal operating conditions supported a bridge and risers1,6 and lps. Whilst tripping in the hole the blocks were being raised when a hose securing clamp from the hydraulic service loop sheared and fell to the drill floor. The clamp fell approx 50 feet and landed on the port for'd fnd by the 'v' door. There was no damage caused and no injuries sustained by any personnel. It is believed the clamp suffered stress fatigue during the period of heavy weather immediately preceding the failure. Due to adverse weather conditions the hang off tool was run in the hole. While making up the hang off tool the lower torque wrenchhit the shoulder of the pipe in the rotary.this resulted in one of the lower bolts for the cylinder cover shearings.due to the present weather and operation it was decided to carry out repairs after hanging off.once he hang off tool was landed the first stand was pulled out of the hole and the torque wrench used to break the connection at the monkey board. When the torque wrench was activated the remainingthree bolts sheared with the result that the cylinder piston was pushed out by the pressure and dropped to the floor. Following wireline operation utilising drive down boiler tool to remove debris from tubing, the tool had been retrieved to surface and taken to the wireline workshop on the pipe deck for servicing/cleaning. The flapper valve plug was being removed when the plug was propelled out of the tool by trapped gas. The plug was later found in a skip about ten feet away. The weather was not considered to be a factor in this incident. Following pressure test (3,500 psi) of lubricator and riser with brine using cement pump pressure was bled off downstream of check valve in surface piping. An attempt was made to bleed off pressure upstream of check valve through rig choke manifold, but this was unsuccessful.whilst manifold line-up was being checked the pressure was released via h.p. Hose which had been disconnected at work deck, resulting in hose "whipping".weather: not considered to be a factor. Vessel was moored at intermediate stand-off position when tension was lost on mooring wire. Maximum observed tension was 200 tonnes. Offloading 20' container from supply vessel container bridle latched to stbd crane.container slipped to aft end vessel flipped to vertical posi- stion,load fell from open container to vessel deck.container fell from aft end vessel,bridle released from crane during impact on aft end. Container sank. Wind 335 deg 25 knots. Heave 4 feet. Seas 14 feet period 8 secs. No 2 slip joint tensioner wire parted. Piston stroked out and when it stopped at maximum travel the two pins securing the upper sheave assembly to the piston sheared and the upper sheave assembly fell off and landed on the upper landing of the drill floor, forward access stairway. Note: full assembly requires four securing pins through upper sheave assembly into piston. No 1 generator shut down due to high air temperature indication. No 3 generator was immediately started and run up to speed. After approx 3 minutes running, smoke and flames were observed in the vicinity of bank "b" air inlet manifold.no 3 engine was immediately shut down. Fire alarm automatically activated. No 2 engine tripped off the board and shut itself down due to a lub oil pressure failure 2nd threshold alarm. Emergency generator automatically online. Fire team entered e/r and extinguished fire on no 3 m/e. Area secured, no 1 and 2 engines on line, resume normal operations. Type of main engine:- s.a.c.m. 240 v12 marine diesel engined generator. 11:34 <...> On number 8 anchor, commenced runnning out. Anchor chain moved out slowly through the muddy bottom conditions. The <...> Was unable to move the chain with 1000 metres of chain out from the rig with a 100% power. The captain decked the anchor and secured it in the kalm forks before backing up and making a run to pull the chain out tight. 12:38 whilst attempting such manoeuvre the kalm forks on the <...> Gave way. The sudden strain broke the p.c.p. Allowing the anchor to crash from the deck over the side taking the kalm forks and the top of the port towing pin with it. There was no further dama ge reportrd or injury to personnel. Number 8 was tensioned up for later retrieval. 17:15 the <...> Was loaded with sufficient equipment to replace any damaged item within the system. At 18:45 the chain was "j" hooked and at 18:09 number 8 anchor was decked. One fluke was missing from the anchor. The anchor was changed out for the spare main on the <...>. Maintenance work to remove psv 9700 from the key generator (<...> Enclosure) fuel gas system involved breaking into a live gas vent (to flare) line. This to install a blind flange. Following prejob safety meetings as the task had been performed before,it was decided to follow the same procedure. Permits were issued and the job commenced. Breathing apparutus was used along with a stand by man and gas detector. On opening the psv flange down to the removal of the fourth and final bolt gas detection occured within the enclosure initiating the general platform alarm and a level three shutdown. Due to the level three shut down equipment venting into the flare header increased the amount of gas escaping. Gas was then detected at the ruston air intake which moved the executive action to level 4. The maintenance specialist realised the cause of the alarm had been their actions and proceeded to replace the psv, fitting a new gasket at the same time. On investigation it would appear the incorrect key (uv) had been t



Drill crew had finished pulling out of hole when one of the monkey board pipe rack fingers came loose and fell to rig floor. There was no damage to equipment or personnel. Subsequent investigation indicated that the finger retaining pin probably worked loose due to movement of smaller od pipe in 6-5/8" finger slot over extended period of time. Whilst backloading 1.2 tonne bulk salt bags, the lifting eyes parted simultaneously on the 7th bag. Crane was stationary at the time. Bag fell approximately 40' landing in a half height narrowly missing a <...> Hand. No injuries were sustained. While offloading 30" casing from supply vessel <...> Using crane a protector fell off end of casing from a height of 10 feet and landed on pipe deck, narrowly missing a roustabout waiting to unhook crane during the boat operation. Wind 155 deg 22 kts sea dir sw height 1.5m. After using casing tongs for running/handling tubing,the drill crew were being employed on clearing away the equipment a casing tong was being moved(redy to stow) with tthe use of an air tugger. The line got caught in the derrik finger board. The tugger line was slacked off to enabl the line to be cleared,as it was cleared the hanging arm on the tong dropped,striking the ip on the hand. Whilst production technician was carrying out routine checks on gas compressor `b` he smelt gas in the vicinity of cylinder no 1. Further checks with leak detection liquid indicated a gas leak from the lower cylinder lube oil connection of cylinder no 1. The compressor was shut down by hand, system leaking depressurised, leak tightened up, system tested and compressor brought back on line. Wind speed - 6.0 knots wave height - 4.0 meters air temp - 5.1oc direction - 290o light - dawn sea temp - 6.0oc On completion of initial pre-load, at the final position, the jacking engineer commenced to jack the unit to a safe height to commence final pre-loading. Halfway through the first stroke the full area pressure dropped slowly on leg no 4. Jacking operations then ceased and no 4 jack house was entered. It was noted that the 'o' ring on no 1 cylinder, full area side had blown out. Approximately 1000 litres of hydraulic oil had leaked overboard which drifted in a northerly direction. At the time of the incidentthe work in progress was drilling the 12 1/4" hole section.there was no work taking place in the derrick but the mech- anic was making adjusments the iron roughneck located on the rig floor. The retaining bar section(when extended prevented tubulars from falling out of the pipe fingers and across the derrick) 5" x 1/2" x 2' long box section weighing approx 12 kilo vibrated out of its housing at the monkeyboard and broke the safety chain.the section fell from the monkey- board to the rig floor striking the top drive on its way past,causing minor damage.there were no injuries.as there was no work in the derrick taking place.it is believed that the bar vibrated out of the housing and the weight of the section broke the safety chain. While installing cotter pin in master link of drive chain for subsea camera winch, a cotter pin of too large a size was chosen for job. The welder acquired a gas welding rod to act as cotter pin. While installing welding rod, the loose end of the rod `whipped` past causing a scratch to the eye surface. Object heard stricking drill floor roof object found and recognised as part of compensator chain guard, the are cleared of personnel and crown investigated. It was found that a chain pin from the compensator had partially worked out and allowed a chain link come free and foul the sheave chain guard. Whilst inspecting equipment in the half height container casualty placedright foot under container.when the equipment was dropped back into the container it joltd the container which then slipped off the support beam and trapped casualties right toes.the container was not secrely seated on the supporting beam.to release casualty the crane was used to lift the container up. During load testing of dive system using a 20ton capacity water bag the main winch was being tested using the emergency hydraulic power pack. The bag was filled and lowered under the main deck then raised. While it was raised, under the the deck, the winch started to walk back. It gradually gathered speed. Resulting in the gag, clump weight ran down to sea level. Damage was sustained to the bag, load cell, clump weight and bell wire. Bell 1 while suspended in its cursor fell onto the trolley door, fortunately there was no one in the vicinity at the time. On initial inspection it would appear that the bell release pin - item 3 mara drg p1853-dg-068 - had unwound allowing the bell to pull/fall free the retaining device item 7 (on drawing see report) was on the handwheel but not been secured to a fixed point. Wind 18kts swell ht 2 mtrs location internal good artificial lighting. Noise levels low, air temp 7 degrees sea temp 10 degrees. While retrieving the wellhead wear bushing prior to testing the bop stack, the wear bushing was pulled through the table on the retrieval tool. The joint below the tool was 'buried' by the body of the wear bushing. The single below the jet joint which had to be broken out. The decision was made to break the jet joint/stinger single first. The joint was lifted, slips set and broken. At this time, contrary to the drillers instructions the spinner was engaged. This caused the wear bushing to become disengaged. It fell down the pipe to the top of the still engaged iron roughneck. The wear bushing's fall path was restricted by the stinger single. Damage was restrcited to the iron roughneck.



While carrying out modifications to the tumble dryeer exhaust ducting the welder was using a grinder and sparks ignited the lint and dust in the exhaust ducting causing a moderqte accumulation of smoke in the laundry. The fure watch roustabout raised the alarm. While the chief engineer used a co2 extinguisher with access through. The vent header box to extinguish the smouldering material there were slight scortch marks on the ducting but no damage to personnel. During routine checks by area operator a leak was discovered in h30 flowline to diverter, area was immediately secured and line depressed approximately 3 barrels of water 2 oil mix was dispersed on the floor (9 to 1 ratio) no oil pollution to the sea was evident. During the well of <...> A washout was noticed by the fire warden. Immediate action was taken. Well was closed in. Valve with the washout was changed. All system was checked on wall thickness. Assistant driller was acting as banksman/slinger preparing to lift a set of 500t elevators from a transit container with the rigs starboard crane at the time of the accident.immediatey after he hooked the load to the crane. The cranehook jerked with the movement of the rig and the container shifted 2 feet to starboard,crushing the assistant driller between it and the rigs rail After hearing a loud bang at 2100 hrs. The oim observed that the no.2 anchor wire (stbd. Fwd.) Had completely payed out. The oim reported to the emergency control room where he observed by a camera in the lower wich pump room a water spray coming from the vicinity of no 2 wire. After disconnecting the upper riser package and while moving the barge to a safe distance from the template another wire from winch no1 began to payout in an uncontrollable maner ultimately pulling the wire off the drum and onto the seabed. Technician installing software into process shut down system on <...> Caused an esdi shut down resulting in blowdown of gas through <...> Platform cold vent. Whilst production tech was carrying out routine work in the area of the compressors he heard an audible air/gas leak. On investigation he found a minor leak to the gland seal area on compressor a 3rd stage discharge valve. After confirming the leak was hydrocarbon gas using a local portable gas detector he informed the control room and the machine was shutdown manually, suction and discharge valves closed and system vented to flare. Ships heading - 180o wave height - 0.8meters air temp - 13oc wind speed - 16 knots light - day light sea temp - 8.5oc direction - 165o The unit had previously lost numbers one and two mooring lines (previously reported on a separate oir/9a) and was in the process of re: spooling new wires from the stern of an attendant vessel, the <...>, Which had been equipped with spooling equipment and the new wire rope reels. The rig had successfully re-spooled the number one wire that day but had decided to wait for improved weather conditions before going ahead and spooling number two. Once the decision had been made to go ahead and spool number two, the end of the new wire was passed to the rig and secured to the anchor winch drum. The first layer was thenp spooled onto the drum with the <...> Maintaining position approximately 200 feet from the rig. As the second layer was being spooled on the wire rope spool on the stern of the <...> Started to free-wheel. Instruction was given to the attending crew on <...> To apply the brake, reaction was slow and the spool gained momentum such that the reel was not able to be stopped and the crew on the deck of the <...> Moved clear. Instruction was given by the rig for the <...> To move away in a south easterly direction clear of all sub- sea obsructions. The bitter end of the wire subsequently came off the spool on chancellor, causing minimum to his deck r.o.v. inspection revealed that the wiree had been laid clear of all sub-sea obstructions . The wire was recovered successfully utlising the r.o.v. to observe the wire. Commenced circulate and condtion mud to 10.4 ppg due to 11% gas etected in mud returns. Close in well with upper pipe rams monitor well. Muster crew at stations after h25 gas detected in pits, checked h25 muster stood down. Commence circulate out in flux using drillers method. Close in well. Circulate above annular with trip tank. Continue circulate out gas influx. A production well had been acid washed using coil tubing, operated by <...> Personnel. This had failed to clear the restriction in the tubing the main procedure called for a contingency procedure to clear the obstruction using a rotary jetting tool. While roto-jetting there was a sudden increase in well head pressure from 1000 psig to 2000psig. The circulating pump rate was reduced to prevent over-pressurising the . It was found that the tool would not pull free. The well was flowed at a 7% choke to clear any debris. When 2 tubing volumes had been displaced the well was shut in. With an initial pull of 24,000 lbs the tubing started to come out of the hole. At this point the coiled tubing parted causing a sudden weight loss on the coiled tubing(it was later found to have parted at some 390ft. Below the well head). Fluids began to leak from the stuffing box. The pipe rams were closed but this failed to stop the leak. The blind rams were closed and the leak stopped.



The link tilt intermediate stops on the top drive were tied back using a soft line to allow the stop bar to pass the intermediate stops allowing the elevators and bails to fully extend to make latching the drill collars at the monkey easier. When the link was activated the stop bal stopped on the intermediate stops which was noticed by the rig superintendent. In order to bring the blocks with the elevators back to the rig floor for the problem to be rectified. The link tilt had to de-activated so that the bails would be in the vertical. As this was done the stop bar jumped clear of the stops and the stored pressure in bellows was sufficient to throw out the bails to the full extent catching <...> On the right elbow knocking him over backwards onto the monkey board. As he landed he struck his head on the extension frame used for raising and lowering to position of the board causing lacerations to the upper lobe of the left ear and behind the ear. The accident took place during daylight. The weather bein The helicopter landed with front wheels on helideck and the rear wheel struck the perimeter net frame, bounced onto safety mesh and on edge of helideck. During landing slight damage to the safety net was incurred. While conducting drilling operations, running in hole with a 20 meter core barrel. Working the drill string to free stuck pipe at 4940m. Smoke was observed coming from the <...> Top drive unit. The top drive was approx 130' above the rotary table. Pipe was worked down and a stand of drill pipe was stood back in the derrick. The top drive was rought down to approx 20' above the rotary table to allow access. The fire was confined within the air brake housing. Senior toolpusher gained access using a riding belt, and extinguished the fire using a portable co2 extinguisher. Spare co2 extinguishers were brought to the drill floor by the deck crew. Heavy smoke was carried over the helideck. The incoming crew change helicopter was stood off to stand by at the <...> Platform until the situation stabilised. The top drive was re engaged, circulation was re-established and hole condition was monitored. Having made a preliminary inspection, it was decided to pump out the 17 stands to the casing shoe to prevent the deteriorating around the drill string. By 1050 the fire was extinguished and smoke had cleared. The helicopter was informed that the helideck was clear, subsequently the aircraft was unable to land due to poor visibility and diverted to <...>. At 1115 the incident was closed and personnel were stood down. Scaffolding was erected to allow a more thorough inspection. Various componants, fittings and service hoses were destroyed by heat, these include the top drive motor bearing seal, necessitating the replacement of hte top drive motor, the air brake assembly and the blower motor. At approx 10:30 hrs the main block of the starboard crane was lowered to the supply boat and attached to the dual annular lifting bridle.the cra ne operator proceeded to lift the load and when apoprx 6ft above the de- ck of the boat the crane lost all power.the crane op informed the boat to pull off.with the boat in motion the annular came into contact with hand railing causing damage to the hand rail and also ripping the skid frame free from the annular.the skid frame was lost over the side as we- ll as parts of the hand rail. The replacement drill line, on it's drum, weighing 22 tons, was placed on the dedicated drill line spooler on the drill line spool line platform, situated at the after starboard side of the drill floor. The cable drum was supported by a shaft running through the drum, supported on trunnions on the spool support structure. The shaft used is original rig equipment, as detailed on rig drawing <...>. With the reeving operation underway, and the joining splice half way through the blocks, the shaft failed. This resulted in the inboard end of the drum dropping, coming to rest on a support beam, causing distortion of the beam. The deck crane and lifting equipment was used to first secure the drum and then move the drum to a position of safety on the pipedeck. On inspection it was found that the shaft was not manufactured from solid bar as it appeared. The shaft was constructed of a tubular centre section with solid end peices, turned down and inserted into the tube. Collars had been welded to the bar end pieces and to the tube. The weld on the inboard side had failed. As the insert of the solid bar was only 2", the bar became detached from the tube. The drill line spool platform is situated directly above the degasser, the trip tank, main flow/diverter line and associated pipework. It is adjacent to no 6 riser tensioner. The potential hazard to personnel, and loss of critical equipment due to dropped object hazard, had the platform not held, was very high. A pallet of 36 stud bolts were lifted out of a half height on the <...> To a resting place some 40 - 50 yards away behind the shaker house. Once the load was in position the banksman asked the crane driver to lower the load. It was a blind lift at this time. The driver lowered the load approximately 1 metre and stopped possibly shocking the load. The pallet folded dropping 8 of the 36 x 31.5kg stud bolts, 7 into the sea and one onto the deck (from a height of 15ft). The load was then lowered to the deck. The load was shrink-wrapped with heavy gauge plastic and secured to the pallet with steel bandit. The pallet was lifted with a wire strop. While stud welding in the engine room, a spark of this stud welding dropped on top of a insulated steam pipe which ignited. The fire watch spotted smoke and stopped work, at this moment 2 other people extinguished the fire with co2 and dry powder. The fire lasted less than a minute and was not bigger than 30-40cm. No damage to any equipment or injury to any people.



Running 30" conductor. After making up connection, make up was removed, suspension line was found to be hoomed behine casing stabbing board. Line came free swinging tong against 8" drill collar on setback area impacting floormans right hand. Smoke and fire alarm was activated and investigation indicated smoke in lower accomadation area. General alarm was sounded, full muster was held and coastguard notified of potential incident. Subsequent investigation determined source of smoke to be a charred air filter caused by heating element in lower air handling unit. Rig was stood down and coastguard notified. Weather: not considered to be a factor. The tds was made up to a joint of drill pipe. A back up tong was placed on the tool joint. The tong bit ok and the snub line wasn't tight the tds was spun into the pipe keeping block weight neutral as spinning took place 140000lbs. The tds function selected to torque. Torque was applied to the top drive as the torque was increasing on the gauge. The tong broke loose from the pipe. The tong flew off the pipe swinging uncontrollably it struck ip injuring him. Driller turned off tds system chained down brake and went to assist ip. Fire occured in d.c. Motor of mud pump no3 "a" for unknown reason. This fire occured while normal drilling operations took place with 3 pumps on line. Backloading 9-5/8" casing to m.v. <...>. Rope was laid beneath bundles to prevent rolling. Crane landed bundle of casing on deck and relaesed tension on same; employee reached to unlatch crane hook from casing sling. Casing moved slightly catching employee's toe. Casing then shifted rolling onto employee's leg below the knee. Crane operator raised bundle claer of deck. Wind:sw 10 mph sea: 4 to 6 ft temp: 54 deg f noise: nil daylight Atmospheric conditions: calm sea,no wind,2/8 cloud,dry,clear,barometer 1019.3mbs,temp 11.6c. Whilst tripping 5" drill pipe out of the hole - 97 stands had beenpulled. A hydraulic leak on iron roughneck hose resulted in tones and rotary being used to pull a further nine stands. On stand 106 the stand lift failed to lift the stand and it was discovered that the wire had pulled out of the spelter socket. The wire was secured in the spelter with what appeared to be resin compound. Sketch plan enclosed. Number 6 chain chaser pennant was passed to andhor handling boat m.v. <...> And the boat worked round to align with fairleader to run the anchor. Number 6 anchor was run off rack and 300 feet chain was par yed out as m.v. <...> Was pulling in on chaser pennant to locate anchor on stern roller. The barge engineer informed the master of the <...> And he lowered the chaser collar and increased power to strip the chain back to the anchor. The rig quickly went 2-1/2 degrees out of trim to starboard aft. On checking tha tank gauging instruments in the ballast control room ballast tank sb-10b was seen to have flooded. Immediate action was taken to restore trom of rig. There was no loss of the ability of the rig to maintain normal trim with the tank flooded. Anchor hadling was suspended and rov was launched to inspect area of hull for damage. Rov observed hatch for tank sb-10b torn completely off. Full inspection was made of surrounding are but no further damage to structure could be seen. Full video recording made of inspection. There was no injuries to personnel. Chain chaser pennant was inspected by cew of <...> And no damage was found to indicate that it had been round the hatch. It is unlikely the pennant caused the damage as it was along the deck of the anchor handler prior to the righ sharply listing. The master of the torbas was questioned and stated that he saw nothing untoward on the tension monitoring insturments for his workwire wiinch at the time of the incident. The roustabouts were working with the crane operator moving a container to starboard aft corner of riser deck.roustabout <...> Was flagging the aft crane and was at all times in view of the crane op.after landing the container,roustabout <...> Was at the end of the container invisible to crane op. And to his workmate,to unhook.meanwhile roustabout <...> Seeing that the container was not in quite the right place signalled the crane to lift the container so that it could be repostioned.roustabout <...> Was still between the container and the bop seafastening girder.the container swung due to rig movement, squeezing <...> Foot between the girder and the container. During the abandonment of <...>, Circulation was initiated inside the 5 1/2" tubing. A tubing leak allowed the returns to exit via the 5 1/2" x 8 5/8" annulus. The returns contained condensate. Circulation was stopped as soon as this was initiated. +/- a2 gallons ran over and ended in the sea. Circulation was stopped and end was skimmed clean. During removal of heat treatment transformer from c4 mooring compartment by the east crane the whipline "baby" snagged the removable section of walkway above the hatch entrance. The holding down of bolts sheared and the section lifted and dislodged the walkway from structural steelwork. The walkway section fell 8' to column top coming to rest diagonally across hatch opening. No damage was sustained. While drilling and <...> Personnel were rigging up csg tongs on the drill floor they heard a metal object hitting the sandpipe manifold and then the deck of the drill floor investigation revealed a latch finger had dislodged from the monkey board level. The retaining wire had broke allowing the finger to drop. Due to stacking of 2 7/8 d.p. In latches movement caused the pin to work loose



When the hose was lifted up from the cradle end coupling got stuck under and edge on the deck below. The hose parted approx. 5m above deck level and fell back into the cradle. A small amount of oil/gas gave 60% lel hc. In air intake close by. This caused a "blackout" and process shutdown. In engine control rooms which is located below hose cradle a short circuit in elctric cabinet occured as result of vibrations/blackout. Electric cables in the cabinet got over heated and cought fire. Fire was immediately extingushied with co2 apparatus. When starting up platform production after shutdown, leak was discovered in 2" closed drain line from metering skid to slop tank. Drain valve from metering skid was inadvertantly left open on startup allowing oil into drawline. Leak was due to internal corrosion. Aluminium access tower was being used for prep/pointing and was being partially stripped for move to next section of work area. A handrail strut (7' long,wt 4 lbs) had been laid down but not removed from platform. Prior to move the strut was noticed and in the process of retrieval the strut fell and struck a worker (not involved in tower stripping/move) on the back of hard hat. The worker had been warned to stand clear, but the warning had not been heeded. Weather: wind 250 deg @ 10 kts, fair During routine log checks on the <...> Top deck level an op's technician <...> Detected the smell of gas and discovered a gas leak from the outlet flange of the second interstage cooler (e2120). Normal production operations was ongoing at the time of the incident. The wind direction was 237 degrees at 11 knots carrying any gas directly outboard. Lighting - artificial + daylight breaking. This incident occured following the annual shutdown during which time the three gas coolers e2110, e2120 & e2130 were changed out. Whilst lifting 38 ton subsea tree into posistion on the starboard deck the stbd crane boom hoist motor failed (sunstrand motor). The injured person was closing a circuit breaker on the 600 vac feeder thyrig bay a. The breaker exploded releasing flames. Causing burns to face, neck, hands and arm. If the breaker had been closed by hand instead of using the stick the seriousness of the injury would have been much worse. Troubleshooting on the system had been going on for several days prior to the incident. The breaker in question had tripped the first time when troubleshooting problem with avr on generator no1. This was when the system was being brought back on line from emergency to normal power. An attempt was made to close breaker and it tripped again. At this point it was realized we had a problem, and troubleshooting began. A faulty assignment contactor was found and also a faulty control card. These were changed out and checks were made. Upon attempting to close breaker after repairs, the injured person was using a broom handle to close breaker just to keep himself a further distance from bay as a safety precaution. Various breakers were damaged along with cable and terminate strips. The <...> Crude oil metering skid is positioned on the main deck in an open area. Crude oil meter proving operations had been completed during the day shift and the night shift were water flushing the skid prior to disconnection the following day. Following the venting of air from the meter prover skid, via 1/2" vent line, the vent line was not securley closed and when the flushing operations recommenced, oily water was sprayed from the valve. The mixture was detected by low level gas alarms. The operator returned to the site and closed the valve. The site was made safe and cleaned up. The equipment became dislodged and fell during milling operations. Jarring operations had previously been taking place, following which the derrick upperworks had been visually inspected(see attached report) at the time of inspection, 1430hours <...>, The equipment was seen to be in good order. It appears that the locking wire subsequently failed allowing the two securing bolts to back out. Using tugger and bushing pullers to pull inner bowls from master bushings, inner bowls fell from bushing pullers onto floormans foot from a height of approx. One foot. The old set of 4 leg bushing pullers were being used in preference to the new set as the new set were not suitable for handling the insert bushings old set of 4 leg pullers had one deformed leg. This would not have allowed the hooked end of the puller to fully engage the hole in the. This is bad as the 4 leg assembly is for insert bushings. The insert bushing. If this was the one in use, then the bushing had a high potential for falling off the puller. The crewmen should have lifted the bushing just high enough to clear any obstructions. His foot should not have been in a position where the bushing could fall on it. Whilst making a connection a bolt from the pipehandler near the bales backed out and fell 90 ft to the rig floor. It struck a roughneck a glancing blow to the hard hat with no injury incurred. Bolt was 3" long by 19mm. Whilst production technician was carrying out routine visual start up checks of the compressor unit, he noticed vapour and liquid leaking from the third stage discharge valve of gas compressor b. He immediately shut the machine down manually and vented to flare. Ships heading 180o wave height 0.0air temp 15oc sea temp 8oclight - daylight wind speed 2 m/s



During running bop/riser, a riser buoyancy clamp fell down. The riser buoyancy strap, which the clamp is attached to was broken. The roughneck was standing next to the riser for connection, when he was hit. Working conditions normal for the job. ( a sja - safe job analyse - was made. A pre job safety meeting with all involved was held. Wind:ese 16km sea: ese 0.8m air t: 14oc During running in hole with a 12 1/4" bha the driller had run 11 joints 8" drill collars and had a jar. The first stand of 5" heavy weight drill pipe was halfway into the hole when the hydraulics air operated elevators unlatched. The bha was lost downhole. The elevator opening cylinder assebly and air supply hose sheared off owing to the violent opening of the elevators but remained attached. Damage was seen on the elevator bore but not considered to be as a direct result of this incident. Whilst furnction testing rbs as part of commissioning procedure adjustments were being made to speed, control valves. The rbs was being functioned in the "lower" position which was lowering the head of the rbs. As the head of the rbs reached the horizontal position the welds on the padeyes for the hinges broke and the hydraulic piston resulting in the rbs falling to the floor damaging the control box for the victoria arm. While doing modifications in shale shaker area, slag from acetytlene cutting rig burned into an acetylene hose starting a fire. The fire then spread to a loose connection on the regulator. An announcement was made on the p.a. System and all non-essential personnel reported to their muster station. Cooling water was promptly applied to the bottles, which knocked the bottles over damaging the valve or connection. Two (2) fire hoses were used to lift the flame away from bottle and extinguish. There were no injuries or damage to rig. A copy of the work permit, section 13 <...> Written procedures, entry into oir 7, safety representative <...>) Report, and oim's report are included. Driller lowered drilling assembly from a position above the monkey board to a position below the monkey board where the compensator lock bar could be seen. When he tried to stop the unit with the elmagco brake it failed to work. Driller used brake of drawworks to slow unit down. Unit-5" elevators and torque wrench assembly impacted upon drillfloor, units travel had been almost stopped before impact. Damage consisted of one bent tooth on iron roughneck guiderail.damage to operating cylinder of 5" elevator and local control hyd. Hoses and electrical cable at top of ddm and travelling block. While tripping in the hole, a tugger wire guide weighing 5 1/2 lbs and measuring 9" * 4" fell from a height of approximately 30' under the crown. It struck the derrickman (who was working on the monkey board) on the lower back and bounced off continuing down to the rig floor where it grazed the right arm of a roughneck. There had been a crown sheave change out several days earlier when the guides were unpinned and opened up. Throughout the several days that took to complete the job the handover between crews was incomplete and the guides were left open although both crews believed that they had been made secure. It appears that tuggerwire motion or rig vibration may have jarred the guide out of the sleeve holding it. On <...> At 17:05 hrs the crane boom of the ps crane collapsed over board during anchor handling operations. The cause of the collapse is shockloading of the crane when an anchor handling vessel released a pendant wire which was connected to 170 metre of chain. The crane intended to lift the pendant after instruction of the anchorwinch operator, and awaiting that instruction he kept +/- 3 metre slack in the crane wire. The sudden, unexpected, early release of pendant and chain which weighs about 8 ton caused the shockload. While laying out packer setting tool assembly from floor the 2.7/8 pup & 2.3/8 ewe crossover snapped and parted. The rig elevators were on the top and pulling on bottom was the crane. A 20' piece of tubing fell down from the 'v' door to the catwalk. No one was hurt on the floor or cantilever deck. Jack-up drilling rig <...> Is currently operating in the tad mode by <...> Platform. Operation in progress was hoisting joint of 5" h/w drill pipe from shuttle bridge up onto rig floor. As joint was hoisted a 5 tonne sling, used to lift joint onto shuttle bridge, slipped of shuttle bridge and fell. The sling struck the bop umbilicals and was diverted underneath the overhanging platform deck and struck a glancing blow to man standing at lower level walkway before falling into sea. Weather: wind 6-8 kts @ 050 degrees, sea 050 degrees, 3' @ 5 seconds; baro. 1019. A stand of drill pipe had been made up to the drill string (connection). The driller spent 5 minutes orientating the pipe under the guidance of the directional driller, he then continued drilling, after a few feet the weight indicator showed a loss on string weight, there was a bang and the upper racking arm head fell to the rif floor, still with the jaw closed round the drill string, it landed on the rotary table, the shear pins on the v.r.a had sheared and the arm was lying secured at an angle of apprx 30degress from horizontal. The arm had obviously been left round the pipe after the connection had been made. The starboard rig crane was loadihng 6ht soft buoy onto the ahv <...> Port side forward of the deck very close to the tow line winch and the boat deck above the winch. When the buoy was landed on the deck the crane whip line ball was at the height of the boat deck and hit the gangway and handrails.



The welder was preheating a section of steel (longitudinal) prior to welding. Flexible ducting was close to the work site to extract any fumes. The ducting caught fire and the fire spread up the ducting. The extraction fan at the end of the ducting help to maintain the fire. The fire watchman attempted to extinguish the fire with an extinguisher but this failed. The tank watchman shut off the ventilation fan and the fire burnt itself out. Tanks were evacuated in a controlled manner. A full emergency muster took place. Employee was removing 1/2" thread plug with <...> On 30" diverter overshot to relieve packer energiserpressure prior to moving diverter. Pressure retained behind plug caused plug to be blown out and strike right hand of employee. Weather: fine and fair visibility: 10 miles temp: 16oc wind: 280o x 15 knots wave height: 1.0m daylight. The operation was running 7" liner. 3 roustabouts were working on the catwalk sending liner joints up to the rig floor. As the pin end was pulled over the securing buffer, the thread protector fell off. The injured party shouted to the rig floor to "stop" (twice) and then proceeded to pick up the thread protector with the intention of preventing damage to the pin end when the joint was lowered against the buffer. In stepping forward to pick up the protector he placed his left foot between the pin end of the joinst and the buffer simultaneously the air hoist operator on the drill floor lowered the joint against the buffer and trapped his foot, the instruction from the catwalk was not heard or acknowledged by the drill floor personnel. <...>, Deck foreman and <...> Were injecting biocide into no 1 cargo tank. The pump stopped shortly after being started with the pump casing leaking. The pump casing was tightened up to take up the leak, the pump was tried again, it failed to start. The drive air was turned off, it was then decided to change the pump. The drive air turned off again, it was when an attempt was made to disconnect the discharghe hose from the pump that there was a sudden release of the chemical. Both men were showered with the chemical entering their eyes. <...> Ingested a quantity of boicide. Both men were wearing chemical coveralls and full face visors. Both men were medivaced to <...> For medical examination. With the 20" casing string hanging on the elevator and ready to be stabbed into the 30" housing, it was discovered that a section of 6 joints of casing had dropped to the seabed. Due to the limited weight on the hook and to the fack that probably the failure occured when setting the slips nothing was detected on the rig floor. The dropped casing string was observed with the rov when making ready to stab into the 30" housing. The casing hit the drilling guide base causing damages to one cross member and one diagonal beam, penetrating about 25" on the sesabed and stood almost vertical. After recovering the dropped casing subsequent observation of the area revealed that no major damages were sustained by the seabed template. The drilling guide base was found to have an inclination of 2.5 degrees; the 30" was intact. No major defects were observed on the pin and box of the uncoupled joints. During the clean up flow of well <...> A 96' elbow (6") started to wash downstream of choke manifold. The choke manifold was manned at all times. The leak was seen and choke closed in immediately according to <...> Safe working practices. The leak was caused by well fluids/solids causing erosion to lines. There was only a very minute amount of gas escaped from line before shut-in. Lifting one 8" dc from pipe receiver to port forward pipedeck with mico crane. Stopped crane when dc was approx 1 meter above deck. The stop caused some shaking of the jib, and the dc fell off. Wind: nw 8 kn sea: westerly 2.5m temp: + 11oc Installing gearwheel in gearbox with chain hoist. After lifting gearwheel (75 kgf) with chainhoist tablocks, +/- 12cm lifting height failed. While slipping and lifting the wheel over the edge manually to overcome the failing +/- 12cm, the wheel slipped over the edge. One finger got caught between the wheel and the edge of the gearbox. In order to make up the bottom hole assembly a 4 3/4" hydraulic jar was picked up from the mousehole using a 4" manual elevator. The lifting sub made up on the jar was a 3 1/2" lifting sub and thus a 3 1/2" elevator was required. The jar was lifted out of the mousehole with the elevator links in tilt position. When the link tilt was released with the jar +/- 1.5' above the drill floor, the jar with the 3 1/2" lifting sub slid out of the elevator and hit the drill floor. It fell over and out of the vee-door, did a full 360 degree turn and landed on the catwalk starboard side of the rig. Damaged gasket on residual slop tank inert gas inlet line blanking arrangement allowed escape of inert gas/hydrocarbon mixture to main deck area. During pulling up the legs for the <...> To <...>, Leg <...> Did not stop with the normal stop button and the emergency stop button. Next it was said to stop with the emergency stop in the jackhouse. At last the unit was stopped by the man in brake cut amd manually and blackout initiated from the safety office. Weather was good.



At approximately 05:15 hours witness 2 was on the drill floor with witness 1 and 3 preparing equpment to run tools. The rope socket assembly was made up on the rig floor. Two lengths of roller stem were then joined together and was slid into the lubricator which was hanging down the vee door. The rope socket assembly was connected to the stem. There were no problems in making any of the connection and everything seemed ok. As witness 2 was guiding the wire to ensure it was going in straight, witness 3 was lifting the stuffing box ready to connect it to the lubricator. It was at this point that the rope socket's two halves came apart. The roller stems and the bottom half of the rope socket then fell down in one piece inside the lubricator, hitting the protection cap shearing it off where the threads start. It continued on down to the bottom of the hustler ramp, hitting the first 'i' beam section of the skid deck and coming to rest in front of the 'i' beam. The protection cap also finished up there. Wind sse'ly 15 knots. Seas max. 1.0 metres. The <...> Had been jacked down to approx. 4 metres above hw to await the next slack water period and to proceed with a rig move from <...> To <...> Pl. All rig move preparations had been carried out and the pob was down t0 31. The <...> (hired for the rig move) was called in under the port crane to pick up an envelope containing rig move instructions and procedures. While slowly backing in to the <...> The <...> Lost electrical power with resultant loss of control of main engines. The captain succeeded in preventing the vessel backing under the <...> And landed alongside the hull port side aft with his port side forward. Internal and external inspection of the ballast tank where contact was made revealed no damage. Contact was made between a cowl on top of the port funnel of the <...> And the forward outboard buffer of no. 3 lifeboat davit. This buffer was misplaced and damaged such that no. 3 lifeboat is out of commission. No. 3 lifeboat had been removed from th Jars had to be replaced due to hours. This tool being in the middle of a stand instead of on the top (late decission to replace jars). The jars were lowered into the mouse hole. (safety clamp was fixed to jar mandrel ) and after an assumption (02 indicators) the jars were resting on the bottom the connection was broken and crews proceded to back out jar with aid of two sets of chain tongs two desions on each tong. On the last thread the jars dropped 3' onto mousehole bottom. All penons apart from a.d let go of tong. The recoil from the jar hitting bottom of mousehole lead to a "kick back" of the chain tong. A demonstration of the fire fighting monitors and deluge systems was in progress for <...> Representative to witness. Water had just been admitted into the starboard forward turret monitor and had just started to issue from the eductor nozzle. The major portion of the monitor was then seen to separate from the fixed lower portion at the horizontal swivel. The separated portion was propelled verically upwards by the force of the water and finally fell to the deck some 30` from the foot of the tower. Lifting riser through the 'v' door compression gasket fitted to end of riser by holding screws weight 50lbs. Area restricted during these operations so no personnel in area at the time. Gasket fell 50ft to deck below. The injured was positioned between the casing joint and drill pipe rack. He was using the padeye on the casing shoe to roll the joint toward himself. While the witness was pushing from the opposite side, the injured used the padeye to stop the roll of the casing joint. As the witness went to secure the joint with wedges the 4" wooden spacer slipped of the beam beneath the casing allowing the joint to drop 4" and the padeye struck the injured in the abdomen.



The essential sservices switchboard had been isolated earlier in the day to prepare for removal of temporary feeder and pulling/terminating permanent feeder from dd. This later work was to be done with boarad lie live since this board had ups feeders-ups batteries would sustain loads for only two hours. Wrap round insulation was added to bus-bars connectors and a rubber curtain was installed in front of the bus within the cubicle to be terminated later. The board was then e re-energised after various checks. All work had been thoroughly discussed and carried out under a detailed procedure. Too-box talks were held and recorded. Approx 50 minutes after re-enegerisation an electrician smelt and saw smoke coming from the cubicle. He alerted control room. Platform ga was initiated. Smoke detectors alarmed two minutes later. Time 1910 hrs. Fire team entered with ba and manual c02 extinguishers. Difficulty in gaining access into board for co2. No d fixed fine system in area. After isolating all power to board fire finally secured at 2050 hrs. Non essential personnel were relocated tos support barge <...>. Temporary supplies were reestablished by 0200 hrs <...>. The rubber matscreen and cable insulation had burned causing large smoke evoluton and considerable heat damage. Offshore personnel including a safety representative and electrical engineering staff supported by an onshore based electrical engineer carried out an initial investigation of events. They then witnessed the board being opened fully with hse inspectors and an officer from the fire training college on scene. The seat of the fire was in the area where the rubber matting had been suspended. There was considerable haaet damage adjacent and above the affected cubicle. There was extensive smoke damage. Several cubicles will nee replacing. Considerable cabling work is required. Upon removing an access panel a short length of 2.5mm cable was found lying behind the rubber mat area. Its insulation was burned away, its ends were rounded. Heat/sptaler were found on adjacent conductors. It is probable that this wire was dislodged during earlier operations and created a high resistance short causing the heat to ignite the rubber screen. Where the cable came from is a matter of surmise. The rubber screen was tested on the platform for insulation properties. After a 10 minute test using a megger resistance was still satisfactory but was still falling. It is improbable(but possible) that the mat itself caused ignition after resistance breakdown. Better electrical quality matting was available on board. Results of more extensive testing of the rubber screen material used are awaited. The electricianreporting the fire, misreported the location. He was new to the installation. This caused some loss of time for the fireteam. Riser tensioner system operating @ 40% of operational capacity 16,000,000 ton cycles on wire no 6. Wire parted causing above damage. Wind 20 - 25knts. Heave 1.5m. Atmospheric conditions did not play a part in this incident. No other equipment damaged no personnel in area (note: where sheave impacted deck is an area which is not used by personnel). The surface tree/surface joint was being laid out prior to pulling riser. The handwheel securing pin had a spring loaded ball locking mechanism which failed to work. The pin slipped out and the wheel fell approximately 30' to the rig floor. Toopusher and oim went to cellar deck to check on possible casualties. No casualties, toolpusher ran to office to get field shutdown. Rov was at seabed to observe casing entering well, saw glimpse of casing hitting seabed. Visibility reduced to zero. Four joints of casing were made up and lowered down from drillfloor through drill guide base. The 30" housing was latched on to the guide base. The driller picked up the assembly to allow the tree carrier to be moved out of the way. While doing this the running tool sheared. The casing and guide base fell to the seabed. Guide lines attached to winches 2,3,4 were run off the barrels to the ends. No. 1 guide line parted. All winches 1,2,3,4 basly damaged internally. Rove inspecting rig hull, and seabed equipment. No damage to trees on wells m7 and m8 and no damage to manifold. The casing was found to be lying across pipework from manifold, but no damage to lines was observed by the rov. Driller picked up on bop test tool to pull bushings. Lower racking arm was still on the pipe resulting in a collision between bop test tool and lower racking arm. This caused thirty-six (36) bolts to shear and the lower racking arm fell on top of the iron roughneck. Aluminium scaffold fell over due to high winds and vessel motion. Scaffolding was not secured due to the fact that it was about to be moved. Scaffolding collapsed into a waste bin. No personnel was in the vicinity due to the fact that the crewmembers was about to move the scaffolding had gone to open a container. Height of scaffolding max 3 metres. On start up of `a` gas compressor following a shutdown for maintenance a leak was heard during post start up checks. The machine was shutdown and vented. The leak was minor from the `o` seal on the 3rd stage discharge valve cover plate. No damage to the machine occured but new `o` seal required fitting. Wind speed 19knots wave height 1.8m air temp 10.0oc direction152olight darkness sea temp 5oc Prior to running in hole to drill, the drilling motor to be used was function tested on surface. On testing this motor an object struck the drilling shack top window. On finding the object a pin 2 1/2"x2 ½ was recognised from the varco top drive link tilt assembly. (drawing attached) after testing motor, the blocks and top drive lowered to the floor and inspected the pin and retainer was reinstated. Weather;-wind -50 kts @ 244o, swell - 4.5 mts @ 200o , seas - 3mts @ 244o, roll - 1o @ 11 secs, pitch - 1.7 @ 11 secs, heave 2.6mts @ 12secs. Lighting - adequate.



Whilst picking up a nine and a half inch nmdc with crane on back end and a tugger at the front end. One rn operating tugger, derrick man acting as banksman to the crane. The nmdc was landed at top of v door where a lift sub was connected to box end. Canksman signalled crane to pick up and slew in but tugger operator did not pick up at the same time and the collar slid forward to the side of the rotary and hit injred persons foot against rotary transmission cover. Maintenance personnel were attempting to start `a` gas turbine alternator set, using fuel gas. The first start sequence failed on low servo hydraulic pressure. The controls were reset and "gas start" re- selected. The machine purge and gas valve checks were carried out automatically without a problem. However at the ignition step, ignition was not deteced and a "bang" was heard. On investigation two expansion bellows in the exhaust trunking were found to be ruptured. It is assumed that an overpressure occurred as a result of a fuel/air mix igniting. The exact mechanism has yet to be established. During the process of igniting the boiler a back-fire occureed which caused black smoke to leave the boiler via the inspection port. The two persons working on the boiler vacated the area and activated the fire alarm. Fire teams mustered accordingly and secured the area. A full muster of rig personnel was completed. Water injection pump `b` had been electrically de-isolated prior to the incident. The pump had failed to start and <...> Was called to check the breaker. He did this, found nothing wrong and informed production that the breaker was ok and the pump could be started. A little later another attempt was made to start the pump and again it failed to strat. <...> Was again called to investigate and he met up with <...> (senior rod technician) outside the h.v. switchbox room. They entered the room and found an alarm condition on the pump motor but no indication of the pump running. The alarm was acknowledged and it cleared. It was decided to examine the breaker truck micor switches to ensure that they were operating correctly. The cabinet was opened, the truck was pulled out and the micro switches found to be ok. The truck was then reinstated and the cabinet closed. Production were informed that they could attempt to start up the pump. On attempted start up of the pump the breaker energised and an explosion resulted within the breaker cubicle. The door blew open and were observed inside the cublicle. <...> And <...> Used a co2 extinguisher to extinguish the fire and reported to the c.c.r. There are two pumps used for mixing chemicals into the drilling mud, the pumps are mounted physically adjacent to one another as are their push button stop/start controls. The push buttons are bulkhead mounted on the <...> Platform which is above the pumps. They are not clearly labelled. The pump that the operator was using cut out so the motor man was asked to reinstate the pump, the motorman then reset both sets of circuit breakers. The derrickman pressed the wrong start button (not clearly labelled) and this resulted in the pump that he had not been using before being started. A loose shaft coupling was hurled through the air into a bulkhead. The pump was isolated mechanically (pipework removed and blank flanges fitted) and was also under a long term electrical isolation. At some time the padlock physically isolating the circuit breaker had been removed thus allowing the motorman to reset the pump. The rig has only recently returned to operations following an extensive shipyard refit. During normal operations the gas detection detectors in the produced water package area picked up gas and went into alarm. Production personnel in the area investigated the scene and found an oil spillage which had come from a burst section on the 10" production hose in the turret transfer system. The plant was manually shutdown closing all esdv`s and down hole safety valves. The plant was depressurised and all blowdown valves opened. All personnel were mustered due to the gpa being set off and personnel held at muster point until plant made safe and isolations in place. Wind speed -30 knotswave height - 4.0m air temp - 12oc direction - 220o light - darknesssea temp - 4oc During normal drilling operations, and while no 1 mud pump was on line, the blower motor and fan casing came off its mounting and fell to the deck in the mud pump room. There was nobody in the room at the time. The drilling operation was unaffected. The blower motor and casing are held in place on top of the mud pump by a horizontal 14 bolt flange. On inspection, the bolts that had been used to connect the flanges were found to be sheared. These bolts were of the wrong size (too small) and of poor quality. No equipment was damaged and the blower motor was reinstated using bolts of the correct specification. The rig has only recently returned to operations following an extensive shipyard refit. Whilst working the 20 inch casing and trying to clear an obstruction, the 20 inch circulating swedge backed off the thread and fell approximately 40 feet to the drill floor. All personnel were stood well clear of the operation and no personal injury was incurred. Because the circulating swedge was made up to the 20 inch casing whilst tubing was horizontal, it was not possible to achieve the recommended torque. The thread is one quarter turn rl4 and as such is dependant on the torque to ensure proper thread locking. The circulating swedge sustained a small amount of damage to the top flange where a piece approximately 4 inches x 2 inches was knocked out on impact with the drill floor. Supply vessel <...> Was discharging deck cargo and bulks on the rigs starboard side. At 22.30 hours the vessel appeared to have a complete power failure and drifted off location, striking starboard column and brushing past 1 and 2 anchor chains above fairleads. Damage 2 dents to column @ 26 metres above keel. 1 @ 1 metre aft of frame 31 8'x 8" approx between horizontal stiffness @ 1/2 metre fwd of frame 31 2' x 2" appr ox on a horizontal stiffener. Weather : wind 20 kts 21o , seas 8 1/2 @ 8 secs, current 1.9kts @ 045o. Visibility - good.



Wx 210o x 25 knots – dark port crane in use to assist emptying containers. Crane boom upper limits appeared to fail and lower boom section was drawn onto boom stops. When the boom hoist pump continued to boom up with the hand lever and boom foot pedal controls in neutral position. The compressor had just been retarted following and unrelated trip. The machine was put on load at 0419hrs. The operator heard a leak during post start up checks, noted the source and shutdown the machine and vented it. The smell of gas was local to the machine, the gas dispersing naturally without significant accumulation. Machine s/d and vented by 0424hrs. Wind speed 9 knots direction 235o ships heading 190odarkness/artifical light Picking up three joints 9 5/8" casing from pipe deck to pipe receiver. One joint was app. 1 1/2m longer than the other two. Longest joint touched hand rail beside pipe receiver causing it to disconnect from the magnets and fall back to the pipe deck. While making a drift run on the 30" casing, with the 13 5/8 well head and 20" dummy well head , the snap ring holding the dummy head (wgt. 4,700 lbs) released, allowing it to fall approximately 20 feet to the rotary table. The personnel working the rotary table managed to get away in time, but this incident could have caused loss of life or limb. Explosion in crankcase mudpump no 1 by overheating of the lhb oil and the oil vapour reached the flash point. By the force of the explosion the l/h inspection cover blew out. At time of incident pump was pumping 100 strokes/min, 3000 psi prels. L/h crosshead and liners were badly grooved and cracked, and had to be renewed. Automatice initation of general alarm caused by confirmed gas detection within gt `a` hood enclosure. Prior to this, the turbine was in the shutdown condition with all isolations removed in readiness for fuel gas testing of turbine. The machine was ready to run on gas, having been trouble shooting the fuel gas control system the shift before. Work completed on system and permits signed off 19:00hrs <...>. Wind speed 12knots wave height 1.2m air temp 10.4oc direction290o lightdarkness sea temp 4oc Two full bottles of argon were lifted from the main deck across to delta column. They were transferred in a dedicated cylinder carrier certified for lifting. The carrier was being lowered, under the control of the banksman, onto the walkways when the base plate of the carrier made contact with the top rail, causing it to tilt. It freed itself from the handrail, the jolt causing the bottle to break free from it's lashings and fall between the lower handrail and deck "kick plate" into the sea; glancing off the lagged sea water cooling line. Normal process plant operations were ongoing. An alarm for a tensioner fault was being checked out during routine process logging duties. This alarm inidicated that t4 had stroked out fully and had lead loading. Subsequent visual inspection confirms that tensioner t4 wire had parted. Bridge was informed and a decision was taken to shutdown the process plant and disconnect from the wellhead. While draining out the erifon fluid in the compensator system prior to rigging up and removing the cylinder for inspection and repair. Air pressure, (approx 32/35 bar) was applied to the top of piston to release same and drain fluid from below the piston. A loud bang and air being released was heard followed by the cylinder piston and bits of pipework falling to the rig floor. As the cylinder fell to the floor it struck and was deflected by the casing stabbing board. Damage:- pipework on the system at monkey board level. & mounting brackets, the rig casing stabbing board, monkey board, cc camera, rig floor wooden decking, section of windwall fwd. Side on monkey board, stbd. Manriding tugger. Wind: 16 knots x 160, dark conditions, no rigmovement. Weather: fine. The main block line dead end was being hoisted to the securing point on the 'a'frame of the starboard crane. It was pulled with an air winch via a pulley. <...>'s finger was trapped between the pulley and the wire. On <...> @ 09:00 hrs an obvous dent/damage to the port side crane boom was realised. Further investigation determined that the boom had been pulled into the stops. Approaching the crane operators and assistant crane op (between 13 and 19 days onboard). None of them could recall the time of the incident. They all agreed that the damaged sustained could not have happened without being noticed by the man in crane. The boom limit switch on the crane was not operational. The crane had been operated under a permit to work system since the installation of the temporary short boom. A permit to work was in operation for a 3rd party welder to carry out modifications to the tool racks on the starboard side of the drillfloor ("no gas" had been confirmed). The rig mechanic requested that the welder fix a catch onto an inspection plate on the chain cover of the drawworks (ie an area not covered by the permit). Just as the welder completed welding the catch he was caught in a flash fire and received first degree burns (minor) to his face. The flash fire was due to oil mist inside the chain cover being ignited by the heat from the welding operation. Night toolpusher was on rig floor and observed a 300 psi pressure drop in circulating pressure. After checking all surface equipment the company representative was informed. A single shot survey was dropped and commenced pulling out of the hole (wet) looking for a wash out. All drill pipe was racked back in derrick. After racking three stands of collars the above stand of 8" collars was racked back. As the weight of the stand was transferred from the elevators to the rig floor the stand parted. No injuries were sustained. Damage was caused to winch. This is to be changed out.



The operation in progress was offloading and backloading general cargo. The supply vessel <...> Was on the lee side of the rig (port aft). The master had to go to the toilet and handed over to the second officer. The vessel moved slowly toward the rig and the vessel bow contacted the port leg just beofre the vessel moved astern. There was superficial damage to the rig leg. Weather: wind 348deg @ 25/30 kts; seas n @ 4-4.5m; vision 10 miles; occasional wintry showers. During 'tripping' operations a stand of 5" drill pipe was dropped from the racker, it fell about 1-1.5ft, struck the spare mouse hole cover, flipped the cover off and fell through the opening into the sea. Environmental conditions. Wind speed - 26 kts wind dir. N x w sea state ; combined sea 3.5 mtr nxe <...> Came in stbd side. Cmt batch tank was lowered (12,500kg) using the main block. When it was just above the deck of the boat the swell lifted the boat enough for the load to come to rest. Prior to the load being fully released the boat lowered causing a shock to the boom and as a result an alloy cover weighing 4.6lbs fell on to the aft end of the boats deck. No injuries occured due to the deck crew being well clear. A fan belt on nitrogen compressor started to slip, the friction melted the belt and smoke developed in the room. A smoke alarm was triggered. Fans stopped and dampers closed. After approx 30 mins was the room ventilate and everything back to normal. During a connection while drilling 8 1/2" hole at 10400ft, the roughnec operating the top racking arm noticed a small leak from dmm.he immediately informrd the driller regarding his observation and the dmm was lowered to the floor for further investigation.a crack was found in the dmm main shaft 5" up from 7 5/8" reg box connection extending 5" horizontal.the top drive was immediately taken out of commission and circulation continued through side entry sub.all supervisors on board and on shorebase were immediately informed regarding incident. Bosun believed to have been releasing pressure from an unsecured halon cylinder which struck his head. Medivac to <...> An "empty" halon bottle was tattempted to be opened and instantly all pressure was released, the bottle propelled and wounded the person who had opened the bottle. The pressure in the bottle was approx. 20-25bas when it was opened. There was no persons witnessing the accident, but someone was close by and was on locatiuon seconds after. He found the ip unconscious on deck with the bottle beside him. As a result of a gas cut mud, partial unloading of riser contents occurred. This exceeded the installation containment equipment and approx 10 bbls of pseudo oil based mud spilled into the sea below the installation (mud in use inteq synteq pobm). Well was shut in and during circulation operations to stabilise the well gas was vented to the atmosphere. Weather conditions were moderate. <...> Helicopter <...> Landed on guardian helideck @ 12:46 hrs <...> W/out deck clearance. Within 1 minute it had lifted from guardian deck and departed. Radio operator called aircraft callsign. Radio operator queried incident and pilot responded. He had landed on <...> By mistake - <...> Had lifted off <...> And was to land on semi submersible work barge <...>. <...> And <...> Working in close proximity to <...> Platform. <...> Moving through field working on sub sea installations. No personnel aboard <...> Were effected by landing. Helideck was clear and ready to receive traffic. Wind dir 195 deg, wind speed 20, cloud 7/8, cloud ht 3000, temp 8.9, heave 1m, roll 0.5 deg, pitch 0.8 deg, 0.5 deg down, 1.0 deg right, weather - fairly cloudy, bar 1019.0 Turret turning operations were underway when it was noted by a supervisor that a turret radial `i` beam had come into contact with a cantilever scaffolding which had been erected on an adjacent fixed tower. The operation was immediately halted. The integrity of the scaffold was unaffected but one of the scaffolding poles was bent. No injuries were sustained. When negotiating a bundle of 9 5/8" casing, joint number 238 measuring 13.10 meters m/u length, was caught under the pipehandler sit down bar below the v door. The crane operator was unaware of this and as he boomed up prior to lowering the casing into the pipehandler the joint was pulled off the mikolifter and fell onto the pipehandler. No injuries were caused, and there was no damage to the casing or other equipment. Whilst running 9 5/8" casing, one joint was made up, driller slacked off block to enter elevator over casing tool joint. Man on stabbing board was signalling. As the elevator entered the casing the muleshoe on the fc-1 tool caught on the casing collar, causing the mandrel to break off. The mandrel and the packer fell to the drill floor. No-one was directly injured, but two persons fell whilst making escape, causing minor bruising. The operation on-going was the lating out of 10 3/4" casing at the starboard pipe deck. The casing was being lowered into the bay in bundles of four - one bundle had been lowered in position and the bull- dog grips removed. The double legged vrane pennants had been slacked off and the hooks released the eyes of the slings had been passed back through the other eyes prior to pulling the slings free. At the time the joints of casing opened up and one joint rolled onto the roustabouts right ankle, tripping it.



The duty deck watch d travers discovered a small leakage of crude oil coming from a failed temperature probe on the cargo discharge line on the poop deck. He immediately informed the oim and barge watch. The discharge was stopped and the control valve ccv110 shut. The line contents were then drained back to cargo tank and the temperature probe removed and the thread-o-let plugged off. Temp probe is no longer used. Wind 22knots, 190deg direction, 3.0m sea, fine weather, daylight. The aft crane was being topped up with diesel.the diesel pump is turned on and manned by a mechanic until pump is turned off. During this operation the deck diesel line is pressurized. A hose or valve fitted to the diesel stand pipe at deck level has failed or the valve left slightly open allowing diesel to be discharged from the hose. The diesel then dropped onto the engine exhausts which ignited the diesel.the fire was extinquished using hose parties with hose spray. Tension joint was being transferred from the drill floor to the pipe deck. One end was suspended from the crane, the other on the drillfloor green tugger. As being transferred the web sling parted at the hook suspension on the tugger. The tension joint dropped a short dist ance to the drill floor. (approx 18") wind: 15-20 kts 082 deg t vessel roll: 1 1/2 deg light: artificial - good pitch: 1 deg airtemp: 53 deg c heave: 2 feet. <...> Head w/stiff arm anti rotating assb was made up into the top of the drill string which was latched into drill pipe elevators and positioned in derrick, this was after pulling tail pipe assb clear of liner lap down hole. The manifold was @ 90 deg level bringing head and arm into close proximity with tds service loop and hose. The drill string was not been rotated and was not moving in well. The weather was calm with max heave of 3ft. 2 men on belts were @ 90 deg level opposite arm. Compensator hose clamp (moving slowly with motion) fooled arm and it sheared off head. The arm ran down wire guidance system and impacted on top of snub post. A 48 bottle rack of nitrogen was being lifted with the starboard crane when one of the 4 lifting slings caught under one of the bottle valves allowing nitrogen to escape hitting glynne parry and knocking him back against engine room vent next to living quarters. He was knocked unconscious and suffered head and neck injuries. The nitrogen bottles contained approx. 4400 psi (300 bar). Glynne was treated on rig - medivaced to shore based hospital. Weather conditions at the time were good. Supply vessel <...> Was alongside <...> With brine and cement hoses connected.see drawing in file.during the bunkering operat- ion, the rig was felt to shake suddenly.immediate investigation discovered that the staern of the vessel had collided with the port leg of the rig.the due to human error.he responded that there was no equipment captain of the vessel was asked if he had some equipment failure or if it was error and that the mate had been in contro of the vessel at the time of the incident.he stated that the stern of the vessel could not be seen clearly because of salt spray on the windows which the wipers were smearing,with the result that they had collided with the leg. Weather at the time of the incident: wind : 10 - 15 knots at 340 degrees sea : 1 1/2 - 2 metres swell vis : 10nm + dry & overcast access for close examination of the collision point is not possible from the <...> Itself.the captain of the <...> Reported a mark of paint only on the port leg collision point,and some paint missing off the stern of his vessel. Note 26 mins. After the incident took place,the supply vessel came to within 1 metre of the port leg again.this time the vessel was being observed by the barge engineer on the rig, and he warned the capt. Of the proximity before any other collision could take place. <...> Stretched diesel bunkering hose which partly ripped and allowing some leakage. Process stopped immediately and hose recovered. Rip occurred 10cm below manifold. Wave 3.5m wind nw 16 knots. At 05:50 hrs <...> The smoke alarms started to 'sound' due to smoke in 3 engine room. On initial investigation the motorman found engine room 'full' of smoke and fumes (diesel). He immediately shut down 5 engine and closed the main fuel valves. The engine room was vented and investigation carried out on incident. It was discovered that an injector yoke fastedning bolt on 8 cylinder had fractured resulting in diesel fuel being sprayed on to exhaust system. No combustion occurred. Whilst conducting backloading operations at <...>, Vessel lying alongside stbd. Side of rig, bow to stern, stbd. Quarter of vessel contacted for'd stbd. Leg of rig. Large empty bulk tank was being back- loaded to vessel, momentarily obsecuring master's sight of reference point whilst his attention was directed to observing the load. No mechanical malfunction on vessel. No damage to vessel, slight damage to rig leg viz: plating set in way of contact, but not breched. Distortion damage to column internals byt watertight integrity not affected. Wx: variable 5kts. Sea 2.4 mtrs. Vis: good. During normal production operation it became necessary to change storage tanks. The cargo/ballast hydraulic system was operated as normal to perform the necessary valve changes. Some valves are operated from the central control room and some are operated locally. During the above operations the hydraulic oil return line fractured. The operator for the locally controlled valves was able to block the line to prevent further loss until the system was shutdown. Damage only to 8mm id hydraulic pipe. Wind 045o by 15-20mph. Seastate: 4



Immediate operation / task in hand switch ne off power supply to rov umbilical to faciltate safe handling and inspection of damaged section by means of placing power supply unit contractor switch to the off position and securing with a padlock and a "do not switch on label".two subsea offshore crew members started this task.the door to the psv was opened after the contractor switch had been placed in the off position.a padlock was placed through the switch and a "do not switch on " label was attached.one man then depaterd to work elsewhere.the remaining technician proceeded under his own initiative to check the output terminals from the contractor switch with a digital multimeter.he failed to find any ooutput reading to check his meter the technician then attempted to gain a reading on the live incoming terminals.the meter was configured for current reading therefore testing circuit breaker to break out.the resulting flash caused a superficial burn to right hand nad electric arc burns to both eyes.full recovery after 24 hours While hoisting a bundle of five joints of tubing to the v door ramp, a sixth joint, already standing in the v door was dislodged from the catwalk chock at the foot of the v door ramp, allowing it to slide down the ramp, out of control. The joints were hoisted into position at the v door with the pin ends held in the retaining chock. As the pin ends of the joints contacted the chock, two joints from the bundle slid underneath the 6th joint. This caused the pin end of the 6th joint to lift out of the chock, allowing the pipe to slide down the ramp onto the catwalk the joint travelled along the catwalk, coming to rest against a wireline unit at the aft end of the catwalk. All personnel had moved clear of the catwalk prior to hoisting. During a period of poor weather with a nw wind force 10, heavy seas broke over no 1 lifeboat causing some unspecified damage. <...> Reports that ship failed to take early action to keep clear. While drilling a development well for the <…> platform, it was reported movement on two legs at a dangerous angle. 42 of 79 crew-members were required to be evacuated. Only 16 nonessential personnel were actually taken off the platform at 0143 hrs to a nearby platform, since the situation had not been stabilized. Helicopters on stand-by. At 1050 hrs it was reported that there was no further need for concern. The non-essential personnel were not back on the platform at this time. The cargo vessel mv <…> experienced a total engine failure during adverse weather conditions. Due to the threat of the drifting vessel, 52 non-essential workers on the semi were airlifted to the semi <…> and the <…> platform. The vessel passed within 1.8 miles of the semi. Tow was connected the next day. During tow the cargo vessels passed 2-2.5 m east of the <…> platform. The roughneck positioning the drill bit, slipped and went down through the moonpool and 80 ft down to the sea after being hit by moving equipment. He was rescued by the standby vessel's mob boat after 6 minutes and taken to hospital in <…>. There he was treated for hypothermia. His safety equipment including a hard hat and the calm weather conditions cushioned him from suffering more serious injuries. A 40 ft crane boom was bent to an angle of 90 degrees following a crane failure. Ongoing investigations are to reveal if the foreign crew members' poor understanding of english may have contributed to the accident. The whole issue of hiring foreign non-english speaking workers will now be discussed. No technical information as to what caused the event. At 2200 hrs the semisub had just finished drilling a well in the<…> field when the 70 crewmen onboard were warned to be prepared to evacuate after supply ship <…> began drifting towards them. The vessel had lost its main engine power and was heading for port under auxiliary power when deterioating weather and tide conditions began to push it towards the rig. The whole situation was monitored by the coastguards and was over at 0100 hrs next morning. The closest the ship came was about 3 miles. Hundreds of feet of steel pipework designed to line a new well in the <…> field collapsed on to the 5 flexible pipelines below the rig. The pipelines feed oil and gas from the reservoir to the <…> field 15 km away. No damage to the pipelines, minor damage to the rig and only confined to non-essential equipment. The incident was caused by the failure of a piece of equipment designed to run the pipework into the well. The semi, with 84 persons on board, suffered a well control problem. The well shut in and the crew were observing the pressure rise/fall. Drill in use at the time of the kick became stuck and could not be freed. It was then necessary to cut the drill pipe and cement in the well. This operation has been successfully completed and the well is dead. Search and rescue operations terminated on <…>.



The moonpool watchkeeper on his routine 0200hrs check discovered that the south east tv guidewire dryline had chaffed through and parted. The wetline was configured with a safety sling which prevented loss. At the time no further action was necessary and at 0600hrs the incident was reported to the rig services supervisor. On inspection of the turndown block it was found that one side of the sheave was completely worn away. The wire had then cut half way through the cheek plate (picture 1) of the block before parting. Both the sheave and the swivel were checked and found free and no serious misalignment of the wire was found. The s.w.l was adequate for service. Atmospheric conditions: wind 24kts x 157 deg., Seas 2.7m/2.9m 6.2(s), temp 6 - 9 c, bar 1015.8mbs, rig motions: heave 0.4m, pitch/roll 1deg. At 22:50hrs the anchor alarm activated in the marine control room indicating a line break in anchor chain no.3. This was confirmed. After assessing weather condition and further chain failure predictions it was decided to stop the production and double the watch in the control room. Weather: 135 degrees x 42-26 kts, sea 12' x 5 sec, swell 18' x 7 sec, bar 999air temp + 3 degrees c.Anchor tension: 0000-251 kips 0400- 249kips0800-262kips 1200-253kips. A wave hit the aft port column at the stated time, control room immediately had a low tension alarm on the t.d.c. the oim was informed and he proceeded to the winch house to visually ed mechanically confirm the loss of tension.This was the case, the lmrp was unlatched, for'd anchor chains slackened, v/1 deballasted to 58 feet to visually check chain under the fairlead. Unhooking load from main block when safety pennant (5 ft) on whip line fell to deck. Safety latch locking pin was not in place and pennant whipped up and opened latch then pennant master link was dislodged. Wind 135t spd 40 kts waves 22 ft. Roll 0.7 deg pitch 0.9 degheave 5-8 ft. The high water injection booster pump g2704 had been running as normalwith no changes or interruption to the system.Personnel had passed through the area and had noticed nothing untoward.A short while later the pump motor was found to be emitting white smoke. The motor was isolated and a dry powder extinguisher was applied to the motor. The well had been closed in at 16:00 due to gas levels rising above 10%. Shut in pressure was opsi.Mud was circulated through the choke, choke fully open, pump rate 53 spm and 970 psi.At 16:40 a 5 bbl loss of mud was noticed and checks were conducted.The checks found that the blow down system had activated and mud lost overboard.Throughout the operation the pressure in the mud gas separator at 0.5 psi.The system was checked and re-set. Weather:not considered to be a factor. Discovered fender shield on no.2 column boat fender broken loose, and fender about to break off.Production lines shut in.Lines depressurised.Fender and shield disappeared about 20ft of fender post still attached to lower bracket, unable to remove due weather condition. A container was being transferred from stbd main deck to the sack store. The crane operator lifted the container and the container swung due to the boom position. The roustabout grabbed onto the bottom of the container in an effort to steady it. The container motion trapped his hand between it and the protection bar around the hatch. 2 x smoke detectors activated in the power module causing a gpa & esd 3. On investigation by 2 production operators. They discovered smoke coming form between 2 of the diesel generators which drive the water injection package. On closer examination they discovered a small fire around the engine exhaust turbo charger area. The flames were quickly put out by the use of a dry powder extinguisher. During further investigation we discovered that the exhaust had been leaking causing a build up of heat which ingnited the paintwork and some redundant lagging. Prevailing weather conditions wind 32 kts, 5.8m max seas sse, rig heave 0.2m sig 0.4m max period 10.5 secs. There were no personnel in the moon pool at the time, a noise was heardand upon investigation the 3 was bridal was found resting upon the top of the ruser assimbly, with the tensioner wire parted. No other damage was sustained. The weather conditions were well within normal operating criteriaand the platform was in normal production. <...> Generator had tripped and because of this the electrical specialist was required to go to the switch room in d4 mezz with a view to re-instating platform electrical supplies.On entering the switch room at approximately 01:12hours, accompanied by a second electrical specialist smoke was discovered (platform smoke detection systems had not activated).Action was taken to isolate the cubicle and remove the cubicle cover.During this action the ip inhaled smoke and began coughing.The affects of the smoke are thought to have been agrivated by a respitory tract infection the ip was suffering at the time. Whilst tripping with 2 7/8" drill pipe a tugger wire was used to hold stands in derrick to compensate for the motion of the rig. This tugger had to be slacked off to allow stands to be added and during this time the tugger wire became caught up on the protector cover of the compensator.Subsequent movement of the top drive and tugger wirecaused the protector to be ripped free of its securing bolts and fall to the drill floor. Weather: wind se 34-40 knts sea e,ly 18-24pitch 1 1/2o roll 2.6oheave 4-5`



Between 00:30 and 01:00hrs a loud bang and shudder felt throughout the rig, went to the cellardeck to investigate as i thought that the slip joint had parted. Checked all equipment in the moonpool, everything seemed to be ok. Picked up landing joint make-up to inner barrel, discussed with driller that it would be a good idea to try and lift 50,0001bs with out lifting inner barrel riser box off of the riser spider, made an attempt to lift weight, during this operation we lifted the inner barrel and packer housing up 4 inches with 130,0001bs on the weight indicator. I then informed the toolpusher and pulled the dual packer housing through the riser running spider, this revealed that the alan headed cap screws had sheared on the bottom of the crossover spool between the packer housingand the outer barrel of the slipjoint <...> Transferring all the weight of the riser string and bop,s onto the kt ring which was latched to the diverter housing skirt. We then laid out the slipjoint barrel onto the aft catwalk. Ip was working on monkeyboard in derrick running 3 1/2" drillpipe in the hole.Due to the relatively high winds, and the flexibility of the stands of 3 1/2" drillpipe, as he started to move one of the stands out of the fingers, it suddenly swung back, striking his forearm and trapping it briefly against one of the racked stands. Wind: speed 35-40 knotsdir. 090 deg. Ip was working on the catwalk together with another roustabout, assisting <...> Tester in making up the sub sea test tree assembly and the fluted hanger/slick joint assembly. This operation involved cradling the fluted hanger/slick joint assembly with two slings in the crane. Due to containers on the pipe deck the crane operator was working to the banksman's signals as he did not have a clear view of the catwalk. The slings was attached to the assembly and taglines put on and as the crane started to take the weight of the assembly the ip walked alongside the assembly in forward direction on the catwalk, when the crane took weight the assembly swung over and hit his right leg/ foot. After the incident the ip went to see the medic by himself. After the medics examination, the medic called the oim and told him the ip had a accident on deck, and it was a minor abrasion, contusion to his right lower leg, and that he should be able to work again on his next shift. At next shift ip was not able to go to work due to a swollen foot/ankle. The oim was informed on monday morning that ip would need a few days rest before he would be able to work again, it was thereforedecided by the oim to send the ip ashore on the afternoon helicopter, after ip arrived in <...> He was taken to hospital and x-ray showed a fracture to his leg/foot. Seal assembly was engaged, and a 1-2 tonne overpull was exerted to ensure tool was engaged.At this point the seal released, and the volume of water in the riser unloaded at high rate, forcing the master bushings out of the rotary table to a height of approx 10 meters.The well was closed and pressures observed.Well was circulated to sea water, and no further gas was observed. An overpull of 30,000lbs is normally required to release this seal assembly. The crane was being assessed in the whip line lifting and lowereing mode.Ip was with the welder in a tempory habitat close to the half height being used for the crane.A load of piping was being lifted up and down, as the load was raised above the edge of the half height the wind caught the load causing it to swing striking the ip.There was no one there to control the load. The drill crew were picking up single lengths of drill pipe from the catwalk and making up stands, which were racked back in the port set back. The accident happened as a stand was being racked back.During this operation the travelling block was lowered past the point where it should have halted.This caused the upper racking arm shear pins to shear and subsequently the drill pipe to bow when the power swivel weight was set onto it.At some time between the stand being set down and the blocks coming to a halt ip sustained a fatal head injury while standing in the back area. Whilst looking to ascertain why the ironroughneck would not push back. (drill pipe jammed in iron roughneck). The pipe broke free hitting ip a glancing blow. Full production from all three wells gas lift welll <...>. Injecting methanol @ a constant rate of 10 ltr/d d/s compressor on a routine walk-around, the operator detected a leak in the injecttion line d/s commpressor. A jet of methonal to open air. Block valve to injection line was closed immediately. <...> Alongside starboard side for offloading deck cargo at 17:05 hrs. At approx 108:00 hrs the <...> Drifted backwards and hit column number 2 in the bumper area. The barge engineer witnessed the incident and immediately ordered the vesel to pull away from the rig. Because it was dark it was thought the vessel's stern roller had only bumped the rubber fenders. On investigation in daylight the following morning, two indentations were found inthe steel shell causing distortion to internal vertical stiffners.(see hard copy diagram) wind: 35 kts @ 160, seas 4.5m @ 160, current 0.25 kts @ 255. Weather: wind 130deg, 45ktssea & swell: 20-26ft x 130degheave: 8ft, temp 5.2c bar: 1003 pitch 0.8deg roll 2.5deg whilst running in the hole with hangoff tool the vibration dislodged a redundant plate (12" x 3" x 0.5") at the back if the upper racking arm head and it fell to the deck. On inspection ot was found that the welds were cracked and therefore through movement of racking arm, vibration and general operations had contributed to the incident.



Backloading waste skips onto supply boat.The skips being used were not the offshore type, no lifting bridle.As he held the strop onto the lifting lugs, the crane raised the load and the strops drew in trapping his finger.The crane was found to continue lifting approx. 13 inches after being stopped this was found to be due to the whipline brake requiring adjustment. During mooring operations at <...> On <...> Anchor no 2 which was located 258 meters from the <...> Gas export line from <...>, Slipped under tension. At 06:00 hrs a back-up anchor and associated equipment was passed to the ahv <...> But weather conditions at that time were unsuitable to commence anchor handling operations. The master was instructed to advise when these could commence. At 08:15 the master confirmed that he considered conditions hadimproved sufficiently for anchor handling operations to proceed. At this time the survey team on <...> Were alerted. The ahv was instructed to proceed to no 2 anchor position and to deck the buoy but not to disturb the anchor until his movement could be monitored by laser. At 08:40 the ahv reported that the buoy was on deck. At 08:50 the first laser position indicated that the vessel was on the north side of the 16" gas pipeline. The master was instructed to proceed in a south-westerly direction so as to arrest and reverse the nne drag of the anchor. The anchor was recovered to the deck of the deck of the ahv prior to be re-running. Weather conditions during the incident period were:- wind ne 20/22 knots seas 2.0/2.5m tide 290' x 0.3 knots. <...> Was positioned in the stand-off location 175 x 136m from <...>. Anchor no 2 was laid in position 116.7 x 625m from no 2 fairlead. <...> Was positioned in the standoff location 175 x 136 m from <...>.The ahv. <...> Ran no.1 anchor to a position 021 x 778 m from <...> No.1 fairlead.A midline support buoy had been inserted 140 m from <...>. During the test tensioning procedure the wire parted 330 m from <...> And fell across the 16" gas export line. When the line parted the support buoy sprung back to a position between <...> And <...>.To avoid fouling the platform structure the buoy was winched to a position close to no.1 fairlead until wire recovery was completed. Lifting full waste skip for backloading onto supply boat.The waste skip was slung and the lift started.As it raised above the deck the sling on the ip's right came loose.He attempted to get clear but his right foot was trapped between the skip and a deck beam.The sling slipped off the skip due to the narrowness of the lifting pad eyes on this sype of skip. Whilst removing kelly cock and sub from stand of drill pipe suspended in ddm, loose kelly cock and sub were held upright on rotary table cover plate by injured person (i.p).To control drill pipe the ddm was lowered until d.p. landed alongside rotary table.Because d.p. was in ddm not elevators, weight of ddm caused d.p. to bow outwards striking i.p. behind right ear.I.p. fell to deck striking left side of head on deck, kelly cock and sub fell over striking i.p's right foot. The pin from the block hang off line shackle came loose from the shackle and dropped some 40ft on to the drill floor. The pin weighs 13 lbs. Their was no activity in the derrick which would cause the pin to drop. The strong winds over several days caused the rope tying back the shackle to chafe through, and the "tywrap" mousing the pin to break. Although men where working on the drill floor n0-one was injured. Wind n.n.e'y 60-65 knots. Occasional snow. Running in the hole with drill pipe. After 27 stands the derrickman by error opened the wrong finger and a stand of drillpipe fell across the derrick to the port forward side. The pipe rack is positioned stbd. Blocks were stationary at rotary table. There were nine full rows of pipe racked. The stand that fell out was in the 10th row whrn it fell out it came to rest beside the 8th. The red tugger beside the v door on on stbd side was wrapped once around the pipe and secured to the pad eye at the edge of the set back area approx 64 inches from the v door. The intension was to clamp the racking arm access to the pipe. The ip was behind the rail but his view was partially obscured by the racked pipe. He picked up on the tugger, at this point the ip was destracted as he had seen another floorman moving into the proximity of the pie and told him to stand back. The pipe lifted up from the set back area and due to the positing of the tugger where it was dead ended, it bounced toward the red tugger, his left foot was protroding out from behind the protective rail where the bouncing pipe came to rest on his toes. The pin end came to rest at an angle trapping his foot. On completion of changing out air cylinders in capsule no3, the six bottles were laid on a pallet. In a 3,2,1, formation, the bottles were banded to the pallet and 2 lifting slings were wrapped around the pallet and bottles. The slings were attached to the crane, as the crane lifted the pallet raised slightly uneven, the centre bottle on the bottom row slipped through slings and slid between the capsule and the handrail and into the water, possibly caused by bottles being wet and banding not tight enough. Performing a d5 kill drill.Circ. Sw at 30 spm.Returns through choke line was lined up to be dumped at shaker through bypass at shaker no 5. Sw came over the shakers and into the shaker pits.The circulation was stopped.To get rid of the water, the dump valves were opened, causing 24 cubic metres pobm to be dumped overboard.



During jacking test in preparation for rig move a gear box failed on leg one.In the process of rigging up for removal of same, a pulling tool was left on jacking foundation.As ip stepped up onto the foundation to investigate the damage through the inspection cover, his foot hit the plate which fell down and hit the ip's foot,just behind the steel toe cap of his boot.The ip had just placed himself in this position to pass a flashlight to the person looking at the damage.The tool is a circular plate weighing approx. 40kg, it fell approx. 0.5 mtr. Weather: calm with drizzle. While working the boom brake on the port for'd crane failed.This occured as the crane was plumbed over the stern of the vessel at an angle of approx 65 degrees from the horizontal.The crane operator was waiting for the crew of the vessel to disconnect the pot water hose from their manifold in order to recover the hose.At this point the boom started to descend of its own accord and the crane op tried to hold it using the clutch.However, this seemed to have no effect and at an angle of about 45 degrees from the horizontal he warned the vessel to move clear and warn his crew.He finally managed to hold the boom using the clutch when the boom was just below the horizontal.The boom was raised and the brakes adjusted by the night engineer who stood by the crane while the pot water hose was recovered.The crane was then taken out of service. Following daily engine checks,person (operator) confirmed nothing out of the ordinary in the engine enclosure.15 mins later a rumbling / bang was heard,coupled with the activation of the enclosure halon system.personnel arrived at the enclosure and confirmed there was no fire.investigation highlighted that the metal ducting had been blown off the drive from the power turbine to the engine.it was also confirmed that the enclosure doors (2) had been blown open. Wachstander had been trimming the rig approx 10mins earlier, when the smoke alarm activated. He accepted the alarm and noticed smoke in stbd. Aft pump room via the cctv monitor and control room. He notified oim and barge eng. And by the time they readhed c.r. flames could be seen on same cctv. Personnel were called to muster barge eng. Was on scene at top of 4ft shaft. 2 man team with b.a. on were sent down to investigate and extingusish the fire. This was successful. Second b.a. team were utilised as aprecaction relieving first crew. A wathch of the area was maintained for 1hr as a precation. Cause appears to collapsed bearing overheating setting fire to grease in houseing. <...> Ahv was walking out 1115 metres of 3" rig chain from the port chain locker in 550 metres of water. 579 metres of chain was still onboard when the incident occurred. Beneath each gypsy are fitted guide arrangements that put more of the chain in contact with their circumference in order to prevent the chain jumping. These in fact have done precisely this. The chain coming out of the locker was pulled out of alignment with the guide when a length of chain inside the chain locker tumbled over. The link then passed to the outside of the guide and fed the chain off the gypsy. The chain then fell off the side of the gypsy and ran out of control out of the locker tearing away the aft part of the circular hatch coaming and damaging various deck fittings and hydraulic pipes in close proximity to the coaming. There were three personnel in the vicinity at the time. All machinery remained in working order after the incident. Wind 300 deg x 18kg sea 2 1/2 m x sec, temp 7.5 deg c, cloudy and clear swell 3 1/2m from 300 deg t. Number 5 anchor cable was being heaved in, to position rig over required location.56 feet of chain had to be heaved in to accomplish this position.When approximately 46- 48 feet had been retrieved cable parted between gypsy and upper fairlead.The anchor tension at this time was between 270 - 300 kips.The outboard end of the parted cable fell into the sea.Whilst the inboard end was stopped on the gypsy. Sea state 3.5m 30 knot windheave 2-2.5m crane tiko 772h <...> Fitted to skidss003 in 2/95 load tested to 800kg <...> By <...>. - rov in water, docked into ths at - 90m - crane sheared at top of the mast as it entered the base section of the crane.Held by hydraulic hoses before recovery by the main crane from over the side. No other damage/injuries. The tender assist vessel was in the stand-off position due to adverse weather conditions. The weather was from south to south east. All 4 thusters were being used at 60% power to assist against excessive line loading on 2 and 3 which are the south lines (primary). It was noticed that an alarm on 7 line had been activated. 7 line which is a northern primary. At the same time 2 had an alarm activated. Both lines 2 7 tension dropped to almost nothing. This would indicate line failure. 2 was visully inspected and seemed that load call had failed. 7 visual load calls ok, but chain seemed to be movingquite easily as though there was no tension on it rig position had changed as if there had been failure with 7 in fact rig had moved towards 3 and 2. We slowly pulled 7 to see if tension could be regained. Preparations to pull the drill pipe out of the hole were in progress. The first stand (3 joints & 30 ft long) were pulled above the rotary table & the connection at the rotary broken & backed out. Then with the thread end still hanging inside the box (collar) of the connection, the top drive was broken from the top of the stand. This connection was rotated free allowing the stand to drop approx 1 inch into the collar at the rotary table. This is normal operation, done hundreds of times, but on this occasion the slight shock caused the pipe to drop in the rotary slips. The suspended stand dropped also striking the rotary table. The resulting shock bounced the mud screen from the top joint and it fell 90 feet.



Operation in progress at the time of the incident was the transfering of 4 1/2" tubing which had been removed from the work-over well on <...>. Platform to the main deck of the <...> For further transfer to a supply vessel for transportation to <...>. The <...> N.c.k. crane was being used. Tubing was in budles of 10 weighing approximately 1.8 tonnes. The bundles were slung using 2 new c.w.l. 3.0 tonnes straps. Slinging was according to good practice and a bulldog clip was secured above the eye to keep the bundle of tubes together when lowered onto the deck. The waether was good with an easterly wind at between 10 to 15 knots. The bundle of tubes in question was about to be lowered onto the main deck of the <...> When one strap parted. The second strap remained sucured and after the initial shock was safely lowered onto the main deck. After testing and resetting no 4 emergency chain release the manual brake was released. Approx 10 mins later the chain ran out after air trapped in the "brake on" cylinder bled away. Note: rig was in process of moving onto new location. A crane jib head block wire guard (1" dia pipe about 1m long) fell off the wire guard fell downward landing on the pipe deck narrowly missing 5 men working on deck, the object came from the main line sheaves.A heavy lift 20' halfweight had just been lifted off a supply vessel and landed on board.The deck crew had removed the pennant from the main block and were about to hook on the whipline pennant to the whipline hook at the time of the incident.No damage sustained. Wind 0600x16kts, sea 2.0m, air temp 4oc, no excessive noise. Daylight. During test of well it was necessary to open the sand filter to check for any debris. During this operation the filter was isolated and depressured drained to close drain system. The clamp pin was slackened to enable the filter lid to be turned. Prior to removal it moved slightly when the seal blew and crude escaped. Operation on drill floor at time of accident - making up stand of drill pipe. A stand of drill pipe had been placed into the box end of the string which was secured in the rotary table slips. The stand of pipe was moved with the upper racking arm and the stand lift arm. The dmm (derrick drilling machine) had been rotated into the stand and the operator in the stand lift operated the unlatch of the arm and then started to retract the arm. Whilst the stand lift arm was being retracted the pin end of the stand sprung out of the box end of the string (the arm had not unlatched) and struck the roustabout in the back and pushed him onto the manual tongs which he was in the process of preparing for the make up of the stand. Wind 150 deg x 27 kts. Sea 150 deg x 3 1/2 m x 6 sec. Pitch 0.5 deg roll 1.2 deg heave 0.3m1017.8mb fair 7/8 cloud. Daylight. The supply vessel <...> Was stationed on the west side of the platform transferring diesl fuel.due to a computer fault the vessel went astern and struck column 5.it also pulled off the bunkering diesl hose. (no enviromental problem was evident). Indent was a srape mark to column 5 at damage control ring external. Retrieving sub-sea tv camera to deck in moonpool. Armoured lifting cable above relief spring, failed allowing camera and frame to fall to sea bed camera lifted on winch to clear handrail to pull inboard when failure occurred. Wind 033 deg x 20-25kts seas: 020 deg x 3ft swell: 360 deg x 8ft rig unable to hold position due to corrupt signals (what appears to be) to the system which had the rig oscillating around the wellhead position due to power reaching 80% or more for more than brief of isolated periods, i, as per procedures initiated a 'red' alert and had the drill floor release the riser/lmrp after securing the well. Due to the shortage of warning/time the drill floor were unable to displace the riser with sea water and therefore there was a release of 146bbls of synthetic drilling fluid xp07 While the welder was conducting refabrication work for the installation of a new logging unit, sparks ignited rubber and gasket material in belows mechanic workshop.The firewatch tried to fight the fire, but was unable to do it himself, due to heavy smoke that developed.He then informed the welder to stop his work and raised the fire alarm.The fire was out shortly after the fire team was mobilised. When pulling and racking 5" drill pipe in the derrick, as the derrickman operated the latch mechanism, a finger latch became detached from the finger board, part of the working platform. The lower section of the latch, (the hinge rod) fell to the drillfloor below. The upper section (the latch) slid across the walkway towards the rear of the monkeyboard and was retrieved by the derrickman.the hinge rod landed approximately 18 feet from the nearest crew member who was working at the rotary table. While laying down drill pipeipe after setting tieback packer at top of 7" liner well started flowing - shut in on 6 bbl gain - drill pipe stripped to top of liner - influx circ out and mud weight circ around at 15.7 pp. Monitored pressure build up - caliper through liner con- firmed no collapse. Well killed. Drilling of 12 1/4" hole section well control inc occurred while drilling at 5420 ft 30 bbl kick was taken before the well was closed in with resulting pressures pdp - 150 psiand pan 310 psi remedial action taken well was successfully killed with the kill mud weight. Mud weight was further increased to include the 200 psi ob. Wipe trip was performed back to the shoe to check hole cons. Continue drilling ahead with limited rop, while closely monitoring gas readings and other indications of poss well control nature.



Well <...> Had been killed and the reservoir cemented. Suspension plugs were installed in the tubing hanger and crown plugs installed in the tree. The tree cap was moved 50 ft off location to a safe area to handle equipment in the moonpool. The shipping skid for the tree cap is too small to be supported on the rigs main spider beams. The tree cap was moved from its shipping skid and placed on the spider deck close to the 32 core reel. The kidney plate was attached and pre submergence testing the assembly was commenced. New gaskets were installed and the assembly was moved from the deck to over the moonpool final checks were then carried out on the running tool lock function. The control lever on the vex panel is marked feed on both sides. When the lever was moved to the lock ?? Position the pressure guage for the function increased to only 500 psi instead of an expected 2000 psi and minimum fluid flow was noticed. The control lever was moved to the block position and the pressure gauge then indicated zero pressure. The control lever was moved momentarily in the oppoisite direction and the guage immediately increased to 1000 psi. The lever was immediately returned to the block position. At this point the tree cap disengaged from the running tool and fell into the sea. The control panel was checked and the isolation valve on line 18 (supply function for running tool lock) was found to be in the closed position. There was no injury to any personnel. The tree cap was located on the sea bed with the rov approx 15 ft from the xmas tree. A full inspection was made of the xmas tree and associated equipment in the vicinity. No damage to any equipment was found. The tree cap was recovered and no damage was found. The riser handling joint with the riser handling tool attached was being moved by the port crane to temp storage in the port pipe rack. When lowering into the pipoe rack the aft flange on the riser handling joint made contact with the top of a container causing the joint to tip sharply at one end and slip through the slings. The joint struck the deck plating causing a 2" indentation. Personnel were handling the joint with tag lines and there were no other personnel in the vicinity. Breakage of 2 stud bolts that held packing gland for stuffing box caused displacement of stuffing box and a minor gas leak. Production operator detected the gas leak and the gas compressor was stuffed immedeately, unven stress and or overheating of stud bolts in connection with earlier operation / repair night have caused the breakage. Personell who operate and do repairs on gas compressor will be informeo of the occurence and the cause of it, to prevent similar happenings in the future it will also be highlighted on safety mtgs. On completion of milling a down hole packer a flow check was held with flow observed. The well was closed in using the annular preventor with a total pit gain of 4 bbls. Pressures observed was 250psi on the annulus the well was bull headed to 640pptf brine, thereafter the hold contents were circulated over the choke with 640pptf brine was performed to confirm the removal of any possible hydrocarbons from the well and ensure a balanced fluid column. The well was observed to be static. Normal operations then continued. The reason for flow is considered to be the release of hydrcarbons trapped below the packer and above the tall pipe and not actually from the reservior itself, the event has been anticipated by the crew & planned for. While pulling out of the hole with drill pipe, a sheared 1,1/4'' diameter bolt struck the dog house roof (window) all drill floor operations were halted At 1752 on <...> While conducting normal drilling ops no 6 anchor chain parted resulting in vessel sliding off of location to starboard to a resultant ball joint angle of aprox 4.5-5 degrees. Remaining anchors held and tensions were adjusted to maintain rig position Op in progress was lifting a reel by crane through deck hatch access to caisson 35 upper storage level - ip slung load and stod back whilst load lifted - banksman positioned at top of hatch in view of crane - as load raised through hatch it caught oncoming and sling failed, dropping load to deck - ip dived clear and struck chest against fixed pipework. Rig activity was laying out cement single with side entry sub. Slips were set and rig tongs used to breake connection. The top drive brake was left engaged not allowing pipe to rotate while being broken out.when the long pull was released the long whipped back striking the ip Recovering rov to deck, on recovery of the rov to deck whilst locating the guide frame onto the a frame lifting hook. The cursor latch gave way and the rov and t.m.s. dropped on the main umbilical which had about 8' feet of slack of slack for hooking on operation. Operation breaking down tiw valve assembley. Normal procedure is to test this assembly remote from the drill floor to cut down on bop testing time. Ris operation at the time was drilling but sliding not rotary. The assembly was picked up from the cat walk using the rd tugger. It was laid down and trasfered to the yellow tugger and an attempt made to store it on its normal pin located by the green tugger. The yellow tuggerwire became fouled in the derrick increasing the angle required to reach the valves storage position although another man saw the ip struggling and went to his assistance, the valve swang back and trapped the ips finger between the valve and a padeye mounted on an adjacent back-up post. Welder was using the burner in the work shop. To cut materials to use in the ground flare. He had light on the acetyl. On the burner and he should put on his glasses, when the hose with acet started to burn he tryed to stop the fire but did not sucseed he went out of the work shop and started the fire alarm, fire team extinguished the fire.



Drilling ops had stopped and the rig jacked down to tighten a hose connection on returning to drilling ops the driller was instructed to back up and reset the hammer. Whilst picking up the handling slings btwn hammer parted. During mod work while rig was in port a break down in comms led to an inexperienced man winching an improperly slung bundle of fab steel into derrick over heads of people working. Control of bundle was lost allowing the steel to fall but fortunately missing those beneath. During mod work while <...> Was in <...> Clamps were being fitted to riser sections on quayside before being installed on rig. A full set of clamps were placed in position and some were bolted. The person performing the task left to get more bolts. Another man arrived and on seeing the clamps in place assumed it was ready to go onto the rig. As the riser section was being transported to the rig by the crane one of the clamps fell about 8 ft to deck. Crane operator observed that starboard crane boom brakes were slipping and reported same. While the brakes were being adjusted the boom beganto slip and dropped to a point approx 20 degrees from vertical resulting in damage to boom Whilst offloading 20" caisng from <...> Vessel deck crew had hooked crane up to 2 pieces of casing on the starbard sling aft – one of the casing slings had fouled on one of the stations on the deck - thus causing sling to part. Crane boom was being raised from the rest to commence lifting ops on cargo decks. When 1 m above the cradle the boom dropped back into the rest in an uncontrolled manner - although operating handle [joy stick] was kept in heave position. Diesel fuel spill. No 3 anchor was being lowered from the bolster in order to turn it prior to rackign. As the windlass op was being changed from the heave to lower mode, the clutch and low gear sleeve couplings became detached from the drive gear. Allowing 200 ft of chain to freefall before being arrested by application of the mech brake. Subsequent inv found that the servo pump had failed due to failure of a fuse. Further op of winch functions had depleted accumulator pressure allowing disengagement of couplings. Rig welder was installing fast barite mix system in no 2 mud pit. Pit no 2 had approx 7 1/2" op kcl brine in it [non flammable] the vent system was turned on to keep smoke clear. A small insp hatch was needed in deck plating on top of pit. As welder cut through plate a layer of oil base mud from a previous job ignited. This was under the side of deck plate. Quickly extinguished by fire hose and filling no 2 pit completely full with seawater at same time the vent fan was shut off Ip was painting stripes on 30" conductor stowed on pipe deck. Conductor had been separated to facilitate job. One side of conductor had been chocked. The other group of casing had not been chocked. Ip was standing on deck btwn joints - vessel tim was changing quickly and in a pronounced manner due to pretensioning of moorings. Ip had his back to unchocked pipe. As vessel rolled conductor pipe rolled approx 4 ft pinning him btwn joints. He was pinned approx 5 mins before sufficient persons were assembled to move pipe and free him. No 1 mud pump chain was being removed for maint by the chief engineer and assist mech. The chain case was being lifted clear of the mud pump using 2 chain blocks operated by each of the men. The chain case became caught on the drive sprocket and the chain blocks were adjusted to lift the case fre. As the chain case free from the drive sprocket it swung approx 10 degrees from the vertical. As it did so it trapped the assist mech's right thumb against the pipework upon which it was resting, before swinging back to approx 5 degrees where it came to rest. A container was being lifted from a supply boat onto the main deck port side. As the container was lowered onto the main deck it struck a pup joint racked in cradles ont he side of samson posts. The pup joint was dislodged and fell onto and through grating onto the port pontoon btwn columns 3 and 4. Running in hole & picking up 5" drillpipe from v.door. Joint of drill pipe hanging on air hoist which was being lowered into mouse hole. Hit mouse hole & tilted over. Pipe fell across deck hitting driller glancing blow on the way down Annular bop failed to test. This well is an hthp and company have had 3 serious kicks prior to the failure of the bop equiment. Well was temporarily suspended to retrieve bops to surface and repair Retaining pin from an umbilical sheave fell from derrick narrowly missing a derrickman. Retaining pin is held in by a flip-over ring type safety pin



Attempted to pressure test liner string without having cement unit pressure gauge and chart recorder hooked up. Unable to read pressure when pumping. This sheared out <...> Seat prematurely and no pressure test was noted. After recording fluid increase in trip tank surface, a surface test to 1000psi was attempted, still without a working pressure gauge. The driller noticed a rapid increase on drill floor pressure gauge and stopped the cementer at 4500psi. Failure of cementer to ensure his unit was correctlu set up prior to starting operation. <...> At 0200 hrs floorman <...> Had an injury to his left foot, two hours into his shift. The operation at the time of the accident - pull lower marine riser packaged. Weather at time of accident: wind southerly 6m/sec. Sea 0.3 mtr. Swell north westerly 3 mtr. Roll=0.3 deg pitch = 0.4 deg heave = 1.3 mtr. During the operation to recover the risers, the riser spider became dislodged from its position in the rotary, the riser lifted the spider up off its pinholes in the rotary and turned it about 2" out of alignmnt with the holes. In order to reposition the spider, the driller and <...> Used a 5' pinch bar to turn the riser spider back over the pinholes in the rotary, while doing this <...> Pulled on the pinch bar towards himself. When the riser spider was turned back over the pin holes it dropped back down into position, a drop of about 6". The pinch bar that was between the riser spider and the rotary was forced downwards by the weight of the spider, causing it to strike the upper instep of <...>'s left foot. After the accident, <...> Went down to the medic. The medic's examination showed that the top of the left foot was swollen and that he had movements of toes and ankle. Cold compresses were applied on and off over a period of 1 hour and john was informed to keep the foot elevated. At 0600 hours there was a substantial discolouration to the middle three toes and it was decided to send <...> To <...> For x-ray. Installation was under tow to location and was on approach to drop anchor position when anchor windlass high gear drive shaft fractured rendering windlass inoperable. Approach to location was aborted and installation moved to a safe area clear of subsea obstructions to effect repairs prior to resuming approahc to new location. Well casing set in the reservoir at 8095. When drilling assembly exited casing, after drilling out of the shoe track, encountered losses +/- 400 bbls/hr. These were controlled by reducing the mud weight (from 680 pptf) and pumping lcm. With the reduced mud weigh, flow was observed. This was mud returned from the charged formation. The annular preventor was closed and circulation continued until the well was stable normal operations resumed at 17:15 the same day On completion of drilling the programmed 8 1/2 sidetrack and while poh the drillstring became stuck in the 10 3/4 casing with the bit at 1190 bdf, as a result of a successful fishing operation the string was eventually recovered with no sign of damage and no obious reason for the string to have been stuck. A series a mill runs were required to acieve the original drift diamiter of the casing over the section from 125' bdf to 1140 bdf. Following this a multi-finger caliper showed there to be a hole in the cassing over this length. As the 13 3/8 shoe streath was sufficient, operations were continued, with the setting of a liner over the reservoir securing the well. Following a cbl the 9 5/8 casing was cut at 4663 bdf anf the 10 ¾ had collapsed over a 125' length at the depths given above. Rig was being moved by heaving and slacking of anchor chains from well to a position to spud well - during this op no 5 chasing pennant fouled no 6 lower fairlead and dislodged no 5 pennant from its deck stowage saddle causing the pennant to fall to the seabed. Probable cause of pennant fouling was chasing collar riding up anchor chain due to wear on chasing collar and chain catenary. While drilling 12 1/4" hole a sudden increase in flow out was observed. Drill string was picked up and spaced out annular closed, by which time a gain of 94 bbls had been taken. Pressures were monitored for 2 hrs and seen to build to 200 psi Dropped riser section into sea from drill floor. Dropped completion string. When running the completion for <...> Well b1 the subsea test tree was suspended in the elevators with the completion string hanging below it, the <...> Hydraulic unlatch functioned unexpectedly and the completion string was dropped from the rig floor level to the subsea xmas tree. No one was injured. Although the tool has had extensive testing in shop conditions, this was its first field trial. The design of the tool and procedures for operating the tool are to be reviewed by the manufacturer. Whilst cross tensioning no 4 and no 10 anchors the tension of no 4 anchor had reached 100 tonnes when chain parted at windlass. During the operation of milling a production packer at 6689, as part of a programme for the permanent abandonment of well <...> On the platform, a 10bbl volume gain at the mud pits was noted over a 6 minute period.This was acompanied by an increase in the recorded gas level from 0.2% to 3.4% maximum.The wellbore was shut-in on the upper annular blow-out prevention equipment.Shut-in drillpipe pressure = zero, shut-in casing pressure = 20psi.The contained pressure was bled off via the choke manifold.The well was checked for flow on the trip tank and found to be stable.Theupper annular blow-out prevention equipment was opened, and the well checked and found to be stable. Milling operations then continued.



Failure of sub sea test tree. The well was being produced as part of the extended well test programme. A plt was being on stiff wire the well test personnel noted a steady drop in the sub sea test tree ball valve open line. Pressure was maintained until the coiled tubing was recovered to surface and the well was closed in. The ball valve was allowed to close. Testing was suspended. Subsequent investigation indicates that there has been a failure of the seals on the ball valve open/closepiston. The ball valve open/close piston. The ball valve has failed in the closed position as designed. Operation are ongoing to recover the sub-sea test tree and replace it prior to continuing with the test programme Whilst lifting a load of scaffold boards from supply boat to deck of <...> Alongside <...>, One of the struts came free of the hook and the load ended up swinging on one strut. No injuries, load made safe. Removing 17 1.5 tonne coil tubing lift frame from drill floor out of v door using main block of port crane - lift was clear of drill floor and v door when crane op proceeded to jib up - boom came to a halt while taking it up - coil tubing lift frame was lowered to deck, secured and disconnected from crane - crane was then slewed round and lowered into its rest on inv it was found that the topping lift drum shaft had sheared While tripping pipe into the hole the 's' slide became disloged from the tracker arm and fell to the rig floor.The bolts holding the plate into place were not effective due to corrosion and wear.Pms task has been put into place and modifications to prevent from same happening again. The incident occurered during mooring operators to position <...> Onto block <...>.This is a sensitive area involving pipelines and wellheads from the <...> Platform and numerous skidding operations were necessary to safely deploy anchors. The rig had deployed all primary anchors and no 2 and was in the process of skidding 175 metres aft when no 8 chain started to pay out on its own this winch was not manned at the time.The rapid release of the chain resulted in the collapse of the main d.d motor and caused damage to the copling and the blower and cooler systems.The chain stopped paying out this time. The operations were stopped and <...> Management informed of the incident.Hse were subsequently informed and permission received to disturb the site. All other anchors were secured and the <...>' was connected to the tow bridle as a precaution. Damage assessment and repairs were started after the area had been made safe. A 1.5 tonne swl sack of wasting grit was being swung overboard by a rig crane.The sack was attached by fourlifting loops to a four way set of slings from the crane hook.The lifting loops pulled loose or broke and the load fell into the water.One loop was left on the crane hook and pulled out of the sack.It is not known what happened to the other three loops.Work was being carried out by contractors who areinvestigating further. Well flowed while running perforated liner. Max pressure on annulus = 145psi. No h/cs seen on surface. Circulated heavy pill with no success. Attempting 1 more heavy pill then stripping in max pressures = 300 psi on annulus. Crane operator lifting load which was welded to the deck, sling broke. Lift gearbox motor out of stores - flat 14 pch column up on to main deck. Lift became "hung up" on deck plating and sling parted and motor dropped 25ft and bounced 18-20ft to port knocking mechanic off his legs but no injuries occurred. Wind 335deg x 20kts sea 330deg x 3ft swell 220deg x 5ft Discharging deck cargo from <...> With stbd crane lifted 2 coils of pennant wire weighing approx 6 tonnes from the boat lifting on whip line and boom.Load was approx 50' off the sea level when the boom went into freefall.The load struck the supply boats aft stbd winch and fell into the sea.The boom ended being held by the main block wires.The boom wires were stripped from the drum.The flare boom wwas struck by the crane boom and was badly damaged.The crane operator was not hurt Bop stack had been run and 2 joints 75 ft marine riser crew were proceeding to land out slip joint to riser at first attempt slip joint had marginally hung up on poss unknown obstruction – operation stopped - picked up slip so as to fully examine for any possible debris which may be impeding landing out of slip joint - 2nd attempt same hang up problem 2-4' gap slip joint dropped 24' and ip was hit by unknown flying object [not found] Hoisting 18 5/8 wellhead housing and running tool combination onto the drill floor from pipe deck. Air winch line fouled the derrick racking board (monkey board) and dislodged a piece of metal flatbar measuring 2" x 3/8" x 30" which fell to drill floor bounced once and fell further down the vee door ramp on to the pipe deck. All exposed areas had been cleared of personnel prior to lifting of the wellhead Rov was positioning a irc detonator onto anchor chain when floatation bouy burst, the detonator transponder tilted eventually falling to the seabeb. The detonator transponder was found & recovered to surface.



While circulating the hole clean the <...> Relief valve on ne 1 mud pump blew a hole in the body of the valve.This caused a discharge of mud at high pressure to the deck head and bulkhead.Above the mud pits the valve was installed in april 1996 and was set for 4,700psi. The mud pump was operating at 3.500psi at the time. The valve had been sent to <...> For examination. But initial indications suggest a possible casting failiure in the valve. No injuries or pollution conditions were involved. The valve was replaced and normal operations resumed. Abandonment of well - unplanned flow requiring use of bop - water based mud in use - equipment in use at time <...> Wireline, pro tubing riser surface and xmas trees. During abandon prog perforation of the tubing was carried out which resulted in flow of fluid from well seabed well control equip was acti- vated and flow from well was stopped. Standby vessel <...> On close standby duties on stbd side due to personnel working on stbd flare boom.Work completed on stbd side and boat told to go to protside <...> Touched abchor chasing pennants on 5 + 6 and touched aft stbd pencil column, causing slight indentation.There was dense fog at the time.Witnesses report the boat was just drifting with no power.<...> Maintains he had power. Stbd frc and davit badly damaged with contact with wire pennant. While conditioning mud with casing on bottom took losses 1-3 bpm slow rate down and hole gave back 59 bbls, hole stabilising with full return while displacing cement, losses were taken again by the end of displace- ment plug did not bump. Shut down and annulus still flowed 8 bbls in 2 mins. Shut well in on hydril and monitor pressures. Initial shut in pressure on annulus was 500 psi. Attempt to bleed down but with no success. Whilst wraping the rig from <...> To the<...> Stand off location.The chain parted at upper fairland the tension of the chain was about 100 tonnes but increased to 150 tonnes when the chain parted. Derrickman went to monkey board to prepare boards for use. Each board has a piece of cior mat tied to it to prevent slippage [non slip surface] 3 boards were raised to give access to completion equip. 2 boards were lowered with no prob. The 3rd board which was laid flat was lifted up through 90 degrees and laid horizontal as it was raised a piece of mat broke away from its fastening and fell to the deck. This struck the ip on his hard hat and he sustained injuries to his neck and shoulder muscles. Offloading 30" wellhead joint from work boat. Lifted to rig positioned to lower into drill pipe bay. 6 ft from land point joint tagged samson post 35 kg protector fell off wellhead and struck deck. No personnel or equipment damaged. During anchor recovery the ahv reported that no 3 anchor had become detached from the anchor chain. The failure was the d shackle connecting the anchor swivel and shank. The anchor chain was recovered and the anchor left on seabed for poss later recovery. A replacement anchor was fitted prior to mooring up on next location. While running a wireline tool a dhssv inset pack off tool, a11 of the shear pins [4 of] holding the assembly failed. Subsequently the tool fell into the sea. Operation in force: pulling out of hole racking back drill pipe. Enviromental conditions: pitch and roll 0.2deg, heave 0.6', wind 12k seas 5ft cloudy and clear. Whilst engaged in p,o.o.h. injured person was working the derrick. At appro 1125 after unlatching the elevators on the first stand of 6 5/8 hw drill pipe to which he had two air hoists attached he proceeded to pull the stand twoards the stb'd collar finger, at this time he noticed the starboard air hoist foul the finger casuing it to come loose. The stand then fell towards the port side ot the derrick. Ip then picked up the starboard air hoist wire and put it back on the stand, during this operation he had to slack off the port air hoist to manoeuvre the stand past the footpad on the port collar finger during the slacking off of the port tugger he placed his right hand on wire to prevent it from sliding down the stand at this point the stb'd air hoist came free again allowing the stand to fall back to the port side trapping his right hand between the wire and a stand of 6 1/2" drill collar that was racked in the portside of the derrick earlier. Running in hole with 12 bha picking up singles of drill pipe from the deck.The driller felt that the drawwork brake required adjustment during this operator he attempted to balance the equausing bar. This did not adjust.Upon further investigation it was found that the offside drillers brake band had sheared just above the adjusting bolt it was sheared completely through where the holes for the rivets for the first brake pad are.Both brake bands change.Old sent into <...> For inspection.Brake bands had only been on for 6 months. During backload ops from the <...> Port crane to the supply vessel <...>, A protective panel from a <…> vecs unit came loose and fell into the sea between the rig and the vessel. Changing out wire/chain assembly in derrick. This was done. Crew member was pulling back drill collar weight was applied to the drill collar viathe wire/chain assembly. At this point the 3 bulldog clips on the wire rope failed to hold. The tail of the wire slipped through the grips and the chain tail was free. The 6.5 lb cahin came loose from the collar and fell to the rotary table. No crew in vicinity.



Whilst offloading supply vessel <...> - a 3 ton rated transit sling parted. Sea condition - slight swell calm, no crane shock load applied, item being raised - bundle of 5 x 7" tubing - weight of bundle = 2 tons, 2 x 3 ton slings (prebundled). Point of note - the 3 ton transit sling parted before load was lifted from deck. I.e.load did not move prior to sling breaaking While pulling drill pipe out of hole, the weather conditions at that time were calm.We had pulled 25stds then on the 26th std the pipe handler frame came in contact with the top of the stand.Thus sending a whiplash effect down the stand causing the bottom single to strike the ip resulting in his injury.Time on tour 4.5hrs. Whilst picking up 7" line through door floorman observed chain holding safety pin was broken.Floorman stopped lifting and removed pin and chain for repair.Another person unaware of situation started lifting and dropped liner Present op was coring. Driller had previously made a connection and was giving hand over to his relief when smoke was noticed coming from top of national power swivel. Driller immed notified motorman to switch off all elec breakers to the swivel. Fire was extinguished. Pulled out of the hole to the shoe to assess damage. At the shoe the motor brake was dis- assembled and air release valve was found to have mal functioned. Whilst bleeding down an hp air bottle, a section of s/s pipework blew out of the compression fitting connecting it to a 't' in the pipework. Investigation showed that the fitting was of the correct standard but that it may not have been made up correctly. There are no further relevant details and no injuries resulted. All fittings are to be overhauled. Whilst heaving in no3 chain the chain parted at 2550 feet from the anchor.This position was at the upper fairlead.The tension of the chain was about 100tonnes when the chain parted. Whilst cross tensioning no4 and no10 anchors, no4 chain parted on the gypsy.Tension at the time of the breakage was 220kips. Ip was moving a seal assembly running tool from drill floor into mouse hole. Tool was being lifted by a winch when nearing the vertical position from harizontal the operating sleeve on the tool travelled down approx 6" amputating tip of finger between tool and operating sleeve. Load being transferred by crane from cantilevers deck to main deck. Two two sets of strops dropped into skip, and 1 dug collar dropped into basket beside. Delay in reporting said by caller to be due to lack of awareness of reporting requirements. While erecting scaffolding under helideck in order to fit new lifeboat davits, 12 ft scaffold pole dropped into sea. Scaffolder was attempting to tighten a clip onto pole when the pole slipped from his grip pole dropped approx 120 ft into sea. The op was laying down 2 x 50 ft wire slings from rig floor onto catwalk on bails.When both slings were detached from the bails one snaked over the side and dropped into the water, catching the h2s cascade hose on the way down. This was caused by bad practice in future these slings will be coiled immed and not left lying around. During a routine op pulling out of the hole a stand of drill pipe had just been racked back in the derrick and the driller was lowering the block when he observed an object falling to the drill floor. This was immed inv and found to be the securing pin btwn the dolley track and the main block. No material damage or injury resulted and pin was put back in place. All other pins were checked and found to be secure. Shaker hand noticed smoke coming from swaco centrifuge bearing ignition occurred producing small flame. Alarm raised and fire extinguished immed centrifuge was isolated before insp. On open the housing, a build up of dry mud was noticeable in recess of the seal. Belief is that hard packed dried mud ignited due to a build up of heat caused by friction within shaft seal. While laying out perforating gun using pick ups on yellow air tugger - tugger wire parted approx 160 ft from end - is approx same position as sheave around crown of derrick wire dropped to drill floor While laying down 8" drill collars from rig floor to main deck the drill collar elevators came unlatched unassisted - allowing one end of drill collar to free fall 12 ft to rig floor - no equip damage or injury to personnel. Operation: drilling. Weather: wind 260 x 30-35kts equipment involved: electrical cabel to mcc4, situated in port flud engine room. Event: 11:00cro informed that there was electriacl fire in the engine room [electrical cavle] alarms sounded and all personnelto muster stations, non essential personnel mustered in t.r. 11:01accommodation [cabine] reported clear. 11:03<...> Oim informed and <...> Shorebase. 11:04polver manually shutdown fire team outside engine room. Fire team leaderreported fire out. 11:08lifeboat no 3, 1 & 2 engines reported running. 11:15all persons accounted for sbv informed. 11.17informed that total ert assembled and ready. 11:20<...> Base manager updated on situation. 11:23following on site inspection by chief engineer personnel stood down.



Diesel found to be coming out of sprinklers fwd of stbd crane.Flaring shut off immediately via uhf radio supplied by <...>.Control room contacted on vhf requesting an engineer to stbd box girder. Once flaring was shut off, the substance out of the sprinklers became progressively salt water.At this stage it was not known that there existed a connection between the oil line to the burner, and the sprinkler line.Within eight or ten minutes, salt water only was coming our of the sprinklers.The sea water tank which the fire pump draws from is adjacent to the dieseal settling tank in stbd col 2 and it was assumed that there had been a slug of diesel somehow find its way into the line.Two hydrants on the main deck were opened to assist with clearing the line. Rig had drilled 36" top hole and then 17 1/2" hole. Boulder were encountered. At 03:00 a die from the torque wrench on the ddm was observed falling to the rotary table. The die was 15 cm x 2.5 cm x 1 cm & weighed 0.5 kg. At the time of the incident there were two people on the rig floor, neither near the rotary. Both crews were advised of the near miss incident, and it will be discussed at safety meetings. Thereason for the die coming out was found to be wear on the dove tail and the heavy vibrations when drilling through boulder formation. Changing out 19mm wires on towing bridle recovery winch. Due to the location of the winches (no access by crane) wire from winch had to be man handled from the winch to the deck above, where it was loose flaked out before being lead up onto the helideck and spooled onto an empty drum. The wire was flaked out on the lower deck with approx 5m of wire going over the side to the winch. When the last wire clamp was released, the wire sprung off the drum and the energy from this with the weight of the 5m of wire caused the wire to start to run over the side. Approx 200m of 19mm wire was lost overboard. Whilst rigging down coiled tubing injector head & bop to allow logging tools to be removed from the completion riser two rig floor tugger winches were reeved through snatch blocks on the front of the injector head & back to the padeyes situated on the v door samson posts. As the injector head was being lowered in front of the surface xmas tree on the completion riser the port side tugger winch wire failed at the live side of the crown sheave. Both ends of the winch wire fell. The side reeved through the snatch block fell to the rig floor level. The tugger winch side landed across the casing stabbing board at approx 30 feet level in the derrick. At the time of the failure the winch wire was not under an extremely heavy load?? This allowed one side of the restrained coiled tubing injector head to swing back towards the surface tree. There was no injury to personnel & no damage was caused to any equipment as a result of the failure. The winch wire failed 107 feet from the rope socket end. On visual inspection the wire showed signs of internal corrosion at the point of failure. The wire line had been visually inspected at the most recent lifting gear survey +/- 1 month ago. The last time the wire was recorded as being replaced was in <...>. H24 gas 55.000 pph at depth 9354 ft. Fracture on diesel fuel supply line The <...> Sign which is displayed on the derrick was torn from its clamps/fixings due to the 50 knot winds. Fell to the pipedeck. No injuries - remaining signs checked for security. During a wireline intervention a securing nut for a shackle pin on a lifting bridle fell approx. 75ft from top of the intervention string, the nut 1 1/4" in diameter landed on top of the drillers 'doghouse' resulting in the toughened glass being cracked. Ip was part of a group of drill floor personnel working on lower marine riser package. Aft crane was shut down due to adverse weather cons and an alternative method was discus. The accumulator bottle was removed from lmrp was in process of being lowered down using chain blocks onto asteel channel which was intended to guide bottle to deck level. The bottle slipped off channel which in turn caused the chain suspending bottle to swing round radius of annular housing trapping the ips' leg btwn chain and housing. Straps were to be taken off the steel deck on laundry floor, a grinder was being used sparks ignited fluff behind duct, firewatcher extinguised the fire while the alarm was raised. Welding ignited fumes from coating in preload tank alarm 0709 out 0716 flash fire superficial damage. Not well testing at time but qcdc operated - <...> Stood by.# Whilst raising port crane from the crutch spreaders caught on the explo- sives mag and lifted it over handrail aft. Attempts to lower the mag resulted in its falling over side in 485 ft water. Drill crew were involved in making up 6 5/8" drill pipe by pulling singles from the mousehole and stabbing in to stump of previous pipe held by slips in rotary. Injured party was standing behind pipe holding it back with second man on other side pushing. As it lifted out of mousehole it swung towards the rotary & injured man failed to let go of pipe as it contacted rotary pipe. Weather was : ese 6-8 knots seas conf 5-7 feet dry. Lighting artificial but adequate In prep for well testing ops and whilst pressure testing tubing against 4.375" standing valve to 8500 psi string parted and dropped approx 4 m - control line parted and valve failed closed damaged sec of string was examined and appears to have been caused by a mech failure in way of slick joint/x over



At 13:55 number 7 anchor chain chaser pennant was to the standby vessel prior to chasing out to the anchor which was still in the as laid position. At 13:57 the sbv had made the chaser pennant fast on his deck in the shark jaws & started to move away from the rig. Suddenly the chaser pennant pulled tight & immediately went slack again. The rig almost immediately went out of trim to port aft approx 3.5 degrees. Tank gauging was checked by the control room operator and it was seen that the ballast tank pb 10b was completely full of water. The was returned to level trim by a combination of deballasting port aft & ballasting stbd fwd. Anchor handling was suspended and the rig rov was launched to investigate the hull in the area of the pennant wire for damage. The hatch cover to tank pb 10b was seen to be torn open with the hatch lid bent upwards across 75% of its area. No other damage was found to the hull. The chaser pennant was subsequently exaimined by the crew of the sbv and apart form areas of marine growth that had been stripped off no damage to the construction of the pennant was reported. Well control plan made and followed shore base <...> Informed <...> Oim informed. Well control ops start drillers method. 2 circulation water content in kick. Gas out. No hydrocarbons released to environment all well control equip operating ok Landing bop onto transporter. Safety net blown into no 3 guideline. Ip sent down on starboard man riding tugger to free the net. Went too far down but the winch on trying to heave him back started to walk back putting the man in the water. Sent a line from a utili winch. Ip shackled onto it and was heaved up to transporter. Stood on platform and released non operative man riding wire. Still attached to utility wire he signalled to be heaved up. Approx 10 ft above transporter he came off the end of the wire and fell into the sea. Was picked up by frc after drifting aft. Shackle not on properly. Removing test cap from top of wireline bop prior to fitting lift cap. Retaining collar was loosened and left unattended while floorman fetched a rope to aid cap removal.Surge pressure from rig heave acted on cap through test string and through open flow head valves this popped the unsecured test cap out and caused it to fall to the floor. Rigging down 13 5.8" bop stack - a nevlass 25 ton air operated chain hoist was in use - bundle of hydraulic control hoses were being lowered to platform weathe rdeck - as they were being lowered chain began to run free - chain stopper hit end and snapped off falling approx 60 ft piece of it hit the ip on wrist - hoist has been taken out of service pending inspection. Bonnet and spindle of 15k 3 1/16 choke valve blew off when bonnet cap screws failed while choke under a pressure of 7000 psi A 10 stand short trip had been made to determine if any additional mud weight was required prior to pooh to run 7" liner when the trip gas got to surface, it rapidly increased to 24.5%. The well was shut-in to avoid possibility of gas breaking out on gas floor. There was no dp pressure with 130 psi on casing. The pipe was slowly rotated through the annular while the 0.5 ppg trip margin was made up in the pits. The gas was circulated out without inc and normal ops were resumed. The helideck crew approached helicopter in normal manner. The hlo was in full view of pilot when one of the hdas went to the port side cargo door to offload the manifested freight. On opening the door small package dropped onto deck and rolled along the deck and dropped overboard.the hda was holding the door open and did not have enough time to catch the package.The package was recovered by the sbv and was found to be a small cardboard box, securely wrapped in sealing tape. The box contained a small electronic component with 2 computer cable leads. Dst run and well perforated underbalance - large rht hole – gas beneath packer - packer released - flow checked - annular closed and gas circulated out <...> Engineer connecting umbilical to xmas tree, while standing on tree still connected to airwinch, the connecting link between the swivel and shackle fell apart. Alternative winch was used to lift engineer back onto <...> Deck. Weather at time of incident was fair, light, variable wind.Standby vessel <...> Was on close standby. Work permit no 1668 was in force. Si1019 lifting gear survey had been carried out on equipment.Use of all chain connecting links on airwinches was suspended pending further investigation. Changing out one rucker compensator chains. Chain was suspended by drill floor tugger using a double choked sling as close to the mid point as the piston sheave would allow. On the other side of the piston sheave a rope was attached to stop the chain from running over the sheave. As the pin was removed from the chain, the chain ran over the sheave slipping through the chocked sling and slipped between the piston rod and the travelling block striking the ip on the fingers.



The ongoing operation when the accident happened was running electrical cables down through the starboard elevator shaft to the ballast pumprom. As the cable trays are on the side of stationed on top of the elevator securing the cable to the trays every few feet. The elevator was being operated on manual by a member of the rigs maintenance depatment. On instruction from ip the elevator was raised, during this process the ip had his foot sticking out, as the elevator came up his toes were trapped between the top of the elevator and a beam. Prior to operations commencing all the <...> Personnel had been instructed by myself on the correct use of safety harnesses and line. A permit to work and task instruction form completed and a tool box talk held with all personnel involved in the operation, this included a trip down the elevator shaft to verify safety hang off points. Ip was made aware of the offending beam by the rig engineer. A helicopter arrived onboard the rig with a freight delivery . Ip was then transported ashore prior to operations resuming the task instruction will be reassessed. Choke kill hose approx weight 1.5 tonne being carried from cantilever deck to main deck and then to pipe rack bay. The lift from cantilever deck to main deck was done using 2 web strops. 1 x 3 tonne, 1 x 1 tonne slung up to each end of the hose and the hose lifted in a u shape, to deck. At main deck level one web strop was disconnected from crane 3 tonne in order that the other end of the hose only [1 tonne strop] could be positioned in the piperack bay. As this end was being lifted and the remainder of the hose on deck, the web strop parted when the end of the hose was approx 10-15 ft above deck. No persons were injured. Safety mtgs have been held with crews and training/instruction is on going with crews. After latching and securing the single joint elevators around the lifting sub attached to the collar the winch operator picked the load up as the load was hoisted approx 20ft from the catwalk up the v door ramp the swivel componant came apart which resulted in the 22ft collar with elevator. Double bridle and half the swivel falling onto the catwalk. A drum of chemical was being manouvered into position for decanting into haliburton dispacement tank utilising east crane.The drum came to rest on the skid frame and the operator endeavoured to guide the drum onto place.In carrying out this action the drum moved unexpectidly trapping the operators finger between the drum and the end of the skid frame.This accident has been brought to the attention of all personnel through safety meetings.A risk assessment will be carried out prior to this type of operation commencing in future and relevant toolbox talks will be held on the dubject of manual handling procedures. Whilst running tree, it became disconnected from the safety package (edp) & fell to the seabed.When the umbilical was connected to the control unit & charged up, the edp hydraulic connector functioned & became disconnected from the safety package.The tree/package fell approx 30ft to the seabed.Further reports will be available from the operator <...>. A sample in the oven in the logging unit ignited.The power to the oven and the fan was switched off.The sample was removed and smoothered. A fire extinguisher was used to extinuish the wiring. Failure of snatch block due to overloading. Sparks from hot work caused ignition of leaking acetylene cylinder.fire extinguisher with portable co2 extinguisher. Failure of pull lift. The inspection covers to the ballast tanks on the port pontoon were removed for survey. Increasing wave heights caused water to lap overthe top of the pontoon and into the open ballast tanks. Before theseriousness of the problem was appreciated the pontoon sank to theseabed causing the vessel to heel about 12 degrees to port. Divers were used to place the inspection covers and the pontoon was pumped dry. The semi-submersible had suffered no significant damage. A spare main engine air cooler weighing 3/4 tonne was being lifted offthe deck when one of the two strops being used slipped off the safety hook. The air cooler fell to the deck (about 2 metres) causing damage to the unit but no injury. The cause of the incident was a faulty safety hook which was subsequently condemned. The fault was possiblydue to poor maintenance. The rig had been drilling an exploration well, when it lost one of its anchors in rough seas and 70 mph winds. The rig managed to remain stable and in position with its remaining 7 anchors. All 69 crew members stayed on board. The 4600-tonne cargo vessel<…> lost power some <…> km ne of <…> and started drifting against the semi. 65 of the 83 crew members on the rig was evacuated (non-essential personnel) to shore and drilling operations suspended since it was nearby and possibly in the vessel's path. 6 helicopters were involved in the operation. The vessel was brought under tow by supply vessel<…>before colliding with the semi. At 1530 hrs the vessel was 5.1 miles west of rig. All workers were back on the rig at 2100 hrs.



At 0555 hrs the rig reported indications of gas release on wellhead and bop was closed together with a secondary barrier system. At 0629 hrs the 89 crew was mustered at stations in the galley and rig was venting gas. Due to the situation, a rescue helicopter scrambled to standby on the <…> platform. At 1023 crew were still at muster stations, but helicopter was stood down. At 2217 hrs it was confirmed that the situation was fully stabilized and that well pressure levels were normal. The retired semi, which was on tow through the region for a reported but unconfirmed date with the scrapper, broke adrift in high winds and ran aground <…>. Three of its legs were on the bottom and it was wedged between two pontoons, and was impossible to move. Salvage operations started the following day. The semi remained still aground on the <…>. <…> the rig was successfully refloated with tug assistance and was moved clear of <…> and repositioned within the harbour on the seabed close to <…> the semi was fully ballasted and secured on harbour bed. No firm information w.r.t. extent of damage. Rescue services were put on standby for more than 3 hours ready to evacuatethe 69 workers on the platform if weather deteriorated further. The semi wasunder tow, when an alert was sounded at 0520 hrs when one of two towlinesconnecting the rig to a pair of tugs snapped. The incident occurred some 150 km off <…> and under fierce weather conditions. After 40 minutes thetowline was re-established and the rescue helicopters and aircraft were stood down after another 2 hours. No damage and no injuries. While under tow of m supply vessel <…>" from <…> to newdrilling site <…>, the semi brokefree of the towing line at 1046 hrs and got adrift under severe weatherconditions. The rig had no difficulty in holding its position, but it wasnot possible to reconnect the tow. However, plans were drawn up forprecautionary down-manning, but was held in abeyance. At 1900 hrs the rigwas secured and connected to m tug/supply vessel <…>. All crewremained on board. On <…>, the semi arrived on intended location. While on new drilling location, the jackup has to be evacuated afterdifficult bottom conditions and deteriorating weather combined to preventthe rig from jacking to a safe air gap. No injuries, no damages. While removing shaker dump hose from trough in prep for a rig move - hose dropped into sea – cantilever crane had picked up hose by flange at end of hose when hose clamp failed and hose came away from flange The incident occured while pulling riser no 6. Tension was applied to one wire as part of the procedure to secure cone in position. While working beneath the wire the tension road separated from the fitting to which it was attached. Releasing the wire. The wire fell away hitting the ip on the shoulder and glancing his hard hat. Likely causes separation of tension rod from reducer nipple. Either insufficient make up or the tension rod becomming backed off apr 3 threads remaining when it parted. During testing of the bop on the test stumps in the spider deck, a lifting eyebolt sheared at the thread and which resulted in the test tool failing approx. One foot inside the bop. The test tool in use was suspended by an air hoist and the only indication of the failure was when the tool was to be moved up to the next set of bop rams for the next test. Apart from the eyebolt which had sheared there was no futher damage to any equipment. As the test tool was inside the bop when the failure occured there was no risk to any persons working in the area. The ip was assisting with the removal of a dog collar from a joint of 13 3/8 casing in rotary and was holding the dog collar handle with his left hand. For reasons unknown the casing hand in control of the flush mounted spider opened the slips causing the casing string to drop approx 6" on to the elevators above. The ip left hand was caught between the handle of the dog collar and a protective box housing the control hoses mounted on top of flush mountes spider causing severence of small finger at first knuckle joint from hand 2 breaks on ring finger laceration and possible break of middle finger. 9 5/8" casing shoe was set at 2190 m measured depth while drilling at 2215 m circ was lostdue to continuous losses it was not poss to sufficiently top up riser at 0415 hrs casing pressure increased to initially 600 psi whereafter pressure gradually built up to 100 psi During a well control situation with 2700 psi below the bop the rov carried out a routine inspection of the bop.During this inspection a small burst of gas bubbles was observed around the bop.At 14:29 it was confirmed the gas bubbles escaped from the well head connector.A continuous bubble watch was started.The bursts per hour ranged between 50 and 00.00 hrs<...> And 6 at 13:00 hrs <...>. After run/cementing 20" in the 30", rov detected a small stream of gas bubbles Flowcheck before trip. 4 bbl gain. Shut in, 800 psi sidpp. Killed well and now circulating at 940 [pptf] mud, raised from 820 pptf. Next operation, pull lmrp to repair control function. Whilst moving starboard bridge crane from stbd. Side of moonpoool to port without any load, the main cylinder of the hoist ram failed. Result was hydraulic oil was lost causing the empty hook to lower to the deck. Hydraulic pumps were immediately turned off when the failure occurred.



Wow to unlatch edp/lmrp (sub sea tree). Rig heaving max 12' - rig crew standing by to unlatch rig floor clear of personnel. <...> Guideline attached to lubricator and fastened to rack @ floor level. Rig heaved which allowed slack into guide rope, with the prevailing wind rope blew over flood light as rig lowered after heave rope became tight side loading light. Floodlight bracket (cast) sheared and light fell to deck power was isolated to light circuit. Safety sling did not hold light because bracket parted. Lights to be investigated for safety sling re-positioning to ensure lights do not fall to floor. Assisting with working the rig tongs to break out drill collars.The tong was in closed position,ip went to open the tomg to enable it to go around the drill collar,the tong ,swung towards the drill collar trapping ip middle and third finger on his right hand.The derickman was working the tong, ip was assisting The decw crew were relocating a coil of wire using the crane and a polypropylene rope through a santch block to the capstan. The wire coil got stuck and the ip went close to free the coil. The wire sling holding the snatch block parted and the rope swung and hit his left lower thigh. Stinger fell from crane hook approx 50'. Four foot long singer left attached to headache ball hook on stbv deck crane. This oversight was noted after flaring ops had started bu it was to late to remedy the situation. The stinger was subsequently found lying on the sub rack. During flaring from the stbd boom the crane is shut down and covered with tarpaulins and a protective water deluge. It is not parked in its normal position but left stationary with the boom tip over the stbd side of the drill floor immediately above the sub rack. The hydracrbon release consisted of 94 barrels of pseudo oil based mud containing 46% by volume of linear parafin While tripping into the hole to drill - the bearing in the fast line sheave located in the crown block failed. The actual roller bearings fell to the drill floor. No one was struck or injuried. Ops were immed stopped, the prob identified and repairs [ie new bearing] were effected and ops resumed. Supply vessel was being backloaded with drilling equipment with port aft national crane - master of vessel was too slow in reacting to vessel being pushed by wind - wind was on starboard side pushing vessel to port and pushing the 30" conductor to port 1 motor which sprung back into normal position after contact Whilst moving off location, an anchor was dropped from the anchor rack when the anchor sliver failed - anchor had just been housed in rack. The modu was in the process of recovering anchors to move onto a new location. No.3 anchor had been racked and was secure on the bolster the tow master heard a loud noise and on investigation found no.3 anchor missing. On investigation the sliver was found to have pulled apart - see photograghs.No personnel were involved and no damages or injuries reportes. The starboard carne landed the potwater hose on the psv, in between the ships handrail and crash barrier, on directions of the psv deck crew. With the crane still attached to the hose lifting coupling, the psv rolled and caused the crane to take strain again. The hose lifting coupling got caught behind the psv handrail/crash barrier. At this moment the crane foerrunner separated from the crane hook and fell into the sea complete with the hose lifting coupling and the rig section of hose. The psv hose section separated from the hose lifting coupling and remained on the psv deck undamaged. The crane forerunner is secured to the hook with a 1mton 5wl safety sling, this sling has parted and notbeen recovered. No injury to attending personnel, no damage to crane Downhole influx to well Whilst swivelling middle racking arm round in preparati for lifting next stand of 5" dp, the 5" slide from stand lift head dropped approx 30 ft landed on starboard forward side of rotary table Hpht well kick. Well now closed in and recording pressures. Situation discussed with <...> And <...>. Intend to bull-head to resolve situation As above...Dense acrid smoke filled the jacking room.All crew were mustered in changing room until the equipment was isolated and the risk of fire eliminated Pulling drill pipe out of well. Difficulty was experienced with backflows of mud from the drill pipe, two(2) heavy slugs of mud did not manage to keep the mud level below rig floor level. This caused mud to spill onto the rotary table when drill pipe connection were broken. With mud being spilled the drill pipe slips and the inner bushings were being cleaned and greased with dope frequently. After racking the 5" pipe the elevators were changed to 3 1/2" size, the driller picked up the drill string and found the slips had become stuck in the bushings, also pulling the master bushings. The drill string was lowered until there was only 1" to 2" of the master bushings sticking out above the rotary table. The drill crew then proceded to hit the bushings with sledge hammers but with no success. They then started to use the 5" drill pipe slips, on the second blow the ip's right foot slipped under the lip of the master bushings and in the same instance the bushings released and trapped his right foot. The master bushings were lifted off, the medic was informed and provided medical treatment on the rig floor. The ip was then transported to the sick bay in a mobile stretcher chair. On inspection of the bha (bottom hole assembly) it was found that the drilling motor was defective, causing the poor drainage of the mud.



The standby vessel <...> Was on close standby duties at the time of the incident, supporting overside work in the moonpol.At 1129, the <…> struck the aft end of the rig under the lifeboat area.The vessel pulled off immediately away from the rig.Contract was madeby the oim to ascertain if the <...> Required any assistance, or if there were any defects, mechanical or instrumentation with the vessel.The reply back from vessel's master was negative.The <...> Launched an frc when at a saft distance fromthe rig to inspect for damage on the <...> And rig.Minor paint damage to each vessel Ip sustained an injury to left hand whilst installing the return line from relief valve on 2. The pipework was approx 25' long, 3" id heavy wall and had been pre-fabbed with a <...> Fitting on one end and a 90deg elbow with 15" section at the other end. A section of bulkhead had been cut out between the mud pits and the mud pump room to allow the end with the elbow to pass through. It was connected by the weco fitting to the pop off valve and supported by 2 ea chain hoists in the mud pump room. The welder was in process of marking out the penatration required into the mud pit approx 15" from the bulkhead. He placed his left hand on the bulkhead opening and reached through the opening to get a tape measure from the welder on the other side of the bulkhead when the section pipe slipped and fell approx 2" onto his hand. The operation of the rig was drilling the tophole section of the well and the wind was westerly 10/15 knots, clear skies with the rig rolling and pitching 1 degree.The injured party was assisting in storing a lift sub into its rack with help from an air tugger.Whilst attempting to position it in the sub rack he trapped his little finger of the left hand between the sub and the wind wall causing a laceration to the little finger of approx. 1".He had been 10 hours on shift and on board for 13 days.To reduce the chance of this incident recurring the sub rack will be moved further away from the wind wall. While drilling chalk formation cons were such that losses occurred - after formation had taken fluid to some point formation became charged and would unload back to well bore. A twist off in bha fish was recovered but circ was not poss due to plugged nozzles after recovery drilling assy was run back in hole and circ was achieved while circ bottom up prior to drilling ahead gas level in returns reached 7.1% well was shut in on the annulus - attempts were made to circ out through gas buster but formation would not support hydrostatic of mud – well was allowed to rest while gas broke out of mud and through gas buster when well was opened after 2 hrs gas dispersed and bleed off through gas buster. Injured parties statement - i was working on forward deck attempting to lift a half height, the bridle and hook were inside the half height. I jumped inside the half height and passed out a plastic tub of paint to <...> The roustabout, i bent down and grabed hold of the bridle hook then stood up to signal the crane op to come down with the pennant, but he was already slung and lowering the hook which then struck mo on the right side og the head. I flet shaken, i then signalled the crane op to come down and hooked crane hook to half height, signalled to pick up he picked up and moved half height to riser deck then onto the helideck. I then went down to see the radio op who then sent me to see the medic Whilst laying down dp,the joint was heading out & down the v-door, when the operator slacked off too soon thus the pin of dp struck the rig floor, then the hook on tugger opened causing the joint to free-fall down the v-door.No injury to any personnel. Little finger broken while pulling riser. Accident happened tues 11th ip left installation on crew change 12th. Finger originally thought to be bruised, but break subsequently confirmed No 1 main engine was online and running - motorman noticed flames from top of engine - mechanic was also on scene and turned the fuel off and extinguished the fire with a portable co2 extinguisher - upon inv it was found the fuel line to no 3 cylinder had chaffed through leaving a pin prick hole - emergency engine stop pull cable had chaffed the fuel line - bracketseparating 2 lines had become loose - subsequently torqued up and all other lines & brackets torqued on remaining engines - fuel spray had eventually settled on a hot exhaust and ignited fuel Operation:waiting on weather to repair crown compensator. Weather:wind 55ex 56-65kts.Sea 12-15 mtrs pitch 2o-6o roll 2o-10o. Event:the rig was at 60ft draft [survival draft], when at 2140hrs a loud band was heard.On checking anchor tensions it was discovered no.8 tension hadn gone from 340ktps to zero.Nos 1 & 7 tensions increased.At this time power ws assigned to winches and propulsion motors 2155 50ft heaved on no 8 chain, no tension assumed parted. 2210 propulsion onto reduce tension. 2210 rig manager informed. 2212 operator informed. 2214 coastguard informed.



During heavy weather anchored on location on block <...>. The rig was experiencing heavy weather. The lmrp was unlatched from the bop stack and the vessel was riding out the storm. See'ly winds of 80-100kts seas of 40-70 feet. Thrusters running at 70% power to reduce anchor tensions on n0 6,7 and 8 anchor winches. At 2125 the rig was hit by two sucessive waves, tension was lost on no7 anchor and no's 6 and 8 (adjacent anchors) rose to 500kips. Thruster power was increased to compensate for the loss of the mooring leg. At this time wind speed reached 100 kts and wave heights of 30m was recorded. At 2140 <...> Were informed of the rigs situation. Subsequently <...> Platform, standby v/l <...>, And <...> Were informed of the situation. <...> No 7 anchor and chain recovered by mv <...>. The chain had failed at a stud link approximately 1400' from the rig and 2300' from the anchor, this is approximately catenery touch down point. A damaged link was recovered on the rig end of the chain. <...> No 7 chain was run to a distance of 3509' on a bearing of 164 degrees. The anchor was insurance tested to 350 kips for 15 minutes. Tests were complete at 0833 and the mooring system was reinstated as operational. <...> And <...> Were informed that the anchor system had been reinstated. Back reaming out of hole no 2 mooring line found to have parted this is thought to have been caused by drifting buoy dragging across wire inserts on no 2 mooring drill string was hung off and riser displaced to sea water in readiness for disconnecting anchor handler instructed to proceed to <...> To load anchor handling equip and replacement wire inserts W.o.w. Ballast up to 20.5m from operating draft of 23.5m @ 2300 <...>. Max heave 20' average heave 10-15'observe weather. @2400 a large wave struck the port aft quadrant of the rig causing damage to the hull, double bottoms and interior bulkheads. Containers on the main deck were swept away by the wave crashing into the crane beam rest which broke away from the deck Not operating - awaiting anchor handler to re-establish no 2 mooring rig had already unlatched due to high anchor tensions rig hit by heavy sea no 3 mooring either parted or badly slipped winch cab stove in - unable to use controls for no 3 and 4 moorings rig hit by heavy sea no 1 mooring slipped and dragging very slowly and dragging very slowly rig position stabilised 225 m from wel p25 anchor handler standby to assist when weather moderates The cse was lifted by crane using brothers to spread load - brothers had 2 x griplatch safety works at end – one of the slings was twisted 90 deg and where load came on - eye of the sling caught on the lip of the hook instead of falling into belly of hook - due to safety mech of the hook being worn allowing small gap of 1/4" to 1/2" in jaw - when strain was taken no one noticed danger load was lifted 4 ft off top of csg pile when eye of sling pulled through small gap in hook jaw and one end fell 4 ft down and sideways Drill crew carrying out operation to put stand of pipe in top driue - rotation of bottom of stand caused breakout tongue to move/rotate and hit roustabout. Operation in progress - repairing hoses on drill string comprensator & retract system. Personnel involved, subsea engineer in riding belt, ip operating manriding tugger, floorman directing manriding tugger operation. Whilst lowering man in riding belt down to rig floor, 2 x shifting spanners attached to tugger wire by 3ft length of line became entangled in derrick structure unnoticed.As tugger wire continued to lower, line parted and shifters fell to drill floor, one strikin ip on the right forearm. 10hrs on shift, 11days on tour. Action taken:- shource a tool bag with rings for attachment of tools, discuss securing of tools whilst aloft with all crews at safety meetings Op in progress at time of inc was running in hole with pipe conveyed logging tools - logging tools had been run in hole on a combination of 2 7/8" tubing, 3 1/2" drill pipe and 5" drill pipe to a depth of 6877 ft - circ lines were rigged up and string contents were circ - during time spent circ <...> Wireline sheave was rigged up below monkey board – it was hung on a 5 ton sling attached to a beam above monkey board – left the sheave hanging approx 4 ft below board and on starboard side of board - sheave had been rigged up on catwalk by the crew andraised to the monkey board by drill crew next stage of op was to pick up wireline side entry sub - picked up on port side air hoist with wire passing through sub - during this part of the op the guard from the upper <...> Sheave was seen to fall off Whilst offloading 13 3/8" casing from a supply vessel and landing the bundles in the pipe bay.One of the bundles was landed on timber laid on top of the deck beams causing one of the pieces of timber to swing laterally striking one of the roustabouts on the back of the leg.This caused his legs to be knocked from under him resulting in him falling backwards and landing awkwardly on the deck beam causing injury to the lower lumber region of the back



The incident occurred at 1830 on <...> And involved a piece of steel weighing approx. 5kg falling down to the drill floor from the derrick head. No personnel were injured. At the time of the incident there were 2 roughnecks on the floor, <...> And <...>, The tourpusher <...> Was in the doghouse, the driller <...> Was leaving the floor via the after door and the derrickman <...> Was up on the monkey board. The drilling operation was pooh. At 1830 the blocks were traversing downward and were almost at their lowest position when the tourpusher heard a clatter and bang and stopped the blocks immediately. The two roughnecks also heard a clatter and a bang and found an unidentified metal object on the floor next to, and to starboard of, the iron roughneck. The derrickman did not hear or see anything of the incident. At this time the <...> Was called to the floor and was followed soon after by the oim <...>. It was quickly established that the object had not come from the crane, which was operating nearby, and at 1850 the tourpusher reported from the top of the derrick that the object had come off the fast line sheave of the crown block. The object was then identified as being one of the sensors for the <...> Counter. This sensor is one of two fitted and the <...> Requested that the other identical sensor be removed. This was found to be secure but was then removed. Upon investigation the oim found that the two bolts holding the sensor to the sheave had both sheared although, due to rust on the sheared face one of the bolts had sheared or failed at some time in the past. This means that at the time just before the sensor fell only one bolt was securing it in place. This sheave revolves at a high speed and will therefore exert centrifugal force on the sensor. It is concluded that this force caused the bolt to shear allowing the sensor to fall. It is not apparent why one of the bolts sheared or failed in the past. According to the installation diagram <...> There should be four bolts made of stainless steel securing each sensor. There are only two holes machined in each sensor to accommodate bolts. At 1930 on conclusion of the investigation the oim informed the rig superintendent of the incident. The hse were informed at 2000 hrs. Mixing drummed chemicals in the sack store.Injured person was attempting to lay drum on its side so that it could be picked up by the forklift truck and placed on the mixing platform in the sack store. The drum was one of four on a wooden palate and as the ip had the drum tilted on its edge in preparation of laying it on its side the rig rolled and caused the drum to return to the upright position resulting in the top edge of the drum trapping his right hand little finger against one of the sack store structural support columns & the drum. Tailing in 5" heavy weight drillpipe from v door to the mouth hole using an air tugger. As joint came over lip of drill floor, ip misjudged the swing, it built up momentum, ip tried to stop the joint swinging towards the 2 man rotary team, realised it would hit the elevator. He tried to remove the fullarm grip of the pipe, hand became caught between piped elevator, ip was sent onshore, badly bruised, is now on light duties. Ip using elevator to "anchor" chain slack which pulled elevator from shelf subsequently ip suffered a broken arm Whilst pulling pipe out of hole after circulation above sump packer,5" s135 drill pipe stump (19 ft), fell to the drill floor, landing on top of the iron roughneck. The drill string had parted. There was minor damage to the iron roughneck and to the rig air line to the drill floor tuggers. Stby v/l <...> Reported engine failure while positioned up wind of <...>. Relative brg observation indicated <...> Would drift past close but not collide with <...>. Monitoring continued. <...> (<...> Stby v/l) proceeded with attempts to place tow line onto <...>.Tow was secured and cpa was increased to in excess of 100 yds. Tug <...> Arrived on scene and secured tow line on <...>. Venturers tow line had parting shortly after being secured. <...> All informed of incident. <...> Once release from supporting <...> Established shared stby duties between <...> And <...> Until relieved by <...> Who had recovered power. During an acid wash of well b2 it was discovered that the hydraulically operated down hole safety flapper valve (dhsv) failed to close, when the hydraulic pressure to the dhsv bled off due to a failure of the hydraulic umbilical control line inner core. The dhsv remained stuck in the open position. As the xmas tree is equipped with an hydraulically operated fail safe master valve, which has been tested, also without gas lift the well is not capable of self flow the well does not present a safety problem and remains in production. The failure of the dhsv hydraulic control line umbilical revealed that under flowing conditions there is gas present between the umbilical innter and outer core. The small amount of gas which is present is thought to be coming from a leak across the dhsv packings, it does not present a problem to the platform as it is piped away and vented via the process system slops vessel. Again with gas lift to the well turned off the well not being capable of self flow and given that the gas ingress to the control line ceases when gas lift is removed the well is considered safe and remains in production. Stabbing board caught by top drive. On morning of <...> Shortly after getting under tight tow from <...> Field to <...> Field - tow parted The ip had his hand resting on one of the support stanchions for the miko crane tracks.He was giving directions to the crane operator via a portable vhf radio.He told the crane operator to slew right, and the load then came into contact with the stranchion, resulting in the injured's left hand to be caught between a joint of casing and the stanchion



Putting pick up elevators on to a 6" pup joint whilst standing on top of lower jaws of iron roughneck - right foot was positioned on piston rod - other roughneck did not realise that ip had his foot on piston rod and went to operate jaw - ip's tool was trapped as piston closed While heaving in 4 anchor to rack footage counter on winch read 100' at this point stbd crane whipline was attached to pendant wire on the deck of mv <...> (normal operation is to rack anchor, then boat releases crane wire w/pendant attached). The deck crew on board the<...> Released the pendant, withour permission or given notice. Full weight of anchor and chain went on whipline causing it to part. Fooage counter on winch was out by 200ft, thus this meant anchor went to sea bed. The ip was struck by a bundle of 3 hw drillpipe while the <...> Was being backloaded on the port side of the rig. (wind 30/35 kts * 140deg / sea swell 4mtrs). The <...> Is an enclosed deck supply v/l with high bulkheads around the cargo deck. Due to the height of the bulkheads the ip was temporarily out of sight. As the load was being lowered. Immediately prior to being struck he was seen attempting to reach for a tagline. At the same moment the stern of the <...> Rose and the ip's leg was trapped between the hw drillpipe and previously loaded 9 5/8" casing; causing the injury previously noted. The ip had been on duty since 1800hrs. Various procedural changes regarding communication and sighting of the boats deck crew are to be made. While recovering riser tension wire through window a with a chain block the wire suddenly jumped and land on edge of window c striking the ip on the back of his hand. Will be brought up at safety meetings. The wipline parted on the stbd crane whilst working boat. The load was not fully supported at time so failure due to the fact it had not left the deck of the boat. In fact both crane operator and boat captain thought that no load was been applied to wire at time of failure. Ongoing op - offloading ahv of recovered piggy back equip from last location during discharging of one 3" pennant 600 ft long [flaked] swing supplied parted as the load was almost onboard rig pennant hit 3 bulk hose saddles and fell into sea close to starboard side. During the running of drill pipe into the hole the last stand was picked up with the bridge crane racking arm and made up into the drill string. The asst driller made up the top drive to the stand while the bridge crand operator used the arm to assist the pipe into the top drive guide funnel. The connection was made up the drill string compensator opened and the slips pulled the air was bled of to further open the compensator and a loud bang was hard it was observed that the raking arm had not been removed from the drill string and the elevators had made contact. The safety shear pin on the bridge crane arm had sheared and the 2 end sections of the pin fell from the derrick while the centre section remained secured by its safety device. No injury was sustained to personnel. The rm assembly was removed from the derrick, repaired, mp 1 inspected and reinstated. While driving 26" conductor on well <...>the penetration rate increased from an av 95 blows/foot at 144m to refusal (200 blows/fr) at 148m.A 23" bit would not pass below 144m.Subsequent investigations indicated contact with well wi at 144m and resulting effect was deformation of the driven conductor from 144-148m. Operations at the time of the incident running 30' casing. Int no 11 of csq was made up. The driller picked up string weight the dog collar and slips were removed when about to lower casing string the connection made up prior parted and ten (10) joints of casing fell from drill floor to sea bed. No injury or damage to equipment on rig occured. Three joints of casing have since The standby vessel the mv <...> Collided with the starboard forward 18' column (ci) approx 6' above the water line weather at the time of the incident was seas 5' wind speed 13 knots direction 290 visibility 10 miles. Damage to column dent approx 12'x 8' x 10" several vertical and one horizontal stiffeners are bent. The shell is whole and no water insress is noted. 15 tonn crane was lowering a cable reel, previously the deck operative removed a 14ft section of kennedy grating from a stack of grating because it was the odd one in the pile, and placed it betwwen some pipes to stop it from moving-when the ship rolled. The crane then picked up a cable reel to be stowed next to where the grating was left. On doing so lowered the reel to its stowagecontacting the grating which caused it to slide onto the persons ankle. Whilst the reel was supended by the crane the roll of the ship knocked against the grating several times compounding the injury this was when the crane op hoisted the reel. Then came down to help the ip. Shallow gas source-post 20" cementation.



Job in hand was to replace derrick chamber line & guide wire for counter balance - was disc on pre job mtg that a tugger on the outside of the derrick would be required so ip was raised on a tugger on outside of derrick - raised by tugger operator with 15 ft of crown - tugger operator who was in constant radio comms with ip had stopped to ensure everything was alright which he had been doing every 30 ft - ip gavethe all clear to continue - 3rd person in derrick was in sight of ip he started to be raised slowly for about 2 ft and then he went up rapidly without warnin or extra movement on tugger control lever – ip was pulled into derrick beams which caused him an injury to his lower back and bruising to ribs Running in hole with 7" liner on drill pipe. One of the fingers securing the stands of drill pipe in the finger board at monkey board level was observed lying amongst the set back pipe on the drill floor, apparently this finger (10"x2"x1") had become detached and fallen down the pipe onto the set back area.No persons involved - no injury.Fingers closely examined to ensure no other loose ones - none found. Racking back pipe in derrick. 2 small metal cubes approx (2" by 2" by 2") weight approx 6-8 oz fell from derrick to drill floor, one striking floorman on hard hat - no injury. Operation halted and derrick examined to determine where metal cubes had come from. Subsequent investigation revealed that cubes were from <...> Cement head situated on stand of drill pipe, just previously racked back in derrick. A third cube was found to be loose. Cubes were secured by <...> Bolts through cubes, but securing shoulder within cube had corroded or worn away so cubes could slip on and off allen bolts. Cement head was taken out of service, <...> Requested to investigate servicing of equipment. Transporting electric motor to drill floor with crane. Motor attached to crane hook with integral eyebolt in motor shackled to wire strop onto crane hook. As motor was passed over a container on port pipe deck the motor fell about 6-8 feet onto the container. Upon investigation it was found that as motor rotated below crane hook it unscrewed from the eyebolt. No motor to be lifted by integral eyebolt. While drilling ahead in <...> Formation at 7533 ft md a well control inc occurred While raising production riser joint to drill floor, the pin end of the riser joint struck the side rail of the v door causing the protector to fall off. The protector slid down the v door from a height of approx 10'. The closest employee to the falling object was the banksman (10' feet away) signalling the crane operator. At no time were personnel in danger of being struck by this object. Investigation as to an engineering and procedural fix to this problem is ongoing 2 persons fell from personnel basket whilst it was being landed. Dropped object from drill floor tugger. Whilst moving a bundle of casing transit slings with port crane, the whipline parted 38ft from headache ball for no immediatly apparent reason, dropping load approx. 3 ft. The load on the whipline at the time of the incident was 0.8 short tons the incident occured under artifical lighting conditions which are considered to be more than adequate for the type of work carried out on the main deck Work was progressing in the moonpool using manrider tugger.The injured man went down ot release a retaining sling from a xmas tree.This was done and the signal was made to lift man back up to deck level.As he moved up, the retainer ling was hoisted and caught the ip around the left knee and bight.He managed to get his hand between the bight but trapped his hand.He shouted instructions to stop lifting, by then he was upside down.Another crew member on the other manrider went across and helped the ip to get upright.Recovery was made to the deck and treatment given Whilst working from <...> Assisting rig to recover anchor cable, ip was placing rope through anchor link, the <...> Lifted with the swell, trapping hand. Rig had moved off location 40. To recover bop rig was moving back over location to recover g/line wires. No 2 anchor chain was being heaved in to predetermined length 3527' when the chain suddenly parted at 3528'. Tension was approximately 250 kips at the time of the incident. Area of parting is estimated at "the fairlead". While running in the hole with drill test no 1 the pressure actuated perforating guns fired prematurly without surface pressure being applied type of guns: halliburton tdf 4 5/8" vann guns. 12 shots per inch. Proposed firing depth = 6685' to 6788'. Actual firing depth = 2855' to 2958' At 0100 hrs while rigging down the bha a stand of collars in the elevators were being held back by the manipulator arm. In order to remove a pin/pinsub. The sub was approx 3" above the deck. A casing cutting tool was standing on the rotary table attached to a tugger. Prior to being removed from the drill floor. The ip was standing next to the cutting tool when the manipulator arm released the collars which swung and struck the ip who fell and struck his head on the cutting tool the ip was wearing steel rimmed safety glasses which were found to be slightly dented on the upper rim of the right eye. The glass was intact. Actions 1. Drill crew supervisors councilled on safe working practices and procedures. 2. All tubulars retained by manipulator arm to be lowered onto deck. 3. All safety aspects of dual ops to be considered prior to being carried out.



A set of 8" jars were racked in the derrick on top of a stand. After 45 hours hours the jar clamp fell to the drill floor. No personnel were on the floor at the time. The clamp may not have been tightened correctly there was no back up rope used. The jar clamp has no secondary fastener. Ip was working with drilling tubulars preparing for next hole section - ip was working in one of drill collar bays removing tools – approached 6 3/4" short drill collar with intention of removing it from bay with crane - as he went to grab lifting slings collar rolled onto his ankle trapping his foot Welding lead was plugged in at welding terminal in mud pump room – not in use - welder working in another area switched on welding plant to start day's work – connecting terminals of lead in pump room were on the floor - arced with deck eventually melting and burning rubber/ plastic terminals - fire was noticed by derrickman - alarm was raised - full muster held and fire extinguished Op in prog was positioning of starboard forward skid off foot from skid base = foot had been lifted over to position and the crane operator observed load was spinning - load had been lowered to cantilever deck to stop spin before being lowered to position on main deck - crane was used to manoeuvre the foot from a vertical to a horizontal position - this was unsuccessful - whilst the foot was its now vertical position sling failed - sling was sent ashore for independent exam The chain block in question was hanging from the runway beam trolley in the port forward corner of the drill floor. Hanging from it was a set of 5" automatic elevators of 300kg in weight. These elevators had been hanging so, while the elevators were painted. On completion they were being lowered into their, below deck stowage bin which is below the runway beam, when the pin which joins the main chain to the swivel hook failed.The load toppled into the stowage bin.On visual inspection of the equipment after the incident, the overall impression is that, although the unit does not look new it shows no sign of previous abuse and the safety clips and pins are working correctly, the unit also displays our current colour code Two barrel gain noted at 12125ft bop closed to check for pressure increase. Total influx 7 bbls. Pressure increased to 580 psi but fell back to 420 psi. Commenced to circulate out kick by drillers method. Circulated out kick with mud losses. Final pressure cidpp 250 psi. Weighed up mud and killed well with second circulation. Lcm had to be circulated to prevent further losses. 773 bbls of mud lost during the killing operation. Rig mech received a call in scr from radio room saying fire detection panel had alarmed indicating a fire in engine room - informed oim, engineer, electrician and motorman upon inv a small fire was noted on rhs of no 3 main engine - fire was extinguished by those present within 30 secs with 2 portable extinguishers - engine was undergoing maint repairs at time and cooling water had been drained off in order to replace defective water circ pump on inv it was noted 2 x water heaters had not been switched off – right hand unit had failed to switch off on its thermostat control thus causing it to overheat While offloading/backloading the supply vessel <...> The starboard crane was being used to backload a nitrogen tank on the vessels deck when the crane operator had to use the emergency stop button when the boom hoist hydraulic motor failed. The nitrogen tank was landed safely on the supply vessels deck and unhooked. The crane was then swung inboard over the crane rest and the hydraulic motor replaced.After function checks the crane was then found to be functioning normally. While removing the slip joint from the drill floor to the pipe deck using the starboard crane main block the after sling holding the slip joint came out of the main block hook and the pin end of the slip joint fell onto the wireline unit platform at the other end of the catwalk. This caused damage to the platform and some associated equipment. Loss of casing integrity Whilst laying down 5" prod tubing using a 2 leg elevator assembly which was terminated at each leg with a hard eye and attached to elevator via safety pin bow type shackles - one shackle pin fell out and shackle became disengaged from elevator just as joint was being laid downon deck joint of tubing was still attached to tugger line via 2nd leg of sling no danger of joint becoming totally free of lifting gear since elevator jaw lock pin was firmly attached in place - personnel were in vicinity but all were well clear of catwalk also tubing was actually flat on catwalk when shackle became detached In process of installing completion in well having landed tubing hanger attempts were made to set packer – unexpectedly liner top isolation valve cycle opened exposing well to reservoir fluid prior to prod packer being set - well went to losses and the hole was kept full with kill weight brine then filter injection seawater. One attachment pin (size 2" x 1/2") fell from link tilt chain on top drive in derrick to drill floor.No injury. Investigation revealed that the mousing device had either sheared or come out allowing pin to vibrate loose. Similar pins were secured with welding rods not correct split pins or "r" clips. All pins refitted with correct mousing pins. 6 5/8" elevators were being moved by 2 men holding elevators and a 3rd man operating tugger. Elevators swung with rig movement and trapped man's lower right leg btwn set back kick plate and elevators



Rig operations at the time of the incident were running in the hole with 5" drill pipe. The iron roughneck was removed from service to change out the dies which had started to slip on the pipe. Tripping in the hole continued with use of chain tongs and manual rig tongs. The ip wasworking the make-up tong. Whilst attempting to latch the tong, the rig rolled to port causing the tong to move away from the pie in the table. The ip made second attempt to latch the tong and in doing so contacted the back up tong which was already around the drill pipe. His hands were positioned correctly on the tong handles, but he did not have his tong high enough to miss the other back up one. No one was aware of the incident untill after the connecti0on had been torqued up, slips pulled and tongs racked away. It was then that the driller saw the injured pty remove his glove and observe the injury. He was then escorted to the sick bay for treatment. Safety valve was installed in string and operation shut down to investigate the incident. Conclusions of safety reps investigation were that operations were not being rushed, injured party had has hands in proper place, but instead of re-assessing the situation after his first attempt to latch the tong, he proceeded immediately to latch the tong, resulting in the injury. He should have been more aware about the possible pinch points, but with the extensive use of iron roughnecks nowadays, it takes longer for personnel to become familiar with the manual operations, dies were changed and operations continued. Mentor system introduced between driller and his crew to highlight any areas where training and competence can be improved. Discussed with all personnel with emphasis on increased awareness. Injured party had been on shift approx 1 hour and was 14 days into his hitch (he was due off the rig that day). Ip had stitches removed a week after leaving rig and was advised to revisit doctor prior to travelling back offshore for start of next hitch. After consultation with his own and company doctors, he was given all clear to return to work. Finger was to be kept clean and dry. Ip completed hitch (swelling was still noticeable on third joint) and was still sore. He returned to doc. Who organised an x-ray which revealed broken bone. He was signed off for 14 days from <...> And was referred to consultant on <...>. Still waiting on report from this meeting. Whilst breaking out handling sub from top of drill collar in rotary – ip attached swivel safety hook on tugger wire to sub lifting eye and cont'd unscrewing sub with hands at lifting eye - winch operator picked up slack in wire - resulting in ip's left thumb being trapped and crushed btwn hook and underside of sub lifting eye Whilst calibrating j2 transmitters a 10,000 psi pressure test was applied to kill line on the bop, during this op a sudden total loss of pressure occurred and at the same time a leak dev on blue pod at this point the system was changed over to yellow pod - during rovs routine check of bops and guide base it was noted that bulls eye on the bop had changed from 1/4" to 1 3/4" whilst the guide base bulls eyes remained at 1/2" - we commenced fault finding on blue pod but nothing was found so pod was unlatched and pulled to surface - a full insp and function test was carried out all tested out ok on surface - pod was re run, latched and function tested but it still cont'd to leak - pod was pulled again and rov noted face of the receptacle showed where seals had not mated properly - further inv showed that the bolts on the <...> Connector frame had sprung thus allowing frame to move - this was most likely caused by 10,000 psi pressure that had been applied to kill line - lmrp was unlatched and recovered to surface after well had been secured - on close insp it was easy to see where bolts had been forced up thus allowing base plate to move which lifted blue pod receptacle causing loss of fluid control to certain function on the pod and loss of pressure from kill stab Man on riding belt 20 ft above rig floor - 2 spanners tied off on string - knot came undone on one of the shifting spanners and it dropped thro dog house window Running 7" completion tubing side door elevators in use. Floorman on casing stabbing board and assistant driller running brake with the ars supervising the operation. Joint number 731 was picked up and made up to the string, the single joint elevators were removed and side door elevators latched onto string. As the elevators were raised to pick the string out of the slips the elevators burst open as the weight was being applied. The elevators and tubing joint were inspected at the stabbing board, the side door elevators were found to be undamaged, the tubing joint was damaged and was laid out using single joint elevators. The side door elevators were inspected again at floor level found that it was possible to insert the safety pin without the latch being fully home, the elevators were changed out to slip type as a precautionary measure. A toolbox meeting was held and the importance of ensuring the latch is fully home prior to inserting the safety pin was pointed out. Operation continued at 0330 hrs. There were no injuries to personnel and no damage to rig equipment. Whilst retreiving a wireline tool string from subsea production riser the tool string was pulled into the top sheave causing the wire to break the tool string fell down to the drill floor. The plug prong which had been recovered stuck into the rig floor timbers between the rotary table and draw works to a depth of approx 2.5inches. The tool string fell over breaking the prong and the spang jars. The tool string as it fell almost touched the floorman who was suspended in a riding belt at the top of the riser string to guide the tool out of the annulus bore of the production riser. The slickline winch operator stated that the winch continued pulling when he tried to stop it. There was no injury to personnel. (immediate vicinity of rig floor was clear of personnel) as discussed in pre job meeting. There was no damage to rig equipment the spang jars in the wireline tool string were bent and broken. The plug prong which had been recovered was bent and broke operation was stopped and a full immediate investigation



Pipe had been run to shoe and stand 66 had been set in slips – intention was to hang off blocks to slip and cut drilling line - driller raised blocks about 15 ft above deck and applied brake - went turned to check pipe figs and inform toolpushed by 'phone he was ready to slip and cut - blocks came down starting slowly and gathering momentum - saver sub came to rest on rotary and bales pushed iron roughneck towards drawworks - drilling line came off drum but deadman remained secure - crown saver damaged Roustabout crew were positioning bundles of drill pipe on pipe deck, <...> Was positioning one end of bundle, holding the bundle in position with his hands, when bundle was lowered & weight was transferred to deck one 5" drill pipe came down on top of his fingers. Crew had been cautioned about the dangers of handling drill pipe the previous day by rig superintendent. Meeeting of crew and crane driver after incident to learn lessons of incident. Other crews similarly instructed. During installation of the telescopic flowline, the rig crew were manipulating the spool piece into place by the use of a chain block on one end, and a rope on the other. As the flowline was being lifted into position below the rig floor by the use of the chain hoist, one of the rig crew was holding the spool piece level at the other end with a rope. The telescopic spool piece suddenly tilted allowing the inner piece of pipe being held by the rope to slide out of the outer spool. Due to the weight of the pipe the crew member was unable to hold it, thus allowing the pipe to fall some 40ft down onto the main deck of the platform. Minor damage was sustained to the handrails of the gangway from the rig to the platform. Minor damage was sustained to the handrails of the gangway from the rig to the platform and the platform deck. Immediate action the job was stopped and all personnel involved and immediate supervisors were called together to partake in an investigation as to why and how the incident happened and to ensure that in future there can be no recurrence. Investigation findings due to the fact that onboard the enhancer the installation of the flow-line could be classed as fairly routine, it has never been deemed necessary to hold a pre-job safety meeting or an assessment of the potential risks involved. The location of the work, below the rig floor, working in confined slippery spaces with heavy loads requiring a lot of rigging and slinging is potentially dangerous. This being the case the rig crew were instructed to carry out the task as normal. Remedial action to prevent recurrence the crew involved will participate in a pre-tour safety meeting chaired by the oim for the remainder of this week. The thrust of the meetings will be to instill in the crew the correct safe way to conduct their duties while at work. Ie pre-job risk assessment, pre-job safety meeting and use of correct safe procedures. In addition the work site and design of the flowline installation will be looked at by senior rig management with a view to making practical modifications to ensure no recurrence of this incident. Conclusion this incident, although potentially very serious, is classed as a near miss, i believe if used to highlight the deficiencies in working practices outlined above it can be utilised in a very positive way to ensure that all personnel working onboard the <...> Are in no doubt as to the way that senior rig and shorebase management require them to perform their duties. With the above in mind the maersk enhancer can progress and become a unit within our fleet renowned for its safe efficient working environment. A rigging operation was taking place in the vicinity of b train gas compression skid. The weather conditions were sunny and dry.certified rigging and chain blocks were in use at the time.the task was to remove a large pipe spool for backload onto a supply vessel to <...>. The asst crane op and gp were rigging out the spool, when a mech fitter andmotorman arrived to assist. During the removalone of the flanged ends of the spool snagged on the plant. To free it the ip and assistant intervened manually at which point the spool moved, trapping the ip's arm against a cable tray on b train.ip was 12 days into tour and 11 hours into shift. An investigation into the incident suggests a desire to get the task completed quickly when the task should have been stopped to rig the "jam" clear. To be highlighted at safety meeting. While lowering the coil tubing injector head onto the coil tubing bops, the lifting frame hoist failed to stop descending when the control lever returned to the neutral position.The winch continued to lower in an uncontrolled manner even though the operator functioned the control to the up position. The injector head landed on the coil tubing bop and continued to be lowered until it lowered out from the lifting frame where it became snagged up on a rig floor tugger which was being used as a guide wire. The lift frame with the tugger belongs to bj coil tubing.



Rig operations at time were tripping in hole with 2-7/8" cement stringer to set first abondonment plug on <...> Well <...>. Due to excissive power demand the rigs dms called for emergency start on 2 engine. The engine started but did not go on the board inside the 5 second time limit set in the power management control. Consequently the dms called for emergency start on 1 engine. As soon as 1 went on line the generator failed and caused the other 2 generators to trip off line. (emergency generator started and came on line) the moterman who was checking the engines at the time, noticed the flash over and consequent fire in 1. He immediately called control room for assistance. General alarm bell sounde at 20:10hrs. Fire team mustered and non-essential persons reported to cinema (primary muster area) standby boat informed to come to close standby. Mechanical and electrical departments on scene and immediately isolated the generator. Quite a bit of smoke at scene. <...> Ec and <...> Rig manager informaed and kept up to date with events as they unfolded. <...> Emergenct response team alerted and proceded to <...> Office. Rig floor stopped operations and observed well. They were in a position where they could have closed the shear/blind rams. Fire team donned ba sets and entered area and dicovered that the fire had extinguished itself. Adjacent compartments were checked and area found to be secure. Hydrocabons were received at surface on the <...> During stimulation operations on <...>. Approximately 1/2 bbl of oil and an undetermined amount of gas was released about the rotary table within a time period of less than 1 minute. The first stage of the stimulation of the <...> Well, 20% hc1 was circulated across the open hole to remove as much mud damage as possible before injection was initiated for the acid fracturing operation. Prior to circulation, oil had overturned into the wellbore due to a very permeable, fractured limestone formation. During circulation, oil from inside the wellbore was displaced to above the rtts packer. The hydro- carbons migrated to surface during the remaining operations and accumulated under the variable bore rams which were closed with 1000 psi pressure. This lower pressure was applied to the rams in order to reduce he possibility of damaging the 5-1/2" tubing. Slight tubing movement disturbed the seal on the 5-1/2" tubing and the oil and a small amount of gas slid by the vbrs and migrated up the riser to surface, causing the incident. Subsequently, the oil was contained. The pressure on the vbrs were increased to 1500 psi and the upper rams were closed. The stack was swept. The well was circulated clean, and 300 bbl of oily completion brine was circulated to surface. The 300 bbl of oily brine was then bullheaded back into the well and displaced into the formation. A joint of marine riser was being lifted onto the drill floor from the pipe deck.The drill floor had connected the handling tool and were in the process of lifting the joint up with the draw-works when the after protector fell off and landed on the catwalk approx. 15' below. The riser was at an angle of approx. 30 degrees when the protector fell. Two roustabouts were standing on the walkway at the side of the catwalk when the protector fell and bounced aft until it came to rest at the tugger.The protector passed approx. 6' from the men.The roustabouts had checked the securing dogs on the protector prior to lifting and found them tight.Considering the protector to be secure, they proceded with the lift.A riser protector weighs approx. 25 kilos. Operation:picking up dummy perforating gun. Weather:visibility less than 1 mile.Misty rain. While picking up a dummy wire line perforating gun from the catwalk to the rig floor using the port "v" door tugger.The gun slid through the pick up clamp and fell back down the "v" door where it struck <...>. <...> Was guiding the bottom of the tool while it was being hoisted to the rig floor. Milling on 9 5/8" prod. Packer set at 9280ft.Observed increase in flow and 2bbl gain.Closed well in.Sidpp 20psi.Circ. Out through choke.Monitored well. Piece of metal seen to fall out from corner of drill floor - item fell about 10 m striking hydraulic unit which was in starboard cellar deck - piece of metal was found to be part of hole cover used to enc drill line While picking up 20 1/2" stress joint using pick up elevators on a pup joint made up to a fre-lok connector on the stress joint, with the crane holding the tail end above 'v' door, the fre-lok connector failed. The 21 1/2 (271 lb/ft, 40 ft long) stress joint fell approx 35ft' hitting (and landing) squarely on the box end of the swedge joint (hanging in the slips). The h90d connector on the end of the swedge joint was destroyed. This was a near miss incident and no injuries occurred.



During plant start up an operator was requested to start the export pump at 1610 hrs. The pump was started and after the usual check he was called away to open xxv 1090 in the rigging room, in order to give a flow path to the pump. At 1637 hrs a gas alarm in the export pump room was acknowledged in the ccr and personel were sent to investigate. <...> Was the first man to respond and confirmed to the ccr that oil was splashing out of the open hazardous drains. A 1.5" (gate) drain valve from the pump casing had been laft open. This valve is piped to the open nazardous drain nearby, this drain in turn leads to tank 1070. A production supv.<...> Was soon in attendance and closed the drain valve. The export pump tripped at 1640 hrs due to a high level alarm in the l.p seperator (lshh 1060) actions: 1. Review certification available for plant line up to ensure it is fit for purpose. Make reccomendations where necessary. 2. Implement recommendations. All personnel to be fully conversant with systen accepted. 3. Review manning levels of production personnel. During a major shutdown all our oil and gas risers were pulled then reinstated. That for well b2 was changed out for new. After b2 riser was located it had a test plug inserted and successfully underwent a hydraulic pressure test to 200 bar. The test plug is inserted at the gas offset hunting stab connection. New seals (3) had been fitted. Subsequently, the test plug was removed after depressuring the gas riser and some back pressure was evident. Water was seen to spurt out. The old gas offset, gooseneck and hose were then mistakenly fitted and had to be replaced with new as they were due for changeout. This was due to a breakdown in communication (shift handover). On both occasions the seals wre not checked prior to re-connection. However, a further hydraulic pressure test proved successful. When gas was introduced to the system, after 2 hours, whilst injecting at approx. 100 bar, a leak was found at the hunting stab connection. The well was immediately closed in and depressured. Upon investigation the following day, the seals were found to be missing. A new set were fitted, system retested and returned to service. Whilst connecting the bushing puller hooks into the master bushings in the rotary table.The injured person hooked on the left hand chain into the bushing then holding onto the chain knelt down to clear away the mud from the other lifting point prior to inserting the right hand hook. Having connected both hooks he then used the left hand chain to support himself whilst getting to his feet.As ip was doing this the strain was taken up on the tugger resulting in ip's left hand thumb being caught in a loop in the chain. Prior to a rig move, equipment on deck was being rearranged.A shipping skid was set down on deck, the portside crane was used.The injured party moved in to unhook the crane whipline hook from the sling on the skid.The edge of the skid which had hung up on a ledge of an adjacent container then dropped off onto the ip's foot, trapping same.The banksman raised the skid the sling of which struck the ip on his forehead as it came into tension.The ip was examined by the medic and stretchered to the rig hospital (time of incident - 00.05 hrs – 20 minutes into start of shift.10 days into 21 day tour.) At approx 2300 hrs a diesel powered portable welding plant which was in use caught fire.Unit was position on port side of main deck at the port leg fwd chord - one of the welders was close by at the hatch to the preload tank at the time and on seeing smoke and some flame coming from unit switched it off he then picked up a co2 extinguisher which was nearby at paint locker and extinguished flame – upon inv it was seen that the fan belt had come off the pulley on the alternator as a result of the end of the alternator housing breaking off - this stopped the cooling fan from turning - heat generated had caused the fan belt and the remaining part of the alternator to start burning Arrived onboard with <...> Hydraulics expert at 1430, 25 june 1997 after induction of <...> Service hand, went to recreate failure conditions of winch mounted on lifting frame hung in the derrick. This was done by raising the coil tubing injector head two feet above the rig floor and observing winch. When power pack in "winch" setting, winch operated normally and no movement in load was observed with winch controls in neutral position. When power pack changed to "hose reel" setting, winch was noticed to lower very slowly with winch controls in neutral position, thus recreating situation which lead to load dropping last night. Service hand trouble shooting hydraulic change over shuttle valve etc on powerpack and winch. Testing pressures at various points in hydraulic system. On close inspection at winch found quiqck disconnect (no 3 on drawing) fitting not made up. On investigation this line was the hydraulic return line from the brake to the power unit. The result of this situation is that the brake was in the off position and the weight of the injector head was held by the hydraulic lock at the counter balance valve and not the brake. With this design of winch you cannot see the brake actuator to confirm brake is set. At 2300 hrs with the return line connected, the load was raised again and the selector set in the "hose reel" position. The load was held in this position for one hour without any movement observed. After discussion with the <...> Representative onboard it was decided to wait for a load cell to load test winch before returning winch to service. Load cell scheduled to arrive onboard 0930 hrs <...>. Offending quick disconnect was reconnected and equipment function and load tested. Two small hydraulic oil leaks were observed, one at the counterbalance valve and one at the winch motor, but it was felt that these leaks did not have any significant effect on the winch operation or control. Recommendations - rigorous inspection and testing of 3rd party equipment as far as is reasonably practicable. Drilling ahead 12 1/4" hole noted tension on no 8 chain zero vessel offset 5 m from well chain broke 1338m from anchor



Operation nitrogen/helium leak testing of pipework. Conditions clear and dry. Substance helium/nitrogen test gas. Machine involved helium/nitrogen distribution manifold. Events leading to the incident commenced pumping nitrogen from nitrogen converter @ 34 barg. Man was controlling helium boost pump at time of incident. Helium/n2 manifold failed causing injury. People injured man's involvement as above. Other man upon hearing the event from the other side of equipment shut equipment down and raised alarm. Drilling 8 1/2" hole with 15.8 ppg mud making dummy connections every 20 ft no connection gas flow checking a 5 ft drilling break - positive flow check Failure of lifting equipment in moonpool area.3/4 ton safe working load shackle.Shackle passed it whilst holding an 8 ton snatch block. Unit was in tension supporting an umbilical frame support wire. Possibility that snatch block could have travelled down the wire to divers working on the seabed or anybody working topsides in the moonpool area. Rig operations at time of incident were making up of 12-1/4" bha prior to running in hole to drill out 13-3/8" casing shoe. Weather conditions were good. Dry with winds 8-12 kts and seas 2'-4'. Ip had been on shift approx 9 hours and was 12 days into his tour. His job was assisting fellow floorman in commencement of job it was high- lighted that 2 men would be needed to get the tong in position due to the increase in weight resulting from using the larger jaws. The bottom tong was already in place when the ip and fellow worker proceded to place tong around pin-end fish-neck (he was actually placed at aft of rotary table - between snub end of the tongs), when his left hand ring finger somehow caught between latch handle (make-up tong) and back-up tong (possibly hanging arm). The ip does not recall what exactly his hand came in contact with , he only remembers initial pain, pulling his hand away and then an increase of pain and appearance of blood through his glove. It was at this stage when he alerted other crew members that they first realised there had been an incident. He was escorted to sick bay for treatment and subsequently medivaced to ari for further treatment. Operation was shut-down and incident investigated and incident investigated. Investigation team consisted of oim/rig supt/aowe and 2 members of the rig safety committee. The area was free of any trip hazards, surfaces were good with any mud spillage having been cleaned up prior to the task commencing. There were no conditions which would have distracted the injured party from his job in hand. The crew had already broken down the 16" assembly using the tongs with no problems. Crew were reminded they must continually review the job in hand for any hazards constant awareness at all times is required and not to become complacent training programme for all rig crews in the use of tongs will be formulated and instigated with immediate effect. Whilst discharging joints of 20" casing from supply vessel 'northern crusader', 2 joints of casing were lifted from the vessels deck and swung over the sea prior to bringing onboard the rig.Whilst swinging away from vessel towards rig, approx. 110' above sea, one pin end protector was observed to fall off the casing into the sea. Crew of vessel attempted to check condition of other protectors but were unable to do this as weight of casing was resting on protectors on vessel's deck. Operations proceeded with extra caution and other loose protector was observed. Oil company informed of incident and awaiting their response. Accident occured on the port side pipe deck. The operation at the time of the accident was the running of 13 3/8" casing. The causing was being transferred from the pipe rack to the cat-walk with the port crane. Each lift consisted of a bundle of three joints of casing (each joint approx. 40ft in length). Once on the cat-walk, each each joint is picked up from the drill-floor to be run in the hole. As each bundle was lifted to the cat-walk, another bundle was made ready to be lifted. A bundle was moved across the pipe-deck ready to be put onto the cat- walk, there was another bundle ready to go, it was decided that this second bundle would be moved to the middle of the pipe-deckso that there would be enough room to put the slings around the third bundle. Ip signalled to the crane operator to tlower the crane so that the second bundle could be moved. The crane was lowered, the joints in ther bundle spread, ip had his leg to close to the casing and as the causing joint spread one of the joints fell onto ip's leg the crane operator immediately picked up on the crane to move the load from ip's leg, medic was called to attend. Although the crane operator has a good view of the pipe deck, he cannot see the distance between the pipe and someones leg, if the roustabout signals the crane operator to lower on the crane, the crane operator has to assume that the roustabout has his legs far enough away to clear the bundle Whilst moving purtague container along deck the skid bracket parted. This caused rope to whiplash along deck hitting ip on the leg. Ip fell hitting head and ear on grating medical teams were dispached for first aid at site medivac to beach carried out. Whilst laying down drill pipe a shackle which was connected to a rubber line restrainer to a v door tugger line fell from derrick - bow of the shackle landed on drill floor and pin carried on onto catwalk Running 13 3/8" casing joint picked up using pick up elevators being stabbed into stabbing guide on top of previous joint of casing - joint not properly stabbed in guide when casing stabber released pick up elevators, allowing joint of casing to pivot on edge of stabbing guide which fell off joint previously run and both casing and stabbing guide fell to drill floor with upper end of joint falling towards dog house and damaging light fitting.



Personnel working on hydro blasting paint project on bow leg while lowering basket on outside of leg - forward tirfor failed to hold and one end of basket fell 15 ft before coming to a halt Drill pipe dropped whilst attempting to dislodge a stuck rabbit from in pipe. While passing pot water hose to a supply vessel ip hooked hose onto crane - crane picked up hose until connection btwn 2 hoses was at hang off saddle- at this point weight of the connection caused hose to straighten up and connections flew over saddle and hit ip on his right hand. Scaffolding work on <...> Jacket and wellhead work on <...> Work deck was ongoing and under control assistant driller was asked to prepare for a nipple job - whilst doing this he noticed that the choke line safety clamp was missing and decided to fit it - 3rd, unknown, [no work permit was obtained] level of work was introduced to system the ad tied off 12" adjustable spanner to his safety harness with 2 ½ hitches [no round turn] and started work during the work as the ad was moving round the bop the spanner came caught up on an obstruction the unsatisfactory securing knot became mobile and moved down length of rope and spanned slipped off end. Fell some 12 m before striking a handrail a scaffolder was standing approx 1 m from point of impact. Spanner then cont'd into sea The deck crew were instructed to remove the 'tote tank' from the half height using a set of crane brothers.While lifting 'tote tank' the light aluminium frame which protected the tank borke causing the tote tank to drop into the sack store landing on the forklift and busting. While drilling ahead at a depth of 4751 ft md with 10.5 ppg mud in a halite formation, an increase in return flow was noted - well was shut in and an approx pit gain of 3 bbls was observed surface pressures of 1080 psi scip and 1120 sidp were recorded - mud weight was increased in 3 stages to 14.5 ppg to kill well and a small quantity of brine water was circ out of well bore - at this point bops were opened and well circ normally - drilled cont'd to a revised caping depth of 4897 ft md without further inc recognise plattendolomite.thought to be in rot halite. 2) not enough barite on board to weight mud up fully. Pup joint had been left in bop overnight suspended in lower annular preventer with handling sling secured to a shackle on top of flex joint - on resuming ops following da it was decided to remove pup from bop - ip had not been involved in rigg ops the previous day and was sent up onto bop to remove pup joint - hooked port crane onto sling eye prior to removing shackle from flex joint pin – commented to banksman that there seemed to be some sort of tension in sling although sling eye was slack enough for crane to be hooked on – proceeded to remove securing shackle having some difficulty due to tight fit of shackle through hole on flex joint to assist in this he used a pry bar to ease shackle from anchor point once shackle came away from anchor point pup joint dropped through annular and transferred its weight onto crane hook and trapping his right hand btwn hook and sling Port crane floating boom sheave cluster bearings had recently been changed - 2 lifts were made with no incident. Third time crane boomraised, two quarter" x 1" pieces of bearing race fell from the sheave cluster [20'-25'] onto the top window of crane cab - cracking the toughened glass. Follow up investigation assures us area was thoroughly cleared of tools etc.Suspect metal attached itself to excessive lubricant on wire, dislodging when that section of wire went around the sheave. Rig was being manoeuvred wellheads in order to fit a prod guidebase whilst heaving on no 6 chain tension was seen to fall off on heaving in remainder of chain it was noted that there was a bruce rental 15 tonne anchor and 1038 m of chain on seabed - 1558 m chain out originally While pulling out of a hole a stand on hwdp was broken out, when the standlift was raised in order to rack the stand the standlift lifting wire pulled out of the spectre socket termination.The standlift wire was supplied by brunton shaw ltd. During well testing on cud pi it was necessary to stop flaring on port side of rig, and divert flow to stbd side due to change in wind direction.Gas was noticed leaking from port boom after flow had been diverted.Investigation showed that valve in gas line had not been closed. The valve was shut in and gas to port boom stopped At the time of the incident crews were involved in picking up a surface tree weighing approx 6.5 tonnes from the catwalk to the rig floor. The operation involved the use of the deck crane, rig floor winches, and for tailing in purposes the catwalk tugger with a 3 tonne swl sling attached to flow head base. With the flow head latched into the elevators the driller proceeded picking up into the vertical position. The catwalk tugger with the 3 tonne sling remained attached for the purposes of controlling the rate of forward movement. With the flow head @ about 40 deg from vrtical the 3 tonne wire rope sling parted about mid point. From about 6 ft away the now usupported base of the flro head swung forward and struck the protector on top of the completion landing joint sitting in the rotary table. The v door tugger still attached did cushion severity of impact. S/b vessel <...> Was offloading cargo alongside 'east' face of <...> Platform. As the <...> 'East' crane lifted cargo from the deck of the <...> The vessel continued to move astern. To counteract this the vessel moved ahead towards the stern of the <...>. The <...>'s stbd side funnel made contact with the stbd aft liferaft platform on <...>.<...> Continued moving ahead damaging bulk hose rack on aft end of <...> Then hit the port aft liferaft platform causing structural damage to the platform. No injuries were sustained onboard <...>.



2 men injured by falling diverter/overshot assembly. A <...> Oim investigating a 9 5/8" casing had been run, landed and cemented. The next operation tonipple down the diverter and bop, instal the we surface casing slips, dress the casing stub and instal the casing head. 16:55 - drill crew mustered on the drill floor for a pre-job safety meeting (attach a). In attendance were the tourpusher, driller, derrick- man and three floormen. To assist with the meeting, the drill floor copy of rig procedure 13.1 - "nipple down diverter and overshot" was used. However, during the meeting, it was decided that the diverter/overshot assembly be pulled to the floor with the elevators directly on the bails and to rack the assembly complete as opposed to separating the diverter from the overshot. Both of these actions were in contrast to the actual written procedure (attach b). The crew believed that since the equipment would be reinstated in a few hours, they would save time by changing the procedure. In addition, no permit to work had been taken out at this time. Following the meeting, it was agreed that four men were sufficient for this part of the operation, and the driller, derrickman and one floorman went to eat. The diverter/overshot assembly was released from the bell nipple and picked up until the flowline ports were above the rotary. A sling was passed through the ports and attached to an air winch line which was routed through a snatch block fixed by the choke manifold. This was to allow the assembly to be pulled to the setback area and racked there between the drill pipe and drill collars. The entire assembly was lifted clear of the rotary and pulled back tothe setback area using the air winch, where the travelling block was slacked off and the bottom of the overshot landed on the deck 17:15 - with the crew positioned as shown in attachment c, the asst. Driller, <...>, Opened the elevators. This was difficult due to the short (10ft) bails pulling on the elevators and therefore the running tool extension back toward well centre. After 3 attempts, he managed to open the elevators, at which point the diverter/overshot assembly rocked and, following its own momentum, fell toward the choke manifold. The body of the diverter struck the aft end of the man riding winch guard frame, rolled off and landed horizontally with the diverter on a set ofinsert bushing, and the end of the r/tool extension caught between the cement manifold and the derrick corner upright. Then the diverter started falling, the asst. Driller jumped forward to take advantage of protection by the drill collars racked in the derrick. One of the floormen, <...>, Had been wearing a riding belt and was attached to the man riding winch in preparation for the next stage of the operation. In escaping the falling diverter, he injured his left knee and ended up lying on the deck below the running tool extension beside a rotary tong and the mud bucket (which was still hanging from the derrick). The floorman, <...>, In attempting to escape toward the stbd aft corner of the floor, received a glancing blow to his back, believed to have been from the running tool extension, and ended up lying on the deck beside the derrick skidding control unit. See accident reports - attachments d & e, and sketch of the area following the accident - attachment f. 17:17 - pa call for medic and oim to contact drill floor. Oim allowed 1 minute for medic to contact floor then called. Informed of situation and requested to organise stretcher party 17:25 - medic, oim and two stretcher parties on floor. Hole secured. <...> Walking with limp. <...> Lying on floor being examined by medic. Neck brace fitted. Advanced first aider organising first aid team plus rigid and scoop stretchers. Oim request for helicopter and doctor. 17:30 - <...>, <...>, <...> Instructed by oim to go to the office, have coffee, relax and calm down. <...> In scoop stretcher for transfer from confined area, then placed in rigid stretcher (still in scoop stretcher) for transfer to sick bay. 17:35 - medic to sick bay to prepare for casualty and to talk to doctor onshore. Casualty transported from rig floor to maindeck outside sick bay by use of crane. Oim to office to check on and carry out initial interview with <...>, <...> And <...>. 17:40 – interview in office concluded. <...> Starting to show signs of distress. Escorted to sick bay by oim. Medic discussing <...> Condition with doctor <...> At <...> Medical centre by telephone. Helicopter standing by waiting for doctor. Advanced first aider start checking <...>. Requested assistance from medic as distress signs becoming more pronounced. <...> Stable although back not actually checked yet. <...> Gradually calmed down. 18:31 - helicopter on deck. 18:35 - dr <...> Arr. In sick bay, checking <...>. Confirmed significant non spinal injury. Decision to take to <...> Hospital and not specialist unit. 18:45 - <...> Also checked by doctor <...>. Decision taken for him to go to hospital also for checks and x-ray.18:55 - first <...> Then <...> Transferred to accommodation roof by use of rigid stretcher and crane. Transferred into helicopter. 19:20 - helicopter lifts from enhancer bound <...>. Weather at time of accident - non contributory. Results and conclusions the two injured men were examined in <...> Hospital casualty dept, and it was found that they were not seriously injured. Both were discharged from hospital at approx 22:hrs, but also signed off from work for the remainder of their hitch - 16 days.the <...>safety dept contacted the hse regarding the accident at appr. 18:30 hrs, and were instructed that the accident site remain undisturbed until further notice. The information from the initial assessment by dr <...> And the intended transfer to <...> Hospital was relayed by the oim to the rig supt. At 1900hrs. This info was passed on to the hse duty officer who contacted dr <...> Directly. When the situation was clarified, the hse gave the go ahead for operations to recommence at approx 2030hrs. This was relayed to the rig at 20:45hrs. <...> However instructed that operations remain suspended until their investigation team had travelled to the rig and inspected the site. Operations and safety reps from both <...> And <...> Travelled to <...> On <...>. After carrying out various inspections ,interviews and investigations, the rig was released to operational mode at 12:30hrs. The rig floor was put back in order and various equipment checks and mpi work carried out to ensure that it was safe to continue with thte well operations resumed at 16:30hrs. The conclusion of each of the different investigations was that although a pre-paid job meeting took place, the decision not to follow the established procedure resulted in the accident. Three significant/critical parts of the procedure



Whilst carrying out anchor handling ops at <...> - <...> Recovered no 1 anchor and removed anchor from chain so that he could make up towing bridle - having made up starboard leg of towing bridle he positioned himself just ahead of port pontoon so that he could recover the anchor pennant of no 12 chain from <...> So that he could make up port leg of bridle procedure for this transfer had been agreed btwn captains of 2 vessels <...> And <...> Were lying stern to stern so that the pennant could be passed from one to the other - <...>'s tugger wire was passed to <...> So that the <...>'s work wire could then be passed back and attached to pennant of no 12 chain - <…>'s work wire was beig pulled over to the <...> When it became taught due to the motion of 2 vessels - as the 2 vessels were not directly in line the wire jumped to port having cut through a large mound of mud which was lying on <...>'s after deck deposited from last anchor he had recovered - wire caught ip in chest and pushed him against crash barrier resulting in injury to his chest Ip was involved in removal of a frame following decommissioning of centrifuge unitframe was being raised by crane – disconnected length of 2" water pipe was nearby and ip decided to manually support line as frame waslifted to prevent line from dropping.As the frame was lifted the line was jolted slightly and dropped, trapping ip's left hand btwn line and a kick plate While removing the rig <...> From the lmrp, while the bop was on the moonpool beams, the <...> Was attached to a drillfloor tugger passed through the rotary table.While the <...> Was being lifted to the rig floor it had slight contact with the dogs on the spider and the sling parted.The <...> With the sling attached fell into the sea but was later recovered by the rov.The ferrule at one end of the sling was missing and the ferrule at the other end corroded. Upon operating key switch unit fired up and guns lying on deck were immed 'live' and began arcing around deck until s/d usng keyswitch incorrect hook up of one hose due to rotation of a nippled connection had resulted in air switch being rendered neutral permitted flow of water to both guns Ip was part of drill crew crew were racking back a 90" stand of 5 1/2 dp derrickman was using small tugger mounted at his racking board to pull stand in. Wire 1 3/8" dia broke and +/- 8 ft of wire plus +/- 2 ft tail chain [total +/- 5 lbs] fell striking ip who was helping push stand back on rig floor set back area on lower back Residue of oil on top of h1 engine was ignited by radiation heat from exhaust manifold. Fire was put out by ch mech and mech with co2 extinguishers who had entered the room after donning ba sets. Fire was out 5 minutes after alarm was raised, all personnel were mustered to their respective stations and stood down at 0119 hours. Operations at time was running 9 5/8 casing driller had picked up joint from deck 8 was stabbed into joint at table. Whilst joint was being spun in with casing tong. The driller attempted to stab in tam packer at top of joint. Bullnose of jam packercame into contact with jt coupling of casing. Stabber immediately signalled driller to stop. Driller applied brake but by then weight from the blocks had been applied to tam packer shearing off 21/2" tip section. The broken section glanced off the casing stabber and fell to the rig floor approx 45! Below. It landed in front of dog house no one was injured. Prior to replacement of tam packer tra was reviewed with crews highlighyrf risk of operation casing running procedure revised to include same. Whilst drilling out concrete from well m35 the ip received a crush injury to his finger. Whilst making a connection the pipe handler had to be turned slightly to assist the man up the derrick. <...> Started to turn the pipe handler from the driller's near side whilst ip grabbed hold of the bails to assist during the process he nipped his finger between the pipe handler and the bales. Running completion on well ge-01, calm and warm, sea water tested medium, high pressure testing valve unit, investigate/tighten leaking valve/fitting after pressure was bled off. Man in riding belt at height (50') on tightening fitting valve (1/2" npt) sheared off and fell onto frill floor. Drill floor was clear of personnel - barriers and signs warning of hp testing had been put in place. Drilling 12 1/4" hole at 2293m well flowing shut in well with bop circulated with 2.10sg mudopened bop's - still flowing increased mud to 2.14sg well flowing slightlyran packer flowed brine via dp depleted kick zone to 1.71 sg well dead with 2.12 sg mud reduced mud to 1.90sg well stabilised set cement plug squeezed cmt well flowing stabilised well with 2.0sg set second cement plug reduced mud weight to 1.95sg drilled cement - well flowing stabilised well with 2.0sg change-out to 2.0sg wbm The osv <...> Was in a position at the stern of the <...> With a potable water hose connected transferring potable water to <...> And off-loading containerised deck cargo. Vessel was positioned on a northerly heading and in attempting to reposition himself he encountered manoeuring difficulties and made contact with <...> No 5 anchor wire on port aft side. <...> Was de-ballasted to transit draught for wire inspection. Some strand damage was evident on no.5 anchor wire. Tranfer of diesel oil between installations. Wind 3m/s dir 200 deg overcast, air temp 14c sea 1 met diesel oil chafing on hose at extension bridle



Handling marine riser with deck crane on port pipe deck. Whilst adjusting the position of the riser running joint, a web on the flange nearest the v door came into contact with a piece of 4x4 timber which had been placed on a beam for landing purposes. <...> Was adjusting the position of the timber and his hand became trapped between the timber and the beam. The riser joint was being slewed aft at the time and the pressure of the web acted downwards, trapping ips hand. <...> Left the rig on <...> And saw the rig doctor who referred him to <...>. <...> Did not return to the rig on his scheduled crew change and is therefore an over three day injury. Small patches of oil were observed on the sea surface adjacent to alpha column.An rov was mobilised and arrived on a dedicated supply vessel on the <...>.The rov survey immediately commenced, on the <...>, And a constant stream of oil droplets was observed as coming from b5's oil wing valve stem (pwv-5).Well b5 had not been flowed for approx. 6 weeks, and pwv-5 was in the closed position at the time the rov detected the oil droplets.Pwv-5 was immediately exercised and it was observed that there was no leak when the valve was in the open position only in the closed position.The production tubing and annulus were depressurised and all valves on the tree were closed except pwv-5 after depressurisation. Rig crew were pulling 4 1/2" tubing from well in 30' singles and layingthem out to be inspected and reused if poss. To aid in prevention of damage to threaded connections, an air powered compensator was being used in process. After string was pulled i single and set in slips a single joint elevator attached to compensator was raised to beneath box on the single - unfortunatley due to breakdown in comms single joint elevators were raised too high - overloading assembly and causing single joint elevators and their attaching slings to fall back down the single On completion of successful inflow test of civ and <...> Packer the comp was run and prod packer set and pressure tested as per prog - tubing and annulus were subsequently displaced to seawater/glycol mix - flow check was initiated at 1230 hrs prior to slickline ops in prep of stabbing into pbr and opening well to flow - after 10 mins of flow check one of the barriers failed and approx 20 bbls of fluids were unloaded from well well was shut in using annular preventer - reverse circ back to znbr restored well to stability by 2100 hrs - returns during this period inc approx 30 bbls of mud with assoc high level of gas - circ was cont'd overnight and well remained stable While running in hole with drill pipe a retaining plate from the compensator lock pin came loose and dropped approx 90' to the drill floor. Retaining plate approx 5" dia x 1 1/4" thick weighing 1lb type of compensator <...> – model <...> On investigation found threads on retaining bolts had stripped due to insufficient penetration (bolts too short) installed new bolts the correct length. Discussed incident @ safety meetings & pre-tour meetingsweather fine & dry wind 9-10 kts, seas 1' heave 6" pitch .1 deg roll .1 deg Operations at the time were running in the hole with 8 1/2" drillout asst. The driller had just picked up a stand of 5" dd from the derrick and ran it in the hole to a bit depth of 10,850. The floormen set the slips. Then one of them unlatched the elevators from the pipe in the rotary. Just at this point a 6" long (approx 3 lb) connecting pin fell to the drill floor and landed 8' away from the rotary table towards the starboard side. Joint 16 was picked up with single joint elevator and stabbed into joint 15 in rotary table.The casing tong was engaged. The single joint elevator had been relabeled from the pipe and side door elevators in the process of being lowered. At 4700ft/lbs torque, joint 16 slipped and progressively accelerated approx 42-43 feet.During which time the casing tongs were pulled down, causing the shock absorber to fully extend. The liftingring on the power tong parted.Both jaws in power tong were sheared out of the body also bottom rotor plate on contact with fms slip housing. Half the power tong jaw asembly and bottom cover plate jammed in the slip housing. The casing came to rest as a result of the aluminium centraliser on joint 16 ft being able to pass through fms slips. Drilled 8 1/2" hole to 5523 m (coring point just into reservoir). Flow check (1) - close well in on 4 bbls and circulate out using droller's method (18%) gas after mgs). Circulated bgg stable. Flow check (2) - not stable after 10 bbls - circulated out across choke (20.3% gas after mgs). Circulated bgg stable. Flow check (3) not stable after 20 bbls - circulated out across choke (21% gas after mgs). Circulated bgg stable. Increased mw from 2.17 sg to 2.19/2.20 sg. Flow check (4) for 12 hours - not stable after 42 bbls – circulated out across choke (dry gas at choke). Conditioned mud to increase gels. Pumped out to 9 7/8" shoe - static (no rotation) flow check (5) for 12 hours - not stable after 15.7 bbls. Rih and circulated out across choke (8.7% after mgs). Circulated bgg stable. Conditioned mud to increase pv. Pumped out to 9 7/8" shoe - static flow check (6) for 12 hours - not stable after 5.9bbls. Rih and circulated out across choke (6.6% after mgs). Circulated bgg stable. Spot hi-vis, hi-weight(2.30 sg) pill in open hole as pulling to shoe. Flow check showed well stable.



Attached lifting wire from bails thru rotary down to the retrievable guide base (rgb) on the bop transporter.The rgb being held in position by two moonpool tuggers attached to the transporter.The driller picked up the rgb and the crew held the rgb back using the tuggers to stop it from catching on the trolley.The wires thru the rotary were at an angle and came up against inside of the tensioner load ring moving it to the side.The load ring released from the divertor housing and fell onto the rgb causing damage to the latch setting plates.Safety slings were attached but failed. Crane operator given 15 minutes notice to prepare riser for backloading to supply vessel. Last joint being backloaded struck vessel's port barrier and box end riser protector fell off into the sea.Joint recovered to rig, examined, remaining and replacement protectors examined and secured to riser by chain.Meeting held with crew supervisors to attend all shift handover meetings in future. Detection of pinhole leak in common discharge line from tk1010/tk1070 to lp separator Whilst replacing leaking hydraulic hose on intermediate racking arm, a 24" pipe wrench was dropped onto drill floor.Drill floor was clear of personnel at time of incident.No safety loop was attached to wrench. Floorman was helping hydraulic engineer with job. Disc of leaking dsv presumed damaged by coiled tubing After lowering a grease gun to the deck using the tugger on the crane operator began hoisting up on tugger. When when the hook was approaching the walkway on the crane he stopped hoisting the tugger. But it countinued to turn (that is normal) at the same time the ferrule on the hard eye caught briefly on the edge of the walkway, lifting one part of the walkway (grating) and causing it to fall from the crane and into the forward landing area. The grating suffered only slight damage and no other damage occurred. The investigation of the walkway showed that 90% of the remaining grating clips were loose and some missing. Crude oil dropped from export cooler rupture into skid. Water previously had dropped into skid. The crude floated on top of the water as the <...> Rolled the oil splashed over the skip and overside. The skid is situated about 1 foot inboard and 2 feet above deck edge. There fore the oil poured over edge bypassing maindeck fish plate. See attached <...> Fax . While bundling 5 1/2" drill pipe on the catwalk <...> Gave the signal to the crane operator to lift the bundle.He then stopped the lifting operation when the bundle was approx. 4 ft clear of the deck to attach tag lines.As <...> Was going to get the tag line which was lying on the deck aft of the drill pipe bay.The bundle of drill pipe swung trapping him against one of the portside samson posts injuring his chest. An in depth investigation has been carried out on board between the rig manager - oim - safety rep and all supervisors, drilling and deck crews to follow the course of this incident to establish what happened and to raise awareness of all personnel as to how this routine lifting operation brought about <...> Injury.when the accident occurred <...> Was 11.5 hrs into his 12 hour shift and 7 days into his tour of duty.



Port flare boom damage - saturday <...> Weather:- 1200 wind 290 x 46 kts: sea comb 300 deg 5-6m: roll 2, pitch2,heave 1.2m 1600 290 x 47 kts 290 6-8m 3 3 1.5 2000 300 x 47 kts 300 6-7m 2 2 1.2 2400 295 x 46 kts 290 6-7m 2.5 2.5 1.5 0400 295 x 37 kts 310 6-7m 2 2 1.2 0800 300 x 27 kts 325 4m 2 2 1.0 1200 290 x 23 kts 320 3m 1 1 1.0 the port flame boom was reported as having collapsed at 1440. There were no witnesses. The oim assessed the situation and found the boom hanging downward toward the sea but still attached at the swivel end. The 'a' frame mast was bent outboard and was lying in a horizontal position. The 'a' frame was supporting the weight of the boom by the main stay wire which was still attached. Two chicksans and the steel flexihose were also attached.the turntable had been ripped out of its housing. The diverter line was severely damaged. This was caused by the 'a' frame bending because the line passed through the latticework of the frame. The main stancion of the 'a' frame had ripped out of the deck but although the other two stancions were severely bent they were holding with no apparent damage to the welds. The weather conditions were poor and not much could be done with the boom. Attempts were made to attach slings and chain blocks as best possible to try and secure the boom. The boom was in a very unstable and insecure condition and was liable to completely collapse at any time. Consequently men could not be put into a workbasket to sling up the boom in view of the consequences of the boom releasing and breaching a or b column ballast tanks the ballast disposition was changed such that completely full tanks faced the boom. The cro were instructed in what action to take should the lower bracing between a and b be breached. This action took place between 1450 and 1630. At about the same time the <...> Prosperity was warned of the damag on board the <...>. The possibility of the boom breaching the export line we+k2138re considered small but in any case the line was full of sea watr and not oil. The boom was being forced by the seaway to swing to and fro. The tip was submerged by about 2 to 3 metres. At 1635 the rig was deballasted up to survival draft in an effort to bring the tip out of the water and relieve some stress on the bent 'a' frame. The deballasting was complete at 1730 with 17.7m draft. This did not appear to make much difference to the motion of the boom as one metre length still remained submerged. The inboard guy line (swl 3t) remained attached to the burner head and the handrail inboard. The drill floor blue tugger was attached to this guy line via the crown. Some weight was taken up and the boom motion was reduced. There was nothing else to be done so a man was instructed to inform the control room immediately if the boom broke loose. At 2245 oim informed that the risk of losing the boom had increased. Wind speeds now up to 55kts. The situation on the b column top was now so dangerous for personnel that nothing could be done until the weather moderated. <...> – 0600 the main stay wire of the flare boom had come adrift during the night and the boom was now only held at the column by two 2" chicksans and the gas line steel flexihose. The boom had lowered a further two metres making it out of reach to secure by slings. The twenty tonne rig was put onto the main hoist of the port forward crane. This was then lowered down alongside the boom in an effort to hook it. This was successful at about 0800. The boom was then lifted up clear of the upper bracing, luffed in board and laid down over the diverter line and a platform (old gangway?) On the port side of the main structure. By 0900 it was secured by slings. Various damaged pipes were then removed in order to make the boom safe for lifting onto the pipedeck for inspection. There was no apparent damage to the column itself. Starboard flare boom as a precautionary measure the main stancion of the 'a' frame on the starboard boom was mpi tested by coretech and no defects were found. Additionally pad eyes were welded to deck and chain blocks rigged to reduce any stress on the stancion. On sunday morning this was backed up by welding a gusset plate between the stancion and the column housing. There is no reason to suspect any weakening of this structure. Cause of post boom failure the main, or centre, stancion of the a frame came adrift from the deck. In conjunction with the <...> Rep the oim inspected the bedding of this stancion. The amount of rust on about 30% of the base circumference suggests that the welding had been cracked for some time. About a further 20% of the weld showed shiny white metal whilst the remaining failure was the mast base being torn under stress. This is the only failure discovered. The total weight of the boom on recovery was about 6.5 tonnes. Action plan the chief engineer surveyed the damage and has ordered appropriate material. It is planned to get this material out on a sailing pm monday .additional equipment includes wire rope and bottle screws. As soon as coretech are finished with vodl they will be utilised on a nightshift coordinated by c/e and rig welder. Labour will be provided by rig crew as required.



The rov observed a slow trickle of mud flow from the top of the 30" casing head housing, then subsequently falling to the seabed and forming a pool of liquid around the wellhead contained by mounds of drilling cuttings from top hole drilling. While backloading 2 drill collars (weighing 4.09 tonnes total) to the <...> The load caught under the port crash barrier. As the boat droppped in the sea swell the 3 tonne sling parted causing the collars to fall into the sea. Subsequent to the incident the port crane and lifting equipment were checked - no damage was found. Weather conditions wind 30/35 kts sea 2/3 metres swell confused 1/2 metres On commencement of well test initial 30 secs of flow failed to ignite, falling into sea. Estimated loss 5kgs.



While running in hole with plt on coil tubing the driller adjusted the compensator to keep required overpull-whilst doing so the <...> Hydraulic valves closed, hp aim was lost. The dslf, surface tree, and coil tubing injection head slacked downd and buckled the 51/2" landing string. The assembly was then picked up with the blocks to remove string slump. Weight indication was between 200-400k max 550k. While trying to regain compensation the string parted at the connection below the surface tree this occurred at 1123hrs. The pressure in the landing string prior to parting was 500psi. Hydrocarbons leaked from the string and sprayed the drill floor/port aft main deck. The sub sea safety valve was shut in at camorow panel, the flow bled down and stopped. The <...> Production facility had been instructed to shut down will p2 at 1128hrs and this was completed by 1135hrs. The hydrocarbon spillage was contained on deck. Environmental conditions wind speed 16/18kts. Direction 335deg (t) pitch 0.8deg roll 1.4deg heave 2 feet The well had been bullheaded with 80 bbls of seawater and the 55tt was closed. The gas had been bled off through the needle valve at surface. The sstt was unlatched and the well observed to be static.The flowhead with one joint of 7" tubing below it was broken out from the landing string. At this point there was a backflow of oil out of the string ontthe drill floor. The flowhead was stabbed back onto landing string to prevent further spillage onto rig floor and into riser. This was totally unexpected as the landing string capacity is 16 bbls. Estimated spillage 4 bbls with approx 1/2 bbl into sea. Object dropped on drill floor Ops: drilling to td in jurcasic at 11,838 ft. Machinery:incoming supply to fuses in starter cubicle on 440v switch board in switch room flashed over causing sparks, flame, heat, smoke. Smoke/heat detection system automatically activated ventilation fan, dampener shutdowns and activated general alarm. Personnel mustered. On site mechanic and control room operator immediately applied hand held co2 extinguisher – brought it under control. Cause of flashover being investigated.Starter assembly to be sent to shore base for inspection/analysis by 3rd party to determine cause of failure. The operation at the time of the accident was pulling bh4 from well. Crew 11 hrs into shift ip was standing on rotary table with another holding a length of rubber used to wipe mud off oblg assy. This wiper is held round the pipe as the driller hoists the string. As the driller hoisted the drilling jar thru rotary master brushings the lip mandrel of jar caught underneath the master brushing and raised it upwards aprrox 10". As the brushing released from manrel the brushing fell down 10" onto ip's foot. Who was unable to get his foot away from the falling brushing. His top cap was sheared from his boot. Damaging his right foot small toe. Crane operator was transferring kelly cock in box from aft storage area to drill floor using port crane - box was slung with 2 webbing strops on arrival at v door box came into contact end on with the v door kelly cock and key exited the box as end panel of box came away kelly cock and key fell 5 ft to tool storage ledge then bounced and fell another 10 ft to walkway beneath v door The bridge crane was being moved forward from well centre to pick up the lmrp.As it was being moved forward a hydraulic motor cover plate fell from the bridge crane approx.30' to the moonpool spider beams, missing several people.The operation was halted and after establishing that no one was injured the bridge crane was inspected for damage or other potential dropped objects.None were found. Deck crew were passing a dry bulk hose to mv <...>.Before passing hose to supply vessel a roustabout removed protecting cap and sat it on rail - as the hose was being lifted roustabout knocked cap off rail and it fell onto stern of <...> Missing crew member Diesel leak on no4 engine from one the the filters on engine fuel system (duplex filter). Bottom of fuel filter bowl fractured, lost oil (approx 150 - 200 l) drained to trapped drainage system. Drilling sump w/ 13.5 ppg, differentially stuck. Slowly reduced mw to 11.5 ppg. 2 bbl influx of gas over 50 mins. Sidp - 190 psi, sicp 320 psi. Weighted up tp 12.2 - well dead. Rig 50ft astern of wellhead with riser and bop disconnected and on board. <...> 1600hrs. No 8 anchor chain end lost overboard from locker whilst paying out for maintenance at the winch. Wind direction 300 deg. 26-30 kts wave direction 300 deg. 8 - 10 ft 3 personnel involved in the operation. All in safe positions at the time of the incident. No personnel injury or damage resulted from this incident. <...> 0315 hrs no 8 anchor chain end retrieved to chain locker. Anchor proof tensioned against no 4 to 350 kips held for 20 mins. The accident occurred as attempts were being made to feed wire through no 4 riser tensioner to obtain the required length. The sub sea engineer had gone to the top of the tensioner to collapse the piston. From that position he had indicated to the roustabouts working below that they should remove the deadman clamp in order to surge the wire around the deadman spool. When the roustabouts removed the clamp the turns on the spool came off in rapid succession creating slack which ran through the tensioner sheaves. In attempting to remove himself from a dangerous position the sub sea engineer put out his left hand which caught the wire and became trapped between the wire and sheave. In incident review has been held onboard and all personnel are to be made aware of the reasons for theaccident the procedures required to prevent a similar incident.



While drilling the 17 1/2 " hole (with bop) on well m1 <...> Field, several times a shut in of the bop was required due to gas coming up or pit level changes. The difficulties in drilling this well where anticipated and procedures (as shutting in) in place. Following lost bop control incident occurred: at 23.40 15% gas was indicated in the flow line and decision (by tp) was made to shut in the well. At the bop control panel the tp noticed all functions in the block position, low pressure light of the control fluid on and flow meter running. A switch over from the blue to the yellow control pod is made without positive results. Control over the bop from the drill floor seems to be lost at that moment. The subsea engineer (se) is called and proceeds to the payne unit, where he observes; accumulator pressure = 2000 psi, flow meter running and yellow pod not fully selected. Se selects yellow pod fully, puts all functions in block and reduces operating pressure to correct 1500 psi. Checks al spm valves and finds upper fill spm sticking, functioning stops the flow meter. Well (still) and bop (isolated) under control. The bha is being pulled back into the shoe to function test the bop. During start of the function test accidentally 30 bbls of drilling mud is pumped into the formation,without any noticeable negative implications. During fault finding it is found that the lower inner kill spm valve on the yellow pod is leaking when activated. All functions on the blue pod are ok. Drilling activities are continued and the yellow pod will be pulled for inspection on first opportunity Ip asked derrickman to remove a small hole cover from the next deck above the wellhead to allow passage of an air tugget to the wellhead.Andy picked up the 18" square plate by the handle with one hand and the 6" round plate inside fell to the wellhead and bounced up to hit ip.His 2 front teeth were chipped. This was reported to the toolpusher on duty who investigated and summonsed the medic who made a first aid report.The 6" plate has been tied to the 18" plate handles to prevent separation.Discussed at safety meeting. Whilst working supply vessel ops were called to a halt when boat crewrecovered spacer bar pin from boat deck - this had just fallen from starboard crane crane was stopped and inspected and it was found the floating sheave spacer bar upper pin had fallen out The bmf (bop manipulation frame) was in place on top of the completion string and the main operation was perforating with coil tubing – the perforating toolstring had been stabbed into the box end of the flowhead crossover - floorman and <...>, The derrickman went up in riding belts to assist in stabbing the injector/bops onto the boxend of the flowhead crossover - the assembly was lowered to approx 6" above box end <...> Then held up the wing nut of the bop coupling and the assembly was lowered to location point - the first attempt did not locate and the assembly was raised and then lowered again and this time successfully stabbed in - the wing nut was made up by hand, by <...> Belts to assist in stabbing the injector/bops onto the boxend of the flowhead crossover - the assembly was lowered to approx 6" above box end <...> Then held up the wing nut of the bop coupling and the assembly was lowered to location point - the first attempt did not locate and the assembly was raised and then lowered again and this time successfully stabbed in - the wing nut was made up by hand, by <...> And the floorman, and they returned to deck level. When jim returned to the floor, he felt a wetness in his glove and on inspection, he noticed his finger bleeding. He informed the driller and went to the medic. The medic cleaned up the wound and observed a small piece of bone fragment and diagnosed a possible fracture. It was decided to send <...> Off on the next helicopter to get x-rays and further diagnosis in a hospital. He was dealt with in <...> And the surgeon there removed a bone fragment and repaired a split tendon and confirmed the fracture. He was kept in the hospital overnight awaiting surgery and allowed home the next day. Following many discussions with <...>, Onboard, in hospital and at his home, he has no recollection of hurting his finger during the operation. He either hurt it on the box end of the crossover while stabbing or caught it on the wing nut as it was lowered onto the threds. The floorman who was with <...> Did not see him 'flinch' at any time nor did other crew members observe or know of an injury. All crews were informed of the injury and reminded to use all practices and procedures to avoid finger injuries. Chain hoists will be used in future to assist the guidance of this assembly. Investigate possible remore operations/design. At approximately 20:30 on the above date the crane operator was working a supply boat on the port side of the rig. The crane operator moved to the starboard side crane to move some containers on the deck and whilst lifting container 1338 the whip line brake failed causing the container to drop from a height of approx 3 meters to the main deck landing on some drillpipe and balancing at an unsafe angle. The crane operator moves to the port crane to lift the container and make the area safe. At the time of the whip line brake failure the crane operator had removed his hand from the hoist control and was about to boom the jib up. After discussion between supervisors it was decided to lay the starboard crane down in its rest whilst engineering staff observed the operation of the brake. It is found that whilst operating the boom hoist control the brake for the whip line was coming off. The engineering staff worked on the crane during the night and declared the drane ready for a test run at 0500 hour. Risk assessments were made and safety precautions followed and the crane performed a limited function tast to the satiafaction of the engineer on shift. The crane was then shutdown again awaiting further inspection from senior engineering personnel. Wire line parted when heavy load was being removed from drill floor. Heavy load was being lifted by deck crane the wire line which parted was tugger which was rigged up to help control the heavy load. The parted line then passed up through derrick sheave and back to drillfloor no one was hurt.



Crew were installing new pipework to drill floor deluge line next to riser tensioner port forward of the drill floor. Shift had started at 1900 hours and they were 5 1/2 hours into their shift. A pre job meeting was held prior to work starting. A potential hazard identified was movement of tensioner wire.The deluge pipe to be replaced was located on the 'dead' side of the tensioner where the wire did not movethe injured person moved himself to the other side of the tensioner to gain a better view of the job.When bending underneath wire he put his hand into it to steady himself.The rig was heaving approx. 1 foot at this time.The persons hand was drawn into the sheave resulting in severe crush injury.Weather at time was wind 20 kts, 2-3m seas, 0.5m heave (approx).Area immediately barriered off. Ip was holding the hose of a jack which was being ustilised to press out a hydraulic cylininder from travelling block retact system, to keep it in place as the jack was being pumped up the operation was being carried out 30 ft up the derrick from a work platform, the operation was well lit but it was cold and during the hours of darkness. The hose ruptured where the ipwas holding the hose with left hand and a high press jet of hydraulic oil punctured his left thumb, During drilling operation a failure occured with grease fitting on fmc plug valve. Approx 5 bbls were lost from the mud system. Due to location and wind conditions the majority of the mud was retained on board, but some mud was lost to sea. Drilling 8 1/2" hole at 3958m, well flowing, shut in with bop 10bbl gain & 20 psi pressure, circulated via choke and increased mud weight from 1.85 to 1.87sg.Confirmed brine kick (no gas) confirmed well stable.Opened bop's circulated normally with 1.87sg mud well stable drilled ahead During the leak testing of the test header kill live connection the pipe work was overpresurised to a pressure in excess of w/o barg, recommended test pressure is 383 barg.Initial investigations suggest that this was caused by a number of factors, in particular confusion regarding the fuel line up during the hand over period.As a result of this the line to the line to the pressure recorder was isolated while the pump was running, it appears that the maximum pressure that the test pipework was exposed to between 410 and 449 barg.The work was being carried out under safe work permit no. 3203 and process isolation certificate no. 809.The initial leak test was carried out by <...>, However due to menning constraints they were unable to continue into the night shift the work was therefore handed over to cno operators, it is apparently at this point thathe pumps were changed over and the leak test continued using the pump which was not fitted with any pressure relief valve. Established injection rate awaiting materials to bullhead cmt in 13 3/8 x 9 5/8 ann oir 9b to follow. A <...> Service company contracted to remove redundant cabling in the moonpool, found a live redundant cable which could not be traced back to its power supply.This cable was set aside to be identified this fact was not conveyed to the relief crew.This cable was observed to be shorting and remedial actin taken.Drilling operations were suspended while all other redundant cabling in the area was pulled down into the hull and the gastight glanding restored. The correct procedure for removal of the cabling which was already in place is to be strictly enforced and reporting between service company personnel and <...> Supervisors improved and formalised. The programme of redundant cable removal is to continue around the unit under strict supervision Whilst joining no 11 anchior chain to locker chain with kenter joining linkk, i.p. Hit his finger with lump hammer suring hammering in locking pin.Injury at firsts thought to be minor, fracture not discovere duntil x-ray on <...>. Note.This report compiled from ddl reports on rigafter request from company.Reporting person not on rig at time of incident Operation picking up housing pup joint to 20" casing set in slips. It was found that the nearest on the bottom of the joint would not except the <...> Power tongs or set of manual tong was made up using parts from a 30" tong which was on the rig. It was made to bite around the casing by forcing it on, it was also hard to unlatch to open had to pry with bar this had been done twice. On the third occasion after the final torque up it was found the tong was jammed and unable to be unlatched using the method with the pry bar. A tugger was rigged up to latch handle to assist the unlatching the ip was standing at end of lever about 3' away, when the manual tong came free from the casing unexpactedly stricking ip on the side of the face. Hardened ball of grease fell from top of derrick and hit man on forehead.Concusion/black eyes. Work was on-going to remove a section of the firepump gearbox using the port g80 crane. As the crane, at its minimum radius was unable to reach the piece of equipment to be lifted, a winch, mounted on the crane for this purpose, was used to crosshaul the crane whipline to the gearbox the crane hook was attached to the load and the lift commenced slowly to ensure the gearbox was free from its housing. During this operation the tail of the wire forming the winch eye, pulled through the bulldog clamps releasing the winch from the snatch block of the whipline. The whipline, which had the weight of the load, swung to the vertical position by rolling against the wall of the firepump housing, where the load came to rest. The operation was stopped. Preliminary investigations showed that the winch wire was incorrectly assembled for the size of the wire i.e. Insufficient bulldog clamps, insufficient torque. The wire was removed from service and replaced with a wire secured with ferrule/hard eye.



The boat bumper plates (measuring 10.5m x 1.5m) from 2 & 3 starboard columns were found to have fallen into the sea during adverse weather conditions. Rig deballasted to 65ft and unlatched. Attempts are to be made to locate and recover the plates at the earliest opportunity. Weather conditions wind se'ly 70/80knts sea/swell maximum 20m. A 1/2" control hose came loose fromthe dettick and the end connection went through the dog-house window Boat bumper and cover plate reported loose @ 1340 hrs, allowing bumper to swing freely on pad eye above.<...> Notified. Lmrp unlatched @1535 due to deteriorating weather and rig moved to safe area. Constant watch placd on bumper and at 2305 hrs<...> The cover plate broke free.Dimensions 10.7m long by 1.3m wide.Weight approx. 2.0 tonne. At 0005 hrs<...> The bumper (encased in tyres) broke free.<...> Notified again.Dimensions 12.0m long by 0.5m diameter.Weight approx. 3.0 tonne. No 5 anchor chain failure during prolonged adverse weather – weather at time of failure no 5 anchor chain bearing 179 degrees - chain deployed 1466 m rig was moored in a position 15 m forward of the location wellhead and clear of all other seabed wellheads. Lower riser package and marine riser were disconnected in anticipation of adverse weather at 1635 hrs <...> Commision work ongoing on diesel / gas generators. In engine room flexi hoses to engine were disconected due to preperation of pressure test of same. Hp fuel gas system in shutdown mode, all ebv's fail safe open and vent for flare open. Detected gas in annulus on fuel gas lines to engine 1c and 2c. Gas for flare system was pressured back through ebv's on fuel gas stamd. The marine officer (mo) and a rigman went to the starboard potable water hose to deploy it, in order to take on water from the supply vessel, the <...>. The water hose is constructed of 3 x 15 metre lengths coupled together. The crane operator raised the lead hose coupling directly aloft above the work station and in doing so, the crane wire and subsequently the hose following it, passed close to the turbine air intakes which extent out almost directly above this location the design of the lifting connection on the <...> Coupling causes a kink to be imposed where the hose joint the tail of the coupling (the point failure), when it is lifted aloft. As the hose was raised the mo and the rigman, who was the banksman, stayed insitu to ensure that the hose cleared its supports without snagging. This was standard practice. When the majority of the hose had been raised (in excess of 1 length), the hose parted from the lead coupling and dropped onto the walkway and men below. The steel coupling connecting the first and second lengths, landed between them and the hose on top of them. Both men were aware of the hose falling, split seconds before impact, but despite taking evasive action, were unable to escape contact, or indeed have enough time to shout a warning to each other. Both men were known to be suffering shock and were thought to have received only minor injuries at the time. However, one was stood down from duties for the day to rest. This individual was subsequently medivaced the following day for further investigations by a doctor. Of the 3 witnesses interviewed the mo said that the hose had becomesnagged on the turbine air intakes. The duty hse inspector, <...> Was informed at approx 1020hrs <...> While tripping in the hole with 4 1/2" liner on drill pipe and weather conditions of wet, windy and rough seas, the derrickman noticed one of the doors at the back of top drive, flap open and then fall to the dril floor. He shouted a warning to the floor below where three floormen were working and they made off out the way, however the door fell beside one of the floormen bounced 3' in the air and lightly brushed his coveralls before comming to rest on deck about five feet from rotary table. On <...>, While testing bop's, failed to get a consistent pressure test. Saw external leak with rov at wellhead connector.Set packer in cased hole to change wellhead gasket. Upon this further testing showed in-consistency in pressure test.Rov monitored external leak on riser kill line. <...> At 21:00hrs decided to pull bop's to surface in order to determine any problem/malfunction During cargo offloading operation a bang was heard by the bosun.He found a leak at a <...> Coupling aft of the turbet.He called to shut down the transfer pump.Cargo transfer operation was suspended. At 1210 the general alarm was sounded.Leaks discovered at the metering skid on stream / fcv and prover inert valve from stream 3. Approx 50l of crude oil spilled over board. M.v. <...>. Hit port aft leg. Hole in vessel "bash rail" scratching on 2 teeth out bd cord in port aft leg.No other visable damage. A locating grub-screw backed-out resulting in one of the stand locatingpins/fingers on hte <...> Finger board falling to the rig floor.No-on was injured. Wireline running tool 3.5kg dropped 85 feet from derrick to rig floor, was connected to wireline and run up to travelling block weight of line was heavier than tool and whipped round travelling block and fell to deck.



Job inspection/maintenance on topdrive carrage position sensors. 4hrs into shift, 3 days into tour. While observing the position sensor on a dolly track elect signalled on a dolly track. <...> Signalled for t/d to be raised. As it approached him he stepped forward to closer observe the interface between sensor and target. He placed his left hand on the dolly track just as the upper dolly wheel passed trapping and injuring his left hand. Rig hospital treatment & medicvac to ari. Immediate all crew safety meetings to review job preparation and planning personal appreciation of hazards and their proximity. The position the incident occurred is not a routine work place or readily accessible. At approx 03:15 am, operations were running in hole. A stand of 5" drill pipe was picked up and made up to top drive, at this time a drill pipe latch retaining finger fell from the derrick (approx 90ft) and landed between the racking arm control cab and the rotary table. The drill pipe latch finger weight is approx 3 to 4 pounds and a high patential for personnel injury existed. Fortunately in this case it was a non injurious incident, the immediate action was to stop the job and carry out an investigation by drill crew and safety rep. It was found that the pivot pin from the retaining latch finger is held in place by a grub screw only, but was found to be inadequate for the job and did not in fact screw in far enough to make contact with the pivot pin. This meant that the pivot pin was free to work loose. The only thing holding the finger in place was the linkag assy, but once actuated by the derrickman from his cable from his cab the piston linkage pin was able to withhold the finger weight after possible contact with the drill pipe and on inspection was found that the piston linkage pin was more than partially sheared through with an old break. Sign (measuring 6'10" x 9' 10") was being removed from monkey board wind wall (external).The bolts securing the sign to the windwall were being removed when a section of flat bar (measuring 6' 8" x 2" x 1/4") sandwiched between the wind wall and frame of the sign fell 85' – hit 'v' door/catwalk/main deck - personnel had previously been moved out from under the derrick - and tannoys had been made. Rig operation - wireline. Weather conditions wind west 25 knots. Welder was removing a section of handrail on the access walkway to winch cab.Hot slag fell onto the deck and ignited some debris/grease/oil that was lying underneath winch.The resulting fire heated up a hydraulic pipe which ruptured, causing the fire to increase.Crew were mustered and fire team extinguished the fire. Damages done to the winch were electrical cables burned and hydraulic pipes cracked.Emergency release of chain.Possible cables and pipes to be repaired. Ip was helping deck crew unload supply boat.While positioning the last lift a half hige container containing 10 x 45 gal drums of de- greaser.The ship took a big roll trapping ip against a waste compactor and the above half hige container. Rig operations at time of incident were pulling out of hole with 7" liner running tool assembly. Assembly depth at time of incident was 8790'. Weather conditions were as follows: wind 55-65 kts(at crown) from direction of 130deg. Seas (max) 18ft from direction of 130 deg. Heave 4' - 6' pitch 1/2 - 1 deg (single amplitude) tension on anchor chains no5 and no 6 were between 240 270 kips. Chain tensions are set to alarm at over 300kips. No alarms had been raised during the 12 hour period to time of incident. At approx 12:45hrs rig experienced a roll of approx 56degrees. Anchor tensions alarmed on the dms,indicating loss of tension on no 5 and increase in tension on no 6 to 360kips. Visual investigation confirmed no 5 chain hanging loose at stbd aft column. The chain is 3" diameter orq/qt-s. Both thrusters were immediately started and put on line at 80% power to maintain position and ease tension on no 6 winch. Hang-off stand was connected to string and run to well-head and landed out. Lower pipe rams were closed and running string recovered to surface. Riser was then dislaced to seawater as contingency in case we needed to unlatch. Shear rams closed and well annulus monitored through the lower kill line. Tensions on winches no 1 and no 2 was also eased to relieve no 6 and no 4 which had risen to around 300kips+. Immediate weather forecast shows earliest window to commence work to recover and re-connect chain as <...>. Whilst picking up 2 & 7/8" tubing from the contilever deck a jnt of tubing fell through the pick up alevator and landed on its pin end balancing momentarily before falling horizontally across rig floor narrowly missing two men. See previous oir/9b relating to the loss of the boat fender plates from no. 2&3 stbd columns. It is assumed that the damage sustained and outlined in the attached report was caused by the fender plate while it was partially detached Whilst retrieving no 7 anchor to bolster the anchor came upon its back and had to be lowered back down in attempts to turn it.During this operation, whilst the anchor was hanging below the bolster, the flukes contacted the hull holing it in two places.The environmental conditions at the time: wind sse 15 kz wave height 3mtr pitch 2 degrees roll 2 degrees



While circulating prior to setting a cement plug a 'hydro-jar' flushed steel safety clamp weighting 98lbs and measuring 18" x 6.5" diameter fell to the rig floor from a height of approx 80ft. No personnel were in the immediate area.Subsequent investigation found that the clamp had been properly fitted to the jar which had been racked back in a 9" collar bay on top of 2 4.75" collars. It is thought that continueous heavy contact of the stand with the sides of the bay had resulted in the two allen bolts slackening off which allowed the clamp to fall. The intention is that the <...> Bolts will be secured with turns of duct tape or tywraps. All drilling personnel have been made aware of this incident. The suppliers <...> Have also been informed While disconnectng the empty propane tank, gas was observed passing out of the hose end of the quick connector the operator immedately re-made the connection but the gas detection system had already picked up and this resuiled in a pesd While drilling <...> At 9094 md an increase in flow was noted & well was shut in with 1000 psi on dp and 1080 psi on csg. A total gain of 2.5 bbls was taken. Kill weight mud of 12.8 ppg was circ around & well was monitored. Sidpp was recorded at 190 psi and sicp was recorded as 380 psi. Mw was increased to 13.3 ppg and circ around. Well cont'd to be circ with minor loss/gains, however it cont'd to slightly flow when pumps were shut down. After some indications that formation was acting as being super charged drilling resumed at 1930 hrs on <...> To casing point at 9320 ft md – after wiper tripping and monitoring the hole an lcm pillwas placed at bottom of hole and mw increased to 14.2 ppg above kick zone. A 7" liner was run and cemented without inc on <...> - drilled out liner and drilled to final well td as of <...> The rig had commenced picking up anchors from the <...> Location and no 4 had been recovered and racked.The rig started moving and and the anchor and chain had released.The winchman got the brake engaged but by this time 518m of chain had run out and was lying on the seabed. During crane operations with supply vessel <...> The crane wire came into contact with the non directional heicopter beacon,supporting beacon ariel being knocked off.9" long 11/2" diameter fell onto deck of supply vessel. Prior to lifting a cargo container from the deck, the port crane whip line was raised, causing the headache bail to come into contact with a stationary container, which resulted in the hook/chain assembly to shear from the headache ball.Conditions were favourable and no-one was injured.The crane operator and deck crew were involved in the operation The purpose built tanker <…> was alongside and tethered to the fpsowhen either the automatic station-keeping system on the tanker failed(designed to keep the vessel 60 m clear of the fpso) or a human error causeda collision between the two units. Production was shut down. Aninvestigation is underway. The accident occurred whilea cargo of heavycrude was being transferred to the vessel for delivery to the nigg terminalin calm weather. The bow of the tanker hit the stern of fpso causing damage.The collision caused only superficial damage to the vessels. No pollutionoccurred.The production was shut down while the incident was beinginvestigated. Shutdown lasted > 1 week. While trying to start up production after shutdown on <…> followingthe collision with tanker <…>, 685tonnes of crude oil was spilled to sea. The m tug/supply vessel <…> was first on scene, spraying dispersant on the spill. Bymid-afternoon the spill was centred some 10 km sw of the fpso and coveredabout 10% of a 200-sqkm area. Some 3 weeks later it was reported that theall spilled oil had been dispersed after a marine and aerial clean-upoperation. Post-spill environmental monitoring was carried out. While waiting on weather to resume slickline operations, coiled tubing frame lifting "nubbin" pulled through the 5 inch manual drill pipe elevators attached to travelling blocks.The string dropped approx 10-15ft coiled tubing frame falling the same distance and resting against stands of drill pipe stbd fwd of derrick. Rig floor hook up consisted of riser, surface tree and coiled tubing attached to travelling block assembly. Weather clearwind:27-33 knots, dir.185 degrees. Seas:14-16ft, dir.190 degrees. Pitch:0.3-1.0 degrees. Roll:0.7-2.4 degrees.. Heave:3ft av. Max = 9ft. Drilling 17 1/2 hole-trip for bit- 3bbl influx close in bop - strip to bottom - circulate out influx with weigh up mud Object was dropped.There were no injuries: object seems to have been thrown -projectile impacted and caused minor damage.Investigation has failed to find who is responsible.Timescale is over a 36 hour period During trip in hole with 6 5/8" drill pipe, a guide plate fell 25' from the pipe racking system to the drill floor. The arm was in the process of being moved from well centre to set back area to pick up the next stand of pipe. There was no pipe in the prs at the time. A guide plate from the lower arm fell onto the floor, weight 800 grams. There was no one standing directly below. During the comissioning test run on train b 3rd stage gas compressor two gas leaks were detected om the 1" methonal injection line to the dry gas header. The leaks occured on the upstream flange of <...> And the down stream flange of <...>. The header pressure at the time was approx 200barg the 3rd stage gas compressorwas immediatly shut down and the leakage isolated by closing the dublock valve <...> The dry gas header was then depressurised to flare.



Whilst lifting 130" length of hose, weighting w.6 tonnes from pipe deck to v-door the 3 tonne webbing strap broke and hose fell.No injuries. During anchor recovery operations with the vessel <...>, No 6 anchor had been lifted off bottom and was being recovered back to the rig.At 1629 <...> Chain inspector alerted the winch driver to the fact that the chain had broken.The winch was immediately stopped andbrake applied.By the time these actions had taken effect the end of the chain had passed over the winch gypsy and dropped down into the chain locker.The chain counter reading was 2798 feet.On recovery of the end from the locker the joining shackle was found to be in place but was broken. No excessive tension had been noted whilst hauling in the chain.The joining shackle and both sides of the adjacent chain have been retained for analysis. Anchors were being recovered with the rig at operating draft of 83 ft during no 6 anchor permanent chaser pendant (pcp) recovery operations, using the starboard crane whipline, the pcp was released from the anchor handling vessel <...>, The whipline was subjected to a shock load.The shock load damaged the whipline hydraulic pump.The pump damage set it to "haul in" (not known at the time) and this function could only be stopped by operating the emergency stop.This resulted in the whipline, after an initial stop spooling off of it's drum into the sea still attached to the pcp. It was subsequently established that no 6 anchor was further out than thought due to the existance of an old white paint mark on the chain which had been mistaken for the correct deep draft move anchor position mark. The operation was tripping out of the hole when one of the hydraulic hoses for the top drive retract system burst.The damage hose was disconnected on both ends and a new 1" hose was secured on the outsideof the service loop and connected to the system as a temporary repair. Intentions were to repair the original hose at a latter occassion. Activating the retract system the driller noted that the travelling block retract system did not move simultaneously.However a small delay was known about, after the installation of a small hydraulic hose on the top drive retract system at a previous occasion. Realizing that the top drive retract system did not follow the retract system, the driller was about to stop the operation as the pad eye flew across the drill floor and landed nearby the poor boy degasser.The distance is approx. 20'. Whilst working on no's 7&8 tensioner platform the scaffolder heard a loud noise (crashing). On looking up he saw an object falling to the deck near the compacter. Upon further investigation he dicorvered that it was the pigging room roof emergency shower water tank lid Drill crew were in the process of installing an mwd filter screen and spear into a stand of d.p.The operation was being carried out at monkey board level.As part of the crews pre-job plan the drill floor had been cleared of all personnel.There was one floorman in a riding belt at that level.He had control of the screen by means of a choked webbing strap around the neck of the screen.As he was about to insert the screen and spear assembly he has stated that the wind effect - gusting up to 50 knots - caused the screen to be hung up on the monkey board and to be inverted.This caused the spear to fall to the drill floor, about 80 feet.No injuries or equipment damage resulted. The incident was reported to the oim and the use of the screen and spear assembly was suspended. Incident reported to <...> At 1030. Craneboom fell approx 20 ft to crane rest - some damage to crane boom but no injuries - rig suspended from operations pending daylight Splinter of timber was observed to fall from crane boom onto container stowed on supply vessel <...> Aft port deck. Offloading heavy lift items from supply vessel <...> On port side of rig.Utilising port crane.Immediately prior to incident crane had just landed container on deck with the main block the boom being at its maximum height.At this time roustabout on deck observed whip line ball swinging and hitting boom in area of timber protection on boom.Crane then preceeded to swing round and boom down to pick next lift from boat, at this time splinter of wood was observed to fall from boom to boat. Examination after event - crane was lowered onto pipe deck for visual inspection of boom, wood used to protect chords of crane was found to be damaged consistent with being hit by aux. Hoist crane ball.Holding down u bolts for timber were found to be in good condition.Utilising grinder all remaining timber and u bolts in this area were removed in order to resume safe operations. Hthe task in progress was loading perforating guns into the tubing string. The guns were picked up using a rig floorair winch, a clamp was placed on the wire to support the guns while the tugger was removed. As the tugger was being lowered to the rig floor by a floorman on a riding bely the ip, also in a riding belt, loosened the clamp before having the 20/25' of slack logging cable picked up to support the weight of the guns. The guns dropped inside the string and the wireline tightened violently stricking the ip across his back and pushing him so his face hit the luricator. The wireline also caused a sheave to jump which struck the engineer causing slight bruising, on the leg. A third party wire line operator,<...>, Caused their tool to be pulled into the top sheave, the wire parted and athe tool fell. Whilst backloading supply vessel, a conatiner was landed on the vessel's deck and the whip line lowered at the same time as the vessel pitched the crane pennant safety hook came into contact with the container and opened up, releasing the container slings.



The operation in progress was to check if the hypochlorination pump was pumping. The pump was isolated and was being disconected on the dischare side of the pump - this is a flexible hose. There was residual pressure in the hose and it whiplashed after turning connection nut 1 turn. The hose struck the ip on his face causing sodium hydrochloride 15% solution to splash under his safety glasses and into his left eye. During cargo offloading the watchman on deck discovered a leak on the metering unit. He immediately informed the ncg and the cargo pumps werestopped and the cargo transfere operation was suspended. No gas sensors were triggered, the area was searched by use of portable gas meter. No gas was detected. Approx 50 liters of crude oil was spilled on deck. No oil spilled overboard. A leaking gasket was observed on the flange of produce inlet valve stream no 2. Dropped the blocks/top drive.Hit iron roughneck, which has been badly damaged.Blocks had been hung off for slip/cut operation on drill line.Clamp around drill line, but wire slipped through the clamp.Blocks came down about 30ft.Application of disc brakes caused "birds nest" problem with drill line.Senior mgt of rb & bp going out. Oil leek <...> Supply boat was discharging casing and barite alongside the <...>'s port side whereby it collided with the port forward and centre columns.Watertight integrity of rig unaffected.Master of s<...> Reports he had been holed on his port aft quarter and was proceeding to <...>. Weather: wind 23-27 knots, gusts 32 knots, direction 225 degrees. Seas 10-12 feet (sig), 6 second intervals. Pitch 0.7-1.3 degrees. Roll 1.1-2.8 degrees. Heave 1.5-3.0 feet. Visibility 5 miles/squally showers. Section of plastic crane jib protector fell to supply vend deck c 220' weight about 3-4 lbs. 1' x 0.5' Standard sized oil drums (205 litres) were being transferred from the starboard side of the rig to the port side, for decanting into the engine room. The 'easylift barrel lifter' in conjunction with the starboard crane was used to transfer the barrels. One barrel slipped from the barrel lifter and struck the top of the b.o.p. stores container before landing on the deck. The total height fallen being approximately four metres. The 'easylift barrel lifter' was attached to the barrel in question and the man attaching it percieved the lifting appliance to be quite loose, even with the locking pin in place. To tighten the mechanism the man removed the locking pin and tightened the threaded screw bar. When the threaded screw bar was tight the man discovered the locking pin would not insert as the threaded screw bar had tightened the appliance so that the holes for the locking pin would not line up - the barrel lifter was actually screwed tighter than it would be with the pin engaged. The man signalled the crane to lift load, he checked the lift, everything appeared secured and the lift went ahead. When the drum was traversing the pipe deck it slipped out of the lifter. The operation was stopped, the crane made safe and the barge engineer informed. An inspection of the drum showed it to be damaged but the contents were causing no danger to the enviroment due to spillage. The drums remaining on the starboard deck were checked for variation in diameter or difference in profile. The difference in diameters of the drums is a maximum of 12 mm and a minimum of 6 mm. The barrel lifter is not adjustable by design. The man observed a problem with the barrel lifter but chose the wrong direction to eradicate. Drill ahead to 11945' md. On bottoms up, gas increased to 3.4%, flow increase from 24 to 30%.Flowcheck positive - shut in well, monitired pressures.Sicp 50 psi, sidpp 0 psi.Pit gain ess than 5 bbs. Circulae gas out using drillers method and 11.2ppg mud. Shut in well, monitired pressures, sicp 0 psi, rising to 10 psi in 10 mins.Flow check at choke no flow, opened well, flow check, no flow.Increase mud weight in pitsppg, drilled from 11945' to 12002' md, no connetion gas on bottoms up. Stbv <...> While delivering a lifting boom to crane no.2 she came into contact with <...>'s port side amidships, with her port quarter. Weather: sw force 4, 3-4 metres sea. Minor damage to <...> At frame 93-94, sl40 bend approx. 3-5cm inside tank 6 port wb. Lifting a bundle of 3x6 3/4od drill collar, load swung into door of paint cock the door struck the ip knocked him out result 11/2" laceration and badley bruised left knee. During routine coil tubing operations of running in hole with casing perforating guns the injector unit used to feed the coil tubing wasnoticed to be vibrating so the operation was suspended to allow investigation of problem.During investigation the coil tubing was reversed and a gripper block used to guide the coil fell approx.45' to the drill floor.Gripper weighs approx. 3lbs.Drill floor had been cleared of personnel in anticipation of something being loose.The gripper block retaining bolt was found to have backed out.All other blocks as well as the unit itself were inspected with no defects noted. Unit was re-assembled and operations continued.Restricted access has been imposed on drill floor during this operation. Wind was 12 knts ssw, no rain, visibility mod - good, rig motion slight. During commissioning test runs on the hp fuel gas compression, two leaks were detected on the system.The fuel gas compressor was being slowly pressured up to 220 barg prior to test run commencing.When the system pressure had reached 164 barg, two leaks were detected simultaneouslyat 33-ebu-1718 and 33-fo-1740a.A small quantity of hydrocarbon gas was released to the atmosphere.The system was immediately depressured and tests suspended pending investigation and repair.



Removing a <...> Running tool from its storage skid. The tool was stored inside its protective sleeve.The deck crew were unable to observe its base.As the tool was raised it was noted to have a metal protector attached.After being raised 10' the protector fell to the deck.No one was injured.It was discovered that the tool was not designed to hold a protector.The one in place was being held by tape placed around the 'o' ring seals at the bottom of the tool. Smoke was observed in the mess room on the main deck level and on the 'a'-deck level in the accommodation. The smoke was comming from the lovrers in the ventilation. The alarm was manually raised by the radio operator on duty upon request from barge engineer <...>. The fire dampers in the accomodation was closed prior to the alarm being being due lack of rig air pressure. The air condition was still running with power on the pre-heating elements. Due to closed fire dampers the air condition unit was heating up air in a confined space without normal air flow. The air condition unit pre heater housing contained waste and dirt. Rig drawings of air supply lines are not correct. Bulk system and drill floor can br run off normal rig air supply with service air isolated from the other areas on the rig. Air condition unit and power to pre-heater elements does not shut down when fire dampers are closed due to lack of air pressure. Breaker for booster heater elements in the accommodation ventilation system does not shut down when qsd is activated due to the fact that the air condition unit was still running with power on the pre-heater elements in a confined space with no air flow, the heat development generated smoke from the dust on the pre-heater elements and possibly waste & dirt. The smoke development eventually travelled throught the ventilation system into the accommodation and was finally detected by the smoke detection system. Failed lifting gear.Block sheave dislodged fell to rig floor. Service hand opened the m/a v/v on the hpu inadvertently unloading annulus volume and gas to surface.Immediately shut v/v off.No injuries.Blow out master bushings, dropeed 5" stand drill pipe and running tool down the hole.Running in hole to retrieve tree cap. High winds westerly.Wintry showers. Well kick at 8258 tvd - 5bbl gain- shut in well - sidp 1570 psi sicp 1680 psi - weigh up mud to 16.8 ppg - kill well - note collision with riser by supply boat when offloading chemicals. Code 13 Fmc hand opened a.w.v. On subsea tree blew water and gas up riser and lifted bushings and bowls human error Supply boat, <...>, Collided (brushed!) The drilling conductor.At the time the well had taken a kick and was flowing.The weather was rough. At 0855 the radio operator requested the crane operator to do a mail transfer to and from the standby vessel <...> Using the <...> Frc whilst the mail transfer was taking place the whipline payed out fully and came off the drum. The headache ball landed in the frc, puncturing the port sponson with the whipline trailing over the side into the sea. The crew of the frc (3 person) sat on the starboard sponson to balance weight of the line and ball on the opposite side. No people entered the water. The <...> Launched their second frc and rescued the first frc crew. The damaged frc was subsequently recorvered by the original frc from the <...> Once the whip line had freed itself. The bow crane was being positioned over the oil room hatch.Attempted to lower main block, not operating.Contacted electrician opened the crane motor housing door, smoke was evident and a small fire was visabl in 'w' grid assembly. Ydrocarbon release from riser when tubing hanger seals passed.Unloaded riser.Closed pipe ams and annular.Let down pressures through choke manifold.Monitor well. The 2 injured persons were checking the operation of the cement unit, as part of the process of familiarisation, as neither had been on this rig before, and had been on borad for only 2 days. The rig cement system was not in use, and there was no pressure in any cement line to or from the <...> Cement unit. Some days previously, the cement from the tanks had been discharged, but this does not go as far as the <...> Unit and all the lines were checked as empty at that time. At the time of the accident, rig crew were engaged in rigmove operations or in preparations for spudding the next well. No work permit was requested by, or issued to the injured parties. Nor was any information requested about the operation of the cement unit from the injured parties. There was no one else in the area of the <...> Unit at the time of the accident. The air operated surge can valve at the bottom of the can was operated from the control point and failed to operate. Both injured parties attempted to look up inside the opening of the surge can to view the valve, whereupon it openned suddenly with a bang, and both were hit by a blast of air/cement dust knocking them away from the opening and into various pipes and steel fastenings in the inmediate area. <...> Struck his right arm on something hard and <...>, Who was nearest the valve sustained moderate to severe cement blast to his upper body, hands and face. He also sustained brusing to his left arm where he was knocked againist something.



Rov<...> Fell out of tms, down to sea. During recovery of rov at approx 22:00 the latch indicators of the tms failed to give a latched indication, due to dc r's despite various efforts to dislodge the rov from the tms (thrust down pay out, winch in quickly) the vehicle stayed in firmly in the tms. When the tms was docked on the surface the vehicle fell from the tms back to the sea. Tms was lowered to the water and the vehicle was once again docked into the tms and recovered to surface.There was still no 'latched' indication at this time.Once tms was lifted out of the water one of the 2 indicators showed latched. At 2030 the welder made a request to the toolpusher for a length of grating (6m x 1m - 251kg in wt) to be delivered to the workshop in order to allow him to continue with fabrication work the following morning. The grating was 'buried' below several other sheets of grating between the pipehandler tracks (se corner of pipedeck). The toolpusher advised the deck foreman, who visited the worksite and instructed his crew of 3 that the length of grating should be removed by the crane, slung, and moved to the workshop by crane. The crane was slacked off and the grating was supported by two personnel whilst it was unhooked . The grating was lowered manually from the pipe handler track so that it remained vertical with approximately 4.5 metres already into the workshop. The grating was supported at either end by deck crew and in the middle by the injured party. Whilst attempting to slide the grating into the workshop it slipped from the vertical striking the ip on his left foot. The ip reported the incident to the toolpusher at 0100, continued with his shift, and reported to the medic the following morning. He was medivaced with a crush injury to soft tissue of the toes of the left foot Durning start up of <...> Compressor 'a', 3rd stage. A gas release was discovered from a flange down stream of filters on the seal gas on the machine. The machinewas immediately shut down and blown down to h.p flare and the leakage the leakage rate rapidly decreased. The flange bolts were tightened up and the flange was service tested durning the next start-up using a portable gas detector. No leaks detected. At approx 22.30 on <...> While laying down 5 1/2 " tubing, a joint of tubing fell out of a set of single joint elevators, slid down the v door and fell onto the catwalk at main deck level. Nobody was in the vicinity of the catwalk and there were no injuries. Compressor 'a', 3rd stage was running under normal conditions when the site operator discovered a very small gas release from a flange on the seal gas system to the machine.The machine was immediately stopped and depressured to hp flare.The bolts on the flange was re-tightened and the machine restarted.All flanges on the seal-gas system for the machine were also checked before start-up.Flanges were checked during start-up sequence using a portable gas detector without any leaks detected. The hp <...> Compressor train 'a' was running under normal operating conditions when the production superviser observed a minor gas leak from the 0.75" blind flange on hv-10412 bleed valve, between the double block valves on the 3rd stage seal gas liquid trap. He immediatedly radioed to the control room to shutdown and blowdown the machine. As the leak rate was very small no gas detectors were activated. The joint was replaced. When the machine was restarted the gas detection system was activated and the ncc (control room) again instructed to shut the machine down. The leak was traced to the 0.75" drain connection on the seal gas filter 04-f-005a. The o-rings were found to have failed. These were replaced and the machine was leak tested using nitrogen. Crane crew employed in offloading bundles of 13 3/8" casing from supply boat. Ip was engaged in landing bundle of casing on pipe deck.On landing the crane slackened weight off load and ip using tag line pulled hooks towards and let go hook.On letting go hook casing apparently moved trapping his foot between 2 joints of casing. Drilled 8 1/2" hole to 3721m pulled 2 stand to 9 5/8" shoe pumped slug & pooh 6 stands 5 bbl gain on hole fill rih to bottom & shut in well sidp = 200psi, sicp - 700psi, increase mw 1.82 - 1.88 sg confirmed well stable.Opened bop's circulated normally with 1.88 sg mud at reduced rate to minimise losses.Pooh 5 stand - flow check pooh 5 stand flow check pooh - flow check at bop rih to core reservoir. Whilst laying down 5"drill pipe from the derrick the driller switched on the top drivelink tilt to put the bottom joint of the stand in the mouse hole.The link tilt was fully extended and when the driller lowered the pipe into the mouse hole the elevator landed on the monkey board shearing the bolts that secured the bolts that secured the board in the derrick.The safety slings on the derrick prevented it from falling to the rig floor but eight of the sheared bolts fell to the floor. The filter material in an air handling unit overheated and caught fire. The material had recently been changed to try and improve efficiency. The material has been removed from all locations and a more suitable replacement will be found. Specifications of the material which caught fire are to be checked for suitability. While lifting <...> 20' workshop from supply vessel/<...>, The lifting equipment that was attached to the empty explosive container snagged up and was lifted a height of approx. 2 metres. The bunker came free and fell onto the back of the supply vessel's deck while the crane operator was attempting to lower the <...> Unit to correct the situation. No damage was incurred to the supply vessel deck.The deck crew were also well clear of the lift in progress.



Rov was being recovered from the water.Weather conditions were good. A wire line was run down to the rov from the recovery crane and latched on.The rov was hoisted from the water and lifted above the hand rail. As it was swung inboard the recovery wire parted.The rov landed on the hand rail and toppled inboard and landed on its side.No one was any where near the rov at the time.However at times a crew member is required to guide the rov to its landing point using a boat hook. A 1" airline running fro the bop deck down to the wellhead work deck fell 30ft narrowly missing a group of amec project personnel.It is thought the airline became detached from a temporary fixed/roped position.This is thought to be the case rather than from the fixed air point as a whip check and crowsfoot pin had been installed whern the line had originally been rigged up.No one was present on the bop deck at the time of the incident.At some point it is believed the line was removed from the air point and tied odd to a handrail using a rope. This cannot be confirmed since no one has come forward with information. The incident was reported using the stop card system and hence a delay has resulted before being brought to the attention of the oim. Tension on no.5 chain was ranging between 250 - 350kips and at approx. 11:11 tension increased suddenly to 380kips (last recorded), and seconds later was recording 14kips.Visual investigation confirmed no.5 chain had no tension.The chain is 3" diameter orq/qt-s Discharging last lift of deck cargo - an open basket containing drilling equipment - the crane lifted the basket and swung it against the cargo barrier to check the swing. This action caused the (unsecured) contents to have a battering ram effect on the end of the basket causing the hinges of the end door to give way and the end to fall off deck crew were well clear & no cargo fell out of the basket. At 07:10hrs the crane driver reported a 4ft long 3x3 section of the corner flashing moving in the strong easterly wind. At 07:10hrs before remedial action could be taken, the flashing came loose and was blown into the sea port fwd. An inspection of the cladding at the crown was completed and found to be secure. While drilling ahead in zechstein with oil based mud at 15.3 ppg, increase in pit level was detected. Well was flowchecked and seen to be flowing brine with no associated hydrocarbons. Bit pulled back to 9 5/8" -10 3/4" casing shoe and well circulated with oil based mud at 15.8 ppg with annular preventer closed and choke open. As brine influx continued to contaminate oil based mud, the mud deteriorated to a point where it was about to separate and disintegrate. At this time well was closed in at the choke and pressires monitored while preparations were madeto displace to a water based system. Supply vessel <...> Was discharging cargo all side the rig and made contact with forward side lassing as causing indention to haul 2 feet by 4 feet - slight damage no breach to tank. Drilled 12 1/4" hole to 9 5/82 casing point at 10,800' md, 10,600' tvd with 15.0ppg mw.pull/pump ooh to 13 3/82 shoe at 8700' md, 8485' tvd flow check @ shoe - neg. Circ. Bottoms up at shoe.Trip in hole to 10,730' md. Wash & ream to bottom. Pit gain recorded. Flow check to trip tank - gain 10bbls in 10 mins. Shut well in. No press.open well to trip tank, well still flowing. Shut in well and monitor. Gained +/- 29bbls while checking for flow and shutting in well. Scip built to 545psi. Circ. Well on choke utilising drillers method. Open well - no flow. While drilling ahead at 11187' in the leine/stassfurt halite with 13.5 ppg mud(although some light spots had been observed), a 2bbl gain was noticed. The drill string was picked up off bottom and circulation continued prior to flow checking.7" off bottom, the hole packed off. After attempting to work the drill string free and pumping a hi-vis pill string was freed with a water pill(10.1ppg). While preparing to pump water pill, losses of 24bbl/hr were observed. Picking up of the drill string continued; the hole again packed off and was worked free but a slow steady flow was noticed. The flow reduced slowly but after 20 mins. The well was not completely static. The well was shut in with the pipe rams and momitored. After 15 mins. Annular pressure was 0 psi. Opened rams well static. Continued to pooh, backreaming as necessary. Well remained static. Rih with new bit and bha washing and reaming as required. At 9791' lost 7 bbl - flow checked, well static. Continued to wash and ream to td at 11187'. Drilled to 11406' - observed 2% increase in flow and gained 1 bbl. Shut in well on hydril and monitored. Annulus pressure 50 psi after 20 mins, mud weight in 13.35ppg; out 13.25ppg. Sidpp = sicp opened well & flow checked - well flowing. Shut in & circulated with 13.5ppg mud. Returns initially 13.0 - 13.3 ppg, but circulated to 13.5 ppg returns. Well flows are attributed to u-tubing caused by mud weight imbalance while drilling through <...> Salts. This was further exacerbated by spotting the water pill to free pipe. Plan is to continue to drill ahead to casing point at 11800' with 13.5 ppg mud. 9 5/8" wear bushing run in hole & set. Lower pipe rams closed on drillpipe to establish reference point for newlt installed wellhead assembly. Yellow pod went into "run-away" (loss of control fluid). Same problem experienced with blue pod. Both pods observed to have retracted. Pod line charge pressure found to have increased from 1200 psi to 2600 psi, increasing pod line tension. Extra line tension over-ridden hydraulic locks and pulled both pods clear of their receptacles. Pod line pressure bled down and pods re-engaged. All functions now normal.



During a well clean up operation on slot 10, well 24 gas was detected by the fire and gas panel and initiated a g p a. The emission caused a single gas detection at the gas export compressor "a" ventilation inlet the comfirmed gas detection being triggered by the encolsed mixture at the ventilation exhaust.the weather conditions being fresh breeze 15-20 knots. No injury to personnel. No damage to property. Well control incident. Gas. Well being shut in to control gas ingress. Incident started on thursday 16/04/98 at 15:15. Still going at 18:15 on 17/04/98. Controlled on 17/04/98. Whilst laying down equipment preparatory to rigging up casing fishing equipment, the crane operator and deck crew fitted a sling to thebottom end of a joint of 9 5/8 casing which had been laid down onto the 'v' door ramp secure against the bottom top ramp, and the casing pick up elevator sling arrangement disconnected. The sling was then hooked onto the port crane whip line preparatory to tailing out the casing onto the catwalk. When the slack in the sling was being taken up on the whip it appears that the lateral movement of the overhaul bail swinging was sufficient to jerk the bottom of the casing over the top of the stop (7"-8"). The casing joint, which was still attached to the whip line then slid/fell straight down the v door ramp onto the catwalk coming to rest with the casing elevator pick-up arrangement against the stop ramp. All personnel on the pipe deck were standing clear of the catwalk at the time of the incident. Liner w/integral packer run. Well had been flowing brine. Packer may be leaking or liner collapsed. <...> To set another packer. If still flowing will investigate leak. <...> Will inform us of progress. Originally reported to oim <...>.Yellow tugger on drill floor being used to move drill collar when line snagged on a light fitting up in the derrick.Light fitting fell to the floor. Operation progress wireline to recover a plug - atool was in the hole - the wireline operator proceeded to the rig floor believing that he had test the unit secured. The unit operator noticed the winch heaving and the tool came out the hole. An attempt wa made to return the unit and stop it. It was not possible. The tool came out and gell 5 feet to the floor. Bolt sheared and fell 105 ft to drillfloor - narrowly missing a roughneck. Mdt fluid sample taken at 18252 ft on <...>. Details of analysis available on <...> After oilphase completed tests. Concentration of h2s measured at 3000-5000 ppm on three samples (same depth). Contradicts expected concentration of 37 ppm established during a 500000 bbl ewt in <...>. Two different recording devices used by oilphaseto confirm readings. Nothing seen during drilling. Reservoir pressures show communication across faults. Full cascade system will be mobilised for the rig well test in case this level occurs during testing and <...> H2s procedures will be in effect. <...> Shack is double decker on <...> Shack the access door for the back panel of instrumentation & computers is 11' offthe main deck this access door is only opened for rig up rig down & maintenance & notaccessable from inside the shack. <...> Worker <...> Devices stood on the <...> Roof & was opening the access door to work on the instrumentation,the hinges of the door were rusted & the pins broke the door bounced off the <...> Roof & onto the main deck. No one was injured an incident/investigation was made & remedial action taken. The operation on the drill floor was pumping out of a hole prior to removing near surface check valve and installing choking drill collars, part of the programme planned for the day. The equipment in question is the shaffer pcwd. While pumping out of the hole, with the drillpipe body across the table wiping the pipe, the pcwd momentarialy release pressure into the lp riser which propelled some of the mud contained in the riser which propelled some of the mud contained in the riser through the rotary table. The roughneck wiping the pipe moved quickly away and in the process fell backwards injuring his back. (right lumbar region). The driller immediately stopped moving the pipe. At the same time the under balanced supervisor switched the pcwd to static mode, exerting maximum closing pressure on the element, reinforcing its holding capacity. Underbalanced circulation continued without any problems/pcwd leakage whilst the situation was assessed. Two others on the rig floor assisted the injured roughneck to his feet. He then proceeded unaided to the sick bay for medical examination. The injured man has returned to work. A 35 tonne swl shackle securing the tong hang off line snatch block was struck by the travelling block shearing the eye from the shackle pinwhich subsequently fell to the rig floor. There was no personnel in the area. It was found that the magnetic proximity switch giving audible warning to the driller of the position of the travelling block had failed. The switch had a detection range of 10mm which was insufficient to allow for lateral movement of the dolly. A thorough check of the derrick was carried out and the 35 tonne shackle replaced. The proximity switch is to be replaced with one giving a detection range of 50mm. Problems running/testing completion. On pulling completion, ran camera to check stack etc. Wear plate below lower rans broken. Bops therefore not functioning. Well has unperforated cemented liners. While drilling a head, one of the four bolts which the top and bottom plates of the counter balance cylinder broke below the top plate and fell to the deck



A hammer for use on the monkey board 90' above the rig floor was attached to the dorrick with approx. 30' of 1/8" wire. The operation at the time was tripping out of the hole, for reasons as yet undefined the hammer fell and the wire broke, the hammer landed on the rig floor.There were no injuries. Replace the wire, shorten the wire and relocate the securing point. The hammer was secured by the wire through a hole drilled in the shaft. The incident will also be discussed with all crew. At approximately 0945 control of vessel <...> Handed over to 2nd officer whilst master made brief visit to toilet.Master off bridge around two minutes.During this time vessel stern made light contact with rigs port aft leg. The well was flowed initially to clean it up prior to shutting in and running the downhole memory gauges. Coiled tubing was used to lift the the well on with nitrogen, once the well was flowing on its own the coil was pulled back to the surface. The subsea lubricator valves were closed and the pressure bled off. The swab valve was then closed, the pressure equalised across the subsea lubricator valve with water/glycol mix. The well was then opened up again and flowed. As expected the water/ glycol mix had mixed with some minor volume of hydrocarbon and did not burn. The result was about 0.75tonne emulsion in the sea via the port side flare boom. At this point the flare ignited and no more spillage occurred. I was on the port side of the rig watching for this with the oim plus 1 roughneck with a radio. The purpose of this radio was to let the <...> Choke know when the flare was burning/not burning etc and minimise any pollution incidents. Upon observing the slick i asked to get the standby boat around to the port side and from a safe distance sail through the sheen to disperse it with its propellers. The roughneck passed on the message to the control room operator. The control room operator misheard the instruction and instructed the standby boat to use dispersant on the sheen. Other operations required the attention at that time so both myself and the oim moved down to the choke. It was reported to me later by the barge engineer that the boat has sprayed 1.5tonne of ec dispersant on the sheen. Drop object: while cleaning in bop area the bop gantry crane control was accidently pressed. The block wound up under the gantry. The winch failed tocut out. The cable parted and the block fell to the deck. Drill crew was in the process of pulling the wear bushing.The iron roughneck was not available at this time as the production surface joind was in the elephant hole thus obstructing the ir travelling path. Therefore the rigs tongs were used to make-up/brake out connections. The wire on the 'tong' side of the crown sheave was haltered by the upper racking arm where it tangled up preventing it from falling completely to the floor. Dropped object: shackle dropped approx 8ft from underneath mokey board to the rif floor. Cement hose was made up to drill pipe in elevators 15ft above the rotary table.There was a three tonne safety shackle hanging on the liftingclamp on the cement hose with no retaining clip in it the nut on the pin of the shackle vibrated off and the shackle and pin fell to the floor - the nut was seen to ve working its way of and the area was cleared before it fell. Supply vessel <...> Collided with port leg of <...>. Minimum damage to <...> - possible breach of <...> – vessel returning to port. The operation was pulling production tubing from the well. Equipment was rigged in the derrick as per drawing. A chain is used between the top drive extersion sub and the compresator assembly. This is not shown on the drawing but is a regular part of the assembly. Weather was good but the rig was moving slightly. On taking the weight onto the single joint elevators, a slight overpull resulted in too much weight earing onto the hanging assembly, the chain parted and the compresator assembly fell until arrested by the slings passing through the main elevators, halting about 15 feet above the rig floor. In order to prevent a further similar occurance the procedure was changed to raise the single joint elevators to near the top of the joint being backed out, prior to latching them on. This means that more control can be maintained over the weeks whilst taking the weight of the single joint. The broken chain has been replaced by two equal length certified 3t slings and a 5t safety sling has been fitted across the correction from the compresator to the extention sub. This would arrest any falling equipment should the same thing happen again, however, unlikely this may now be. A smell of gas and a liquid water leak was noticed from the hose manifold area (forward) – this was immediately reported. It was investigated and found to be emanating from b6 gas hose <...> Clamp. (it should be noted that this riser was not in service, due to gm6 tree valve closed due to failed control line cores, and shut in). The riserwas full of water, therefore any residual gas volume would be small. A tree cap was being removed using a 1 tonne strap in connection with a 25 tonne crane. Treecap became unbalanced weight came on 1 tonne strapline parted strap parted but did not fall completely. Subsequently wire jumped on crane and has had to be replaced. While rigging down the sdc wire line tool a hook used for pulling drill pipes into the finger board fell down to the rig floor from a height of approx. 90 feet.



Lifting coil tbing reel from deck, swung it over the side and was lowering it to close to sea level for boat to back in and land on deck when crane wire rope parted at dead end near sheave.Coil tubing reel fell to sea bed. A machanic had been welding in the workshop. It is thought that hot welding slag had fallen beween the deck plates and landed on some lagging in the void space below. The lagging started to smolder initiating the fire alarm in an adjacent compartment.The fire was extinguished by the fire teams unsing hand held extunguishers. The choke, kill & booster lines had been hung in their respective positions in the moonpool at 17:00 hrs on <...>.At 01:00 hrs on <...>, The hang off sling supporting the kill line parted, causing the kill line to fall into the sea.The other end was still connected to the rig.No operations were ongoing in the area at the time, nor were any personnel in the vicinity.The weather conditions at the time were fair with a wind speed of 30 knots and a sea height of 5 feet. At 2010 hours the rig was engaged in running the 9 7/8" - 10 3/4" casing string. The third joint of 10 3/4" casing was hoisted onto the rig floor via the 'v' door. When the end of the joint cleared the 'v' door, the floorman who was holding the rope to control the joint as it swung towards the rotary table was unable to do so. The joint pulled the rope out of his control and swung in towards the rotary where it trapped <...>'s left hand between itself and the stabbing guide which <...> Was attempting to latch on the joint of the casing in the rotary.<...> Suffered near amputation to the tip of his fifth finger left hand. Retaining nut & bolt some loose and caused a pin to drop some 20 ft from the stabbing board to the drill floor.Lock of lock caused the incident. Lock not now fitted. Process plant, hp compression and fuel gas compression were all on line operating conditions were stable at 0055 hrs gas were detected at thewater treatment and water inject areas and also on the main deck.The on shift process operators and bosun were instructed to check out these alarms. At 0059 hrs esd1 occured due to high level gas detection and the process plant was automatically shut down. At 0102 hrs the leak was confirmed to be at the fuel gas stand at valve <...>.The leak was immediately isolated by closing the vavle stand inlet block valves and the system was depressurised to 0 barg Vessel 6 miles away. Coastguard alerted. Helicopter available for precautionary downmanning. Supply vessel in feild prefering to take undertow at 01:00hrs Moving stairs from starboard to port.Stairs hung up, cable brooke one end fell to deck.Hit half height and kinked cable.Nobody hurt. Nearest person 20' away on tag line. Hydrocarbon leak from well test pipework approx. Less than a gallon - shutdown process for investigation. Crew engaged in shifting 8 tonne lift utilising a 3-1 tonne swl. Chain block attached to a trolly beam above the load. After lifting the lift to approx. 3ff the trolley was pushed towards loading hatch. At this point the chain block slacked back of its own accord causing the lift to fall on deck. Injured party was carrying out routine maintenance on transmitters on riser tensioner system.During this operation on h02/20 a 1" nitrogen supply line (3000 psi) in close proximity parted and whipped striking man on the side of the head. Weather, calm.11 day, 9 hour of trip. Area of wellbay barriered off until investigation and engineering recommendations are completed. Tensioners are being monitored closely to ensure security of risers are not compromised. The stbd burner boom had been removed and the rigging was being recovered to the main deck. The snatchblocks had been left outboard and resting on the base plate whilst the sling arrangement was hauled inboard and coiled ready for stowing. As the wire was pulled tight it dislodged onr of the sanatchblocks causing it to fall to the sea below. The incident was caused bby lack of prior planning and assessing the risks associated with the task. The operation was conducted by trained and experienced personnel specifically contracted for the task. The well at the base of the v-door failed.No injuries were sustained. Whilst lifting base oil hose from supply vessel <...> The sling on the hose was placed in the hook and safety latch closed. The crane then lifted the hose where upon at a height of approx. 30-40 feet, the hose fell to the deck of supply vessel. Subsequent examination of the safety hook revealed that a small gap was present between the hook and latch allowing the strop to be released. The equipment was replaced at once. Whilst offloading supply vesswl the crane was hooked into a half height container , containing anchor handling equipment. As teh crane took the weight the barge engineer noticed something falling from the a frame. On looking up it was noticed that the deadend of the broomwire was opening up.The crane operator and supply vessel were told to unhook the crane was stowed in the crutch.The crane operator then informed the barge engineer that a bulldog grip had fallen from the top of the a frame through the top cab window of the crane narrowly missing him.



V-door air tugger being used to lift tubing from pipe deck to drill floor mousehole.Sheave in snatch block failed and fell on to monkey board.Bearings in block failed, causing sheave to wear through pin. All blocks in same location inspected, no others failed. Block was correct type, installed <...>, All pms done regularly.Grease line checked and found to flow freely. Whilst making a checktrip from bottom, prior to pooh with a coring assembly, 5 stands were pumped ooh to the shoe plus another 10 stands inside the casing. A loss of 4.9 bbls mud was observed during pumping ooh. Thereafter 5 stands were pulled and a gain of 5.5 bbls was observed. When running back to bottom a steady increase of 2.5bbls was observed over 16 stands, a larger increase for stand 17 and on stand 18. At 16:18hrs, with a total gain of 10.8bbls and initial drill pipe pressure of 250 psi and casing pressure of 258psi. An attempt was made to strip to bottom, however, the string stood up at 16990ft. The string was positioned with the corehead at 16965 ft and at 18:55 hrs operations commenced to circulate out the influx using the drillers method. At 22:00 hrs some 800 stokes from bottoms up the casing pressure went over 500psi (max casing pressure observed was 557 psi) and all personnel were called to muster <...> Operations procedures. At 23:18 hrs all personnel were stood down. After bottoms up was reached and gas levels dropped. At 03:20 hrs <...> The well was opened up and conventional circulation continued. Gas readings dropped to below 3%. Preparing to pick up a stand of drill pipe with a <...> Cement head attached. Block running up to collect pipe derrick hand moving racking arm into position, flange on cement hooked onto hose, lifted stand of pipe hose parted bottom of pipe kicked across drill floor and landed safely. Classified near miss. The activity was rigging up coil tubing equipment <...> While pulling out the injector hose package using a rig tugger, the bridge clamping the hose bundle to fall approx 40 feet.No one was injured and the hose bundle was re slinged allowing operation to continue.A similar bridge on the bop hose bundle has also failed in an unreported incident.Investigation shows the clamping arrangement design is not fit for purpose and unable to hold the weight of the hose bundle. <...> Are currently addressing the problem and we await their report. Weather: fair and calm While driving 24" conductor at 410 on slot4 on <...> Platform, the blows per foot(bpf) increased from 108 to 147 from 408 to 410'. Conductor driving was stopped and a clean out trip was made with a 20" bit.The conductor was cleaned out to 410 but was unable to go past the shoe.A second clean out trip was made with a 16" bit which was unable to pass 410'.A gyro survey was run which indicated that the conductor on slot 4 had been driven to the existing <...> Well.Although conductor has been driven against the <...> Well, we do not believe actual intersetion has occurred.However, extra precautions will be taken when re-entering the well to ensure full well integrity is maintained.The rig has been skidded to slot 5 whereconductor driving is ongoing.Future plans for slot 4 will be addressed separatley from this report. During a routine bop test a cup tester was used to test the lower pipe rams. The tester was placed at the top of the first joint of 9 5/8" casing below the hanger. A low pressure test to 500 psi was successful. On increasing the pressure a loud pop was heard at 4,200 psi and the pressure fell to zero. Subsequent investigation showed the 9 5/8" casing had either burst or parted just below the casing hanger. On or about 1945 hrs <...> The drill crew and crew from <...> Were preparing to break out and lay down <...> Perforating gums. The atlas engineers were situated on the coiled tubing lift frame platform and requested their toolbox lifted to their platform. The plastic tool box with plastic handle contained small hand tools weighing approx. 6-8 lbs. The total size of the toolbox was 18" x 9" x 9". The toolbox handle was securely attached to the thimble on the man rider winchwire by a piece of rope. The area below which the man would lift from was properly cleared i.e no one standing under a raised load. The floorman was then hoised aloft on the man rider with the toolbox. At approx. 30' above the rig floor the man rider winch stopped, the toolbox detached from the handle, fell to the floor breaking into six pieces and spilling the tools on the rig floor. The winch driver then lowered the floorman back down to the rig floor safely. There was no damage to materials (except the toolbox) and no injury to personnel. Drilled through hard stringer from 10317' to 10320'. 20% increase seen in return flow. Well closed in and pressures monitored. No increase in volume recorded. Pumped float open and rechecked pressures. Circulated one pull circulation using driller's method. 72 bbls mud lost. Evidence of sopercharging. 100 bbls bled off in controlled conditions until sidpp remained constant for two events. Pumped float open and obtained pressures indicating a kill mud weight of 144 ppg was required. Mwt raised accordingly and started circulating using wait & weight method. Well killed as above. Maximum gas seen on circulation was 6.7% tg. Stopped circulation and flowchecked through open choke. 4 bbl gain seen which reduced to a trickle after 10 mins - evidence of u-tubing, total gain = 1 bbl. Open well & started circulating until 14.4 ppg mud all round. Pumped lcm. Circ & condition mud. Flow checked. Resumed drilling.



Reaching core point @ 17166 ft, well was flow checked and bottoms up was circulated, max gas level 22%. Check trip to shoe was performed, bottoms up circulated, max gas level 17.5%. Pumped out of hole to 9 7/8" casing shoe. Flow checked, well static. Closed in well on annular preventer. Monitored pressures, nobuild up. Circulatedslug out over open choke. Flow checked, well static. Continued to pull out of hole. Flow checked, gained 5.5 bbls. Well flowing, closed in well @ 23:00 hrs. Stripped in hole, string stood up at 16958 ft. Pulled back to 16938 ft. Circulated influx out using driller's method. Max gas 43.9%. Continued circulating till gas levels below 2%. Opened up well and performed flow check, well static. A cement plug was set over the bunter sandstone, after which the well was displaced to 490 pptf mud. The cement was drilled out. The well flowed during the subsequent inflow test. An influx of 8 bbls was taken, after which the well was shut in. The influx was circulated out using the drillers method. The influx type was brine/seawater and no hydrocarbons were observed. While the supply vessel <...> Was manoevering astern into position for deck cargo discharge, her stern roller came into brief contact with the vertical timbers on the boat bumper arrangement fitted to column bi. Rig crew alerted the vessel's master who stated that he was unaware of any contact believing that his vessel had approached no closer that 1 metre from the rig. None of the vessels crew, 3 of whom were on deck at the time, noticed the contact. The <...> Is a large, powerful, anchor handling vessel. She sustained no damage. Rig damage - some timber splintering, no structural damage either, internal or external, observed on inspection. Coil tubing operations weather conditions - calm. While pulling coil tubing string out of the hole the tubing end connector was pulled from the coil tubing when it came into the stripperwith an overpull of 26,000 lbs.The bottom hole assembly was then released and it fell down hole.The free end of the tubing continued to be driven through the goose-neck of the injector head and it fell 100ft to the pipe deck. While rih with a 90ft core barrel the well started to flow with the bit at 15,210ft.grey valve installed and the well was closed in on the annular (pann=280psi, pdp=opsi,estimated influx volume 31bbls).circ drill string contents using drillers method and shut in well pann=pdp=300psi, losses at 48 bbls/hr while pumping. Strip well pipe down to 16,948ftah( top heather) and encountered bridge,p/u to 16,930ftah install fosv.shutn well with annular & monitered pressure & bled off 7 bbls.pdp dropped 28p si pann dropped 30 psi both built back to orig pressures. No gain or loss in active mud system. Wash lightly reamed from 16,948-17010ft circ well at 187gpm. Closed in on annular at 80 % of bottoms up strokes and circulated thru mgs at 100 gpm & 430psi. Max gas reading was 14%. Flow check for 20 mins. Time vs bbl gained followed wells flow check graph (approx 2bbl gain in 20 mins) opened well and pumped out of hole (160gpm to retrieve fosv and grey valve hole lost less than 0.5bbl/hr layed out fosv and grey valve rih to core. Closed in annular bop as precautionary event.Small back flow of mud due to drilling through a gain/loss zone.Pressures circulated well continued drilling ahead. At approx. 1620hrs on <...> The starboard drive chain from the 2 x 50 tonne moonpool bridge crane parted and fell to the moonpool striking ip who was observing operations in the cellar deck. The chain struck on the top of his hard hat and caused a short period of diorientation and minor bruising to the left side of his temple. This incident had the potential for a more serious injury. The incident occured as the retrievable guide base, which was suspended from the bridge crane, was being removed from the cellar deck to the maindeck prior to running the manifold guide base. The crane had approx 10ft aft of the point from which the retrievable guide base had been lifted. The crane is driven by an air motor situated at the for'd end of the moonpool mezzanine deck. The air motor is connected by a common shafts to two small gypsies, one on either side. An endless drive chain passes over each gypsy to an idler sheave on the aft end of the longitudinal beams over which the crane runs. The chains are connected to the for'd end of the bridge crane and run in channels on the inboard side of the longitudinal beams. Following the accident the equipment was inspected and it was found that the starboard drive chain had been connected to the crane by a small bottle screw with an estimated safe working load of approx 1 tonne. The pin on the end of the bottle screw had parted allowing the chain to detach itself from the crane. From the way in which the end of bottle screw was deformed it appears most likely that the chain had become fouled and the bottle screw had been bent down as the crane was moved aft. This is supported by the fact that on re-assembly the chain was found to be approx. 4ft too long. It is also possible however that the threaded part had bottomed out and twisted prior to the pin parting. This infers that the chain itself had been twisting, although due to that fact that the chain was detached this was unable to confirmed. It cannot be ascertained from the records onboard when the bottle screw was attached to the chain. The point at which bottle screw was attached is itself adjustable, although at the time the crane was examined the threads on this adjustment were corroded and appeared not to have been moved for a considerable time. Both chains were subsequently shortened and re-attached to the crane. The crane was satisfactory tested prior to being returned to service. New chains of the correct length will be ordered to replace the chains presently in use.



The operation in progress - was running 13-3/8" casing. A joint had become cross-threaded and a back up tong was needed and was transferred up to the rig floor by crane. The tong was lifted vertically from a basket on the main deck. <...> Was assisting to land the tong on the rig floor and it was lowered on its side but rolled over and caught his foot as it was being unhooked from the crane. Supply vessel <...> Hit water well.Small dint in well, supply vessel 2 small punctures on port quarter. Tugger wire pasted and dropped 120' to rig floor. Driller was moving a tall strand of pipe 20' higher than normal. The strand snagged the trigger wire,which was strung to the top of the crown. The trigger was not in use at the time. Diameter of trigger wire was 19mm. Lifting 20" conductor from vessel to the deck of the <...>. A <...> Thread protector fell 20' to deck.All subsquent lifts the thread protectors checked by boat crew.4 more protectorsd fell to <...> Deck by end of lifting operations. The meeting was called to review the incident, which occurred at 07:30 <...>, When a bag containing 1 1/2 tonnes of grit burst as it was being lifted by the starboard crane from the port pipe deck to a grit hopper on the container deck. No personnel were injured in the incident and there was no damage to equipment. The rov was partially covered in grit, which was later removed and the equipment subsequently tested to the satisfaction of the rov supervisor. Rbs had crept out and the blocks struck the rbs breaking the lifting cylinders and causing it to fall onto the iron roughneck Whilst making up bha and racking back in derrick, the x over from 8" drill collar to 5" drill pipe failed allowing the 5" drill pipe to fall against the derrick wall and slide to the deck. The roustabout was giving assistance to move a banana basket to the riser deck. The basket caught up on thr drillpipe opn the pipe deck whilst being landed - in order to change cranes. The roustabout who was standing to the side waiting for the basket to clear had his hand on the adjacent samson poot. When the basket eventually cleared it swung over catching the roustabout's finger against the post. Bop was placed and secured to the test stump. Whilst carrying out the first of 3 test a bang was heard from the bop under test at 6000 psi. The pressure was bled off and the bottom rams opened up for inspection. It was found that the threaded test spool had unseated itself from the insert in the test spool. <...> Night shift had commenced change out of bop rams. The lower and middle pipe ram hp hose bridles had been removed without incident. At 0730 one of the dayshift attempted to remove the upper pipe ram hose bridle. Unable to remove a snap tight fitting by hand, he suspected pressure was trapped in the hose. He then used a hammer & punch to knock the female couplings locking sleeve, to release the fitting. Trapped pressure instantly blew the male fitting on the hose, out of the female on the bop, striking one of the mans fingers. (ip was 0.5hrs into shift, 4 days into tour). The ip continued working, telling his supervisor it was a minor injury. At 0900 the supervisor noticed the ip to be in pain & sent him to the medic. A crush injury was diagnosed & the finger dressed. The ip insisted to the medic & drilling sup he was fit to work. Later the dsv discovered the injury had been sustained while carrying out an unsafe act. Soon after the ips supervisor requested the ip be sent to hospital as he was now in severe pain. The ip was sent to ari for an x-ray on a regular flight. The ip later reported the finger was broken. Whilew drilling through the <...> Sequence on <...> Well <...> An influx was observed into the well and the well waws closed in using the top pipe rams.The influx occurred 60 ft. Below the 9 5/8" casing shoe.The overpressure formation had a pore pressure of 0.950psi/ft. The influx consisted of hc gas, but no h2s was detected. Running competion on rig floor whilst altering the position of the umbil ical saddle,a shackle was dropped some 6m (20'approx above the drawwork. The personnel were attaching a longer sling,working from a riding belt,h when the weight of the assembly swung the man outward as the rig moved, the shackle parts he was holding fell to floor below as they slipped from his grip While drilling the 17 1/2" pilot hole, surveys were taken every stand using a surface deployed gyro tool, as nearby wells were still interfering with the azimuth readings of the magnetic package in the mwd projections 100' ahead of the bit were made after each survey result. The 17 1/2" hole was drilled to 1769' mdrkb, and a gyro survey taken at 1646' (the position of the ubho).on projecting ahead from this point, it was realised that the r01/o7 well was in close proximity to <...> Wellbore, with the closest approach at 1748'. Drilling operations were suspended and <...> Was shut in at the downhole safety valve. Indications were that the <...> Wellbore was 2.8" centre to centre from the <...> Wellbore (this has subsequently been recalculated as 2.0' centre to centre). There was no indication that a collision had actually occurred, and thus drilling resumed to 2222' mdrkb. Subsequent re-evaluation of the position of <...> With reference to <...> Wellbore was actually above the <...> Wellbore. As planned operations required underreaming to 24", the risk of a collosion was deemed unacceptable and <...> Was plugged back with cement and sidetracked.



Near miss incident with coiled tubing injector head.Picked up injector head from deck with lot tugger then transferred weight to coiled tubing lifting frame.Noticed that quick fit hydraulic connections loose. Transferred weight back to lot tugger, but in doing so injector head dropped about 3ft as slack was taken up in tugger wire. Injectors head weight is 7-8ft. When assembling the cylinder and pipework on fuel gas compressor bafter repair work. The discharge pipe flange on the cylinder was incorrectly installed (not properly aligned) causing the o ring to blow during test run. The inspection prior to test run also failed to notice the problem. Operation - running 30" conductor conditions - daylight, slight sea, dry shoe jt lifted and held in rotary.Second jt placed on catwalk with elevator fitted prior, on pipe dk. Travelling block heavy sunes connected to elevator. Catwalk tugger rigged to tail pipe into d/floor joint had been rigged to lift by wrong end. Ie picked up by pin end insteadof box end. Some jts are lifted by the pin end but these havelift shoulders on the connection for the elevator to grip on. As this jt was raised up the derrick with the bottom end nearing the top of the v-door. The elevator slipped off the end of the joint. The joint descended down the v-door along the catwalk and was stopped by the buffer at the end of the catwalk. The top end of the joint struckand damaged the r.b.s.Byprocedure all personnel were clear during lift. While drilling st.9680' to 13933'flows seen which necessitated closing well with bop.closed in press.initially low,similar problem on original hole,press. Bled off in small incs.dec. Trend confirmed.confirmed brine flow theory,when well opened flow reduced to 4-5bb/hr.bots.up circ. Carried through choke as prec.fluid anal. & confirmed brine only. No hydrocarb. Or 112s. Brine infl.common fromtop zechstein in schoon. Attempts to eliminate flow with addl. Mud wt. Failed(although reduced(. Decided flows small & manageable drilling would cont. Without add. Fluio density.bop closed in rate of flow inc.drillers method circ. Perf. To circ. Out lighter brine & return hole to consistent density. 8?" Liner event. Run, due to tool probs.could not be conventionally cemented. A coil tubing injectopr head was suspended from a 10 tonne swl drill floor tugger by means of a 4 leg sling assmbly and master link lifting ring.A secong lifting arrangment was attached to the master link lifting point.This second lifting arrangement was not supporting any load and was effectively lying slack.The vertical movement of the second lifting resulted in repeated contact of the shackle. The end result of this repeated contact and movement failure of the shackle bolt nut dropping to the drill floor. While drilling underbalanced well pg02, a pinhole leak developed in a 3,000psi "t" (normal working pressure 200 psi) downstream of the surface seperation package choke. The leak was identified during a routine inspection. Erosion was identified as the cause resulting in suspension of ubd operations. The lower completion of 6 5/8" and screens and blank pipe, with an internal washstring, below a packer, was run in hole to 9734ft.The screens were then washed and an unsuccessful attempt was made to set the packer by dropping a ball and pressuring up the string.The washstring was then released by pressuring up on the annulus to 1500psi the washstring was pulled out to 9160ft where the well was displaced from 11.1 ppg.Thixsal mud to seawater and the string filled with 8.8 ppg nac1 brine.Commenced rih to wash screens, indications of flow from well. The rov was deployed from the drilling rig <...> To inspect the workhead area <...>. Intermittent bubbles were observed escaping from the well below the non pressure containing debris cap. The cap was retrieved to allow the rov to identify the source of the leakage. It was apparent this was from the wellbore not the 30" x 36" or 30" x 20" annuli. Abandonment operations were postponed until such time as the rig returns from the shipyard after upgrading and a fully engineered and a risked remedial programme has been developed. This is scheduled to be in november. The debris cap was reinstalled and the rig moved off location. <...> Is currently drilling / tripping underbalanced. Whilst carrying out a routine snubbing trip, a leak developed in a connection in the drilling turbine. This leak was below the internal nrvs (non return valves) and as such was not detected until the turbine was being brought into the bop cavities. This resulted in the leaking connection being positioned across the top annular (rotating divertor). A small amount of gas was observed to be emulating from within the closed element. The well was subsequently killed. During underblalnced drilling operations, a gas release was seen by leading ubd operator on pipework leading into a separation vessel.The "esd" was operated stopping the gas leak.The well was killed without incident and actions taken to repair the leak and prevent reoccurrence. At 19:45hrs the rig started jarring operations, this continued periodically at 23:00hrs a 1 1/2" x 9/16 bolt and flat washer fell from the top drive at the time was 40ft above the rotary table. While laying down a single joint of 5 1/2 drill pipe down the v door the pin end came into contact with the catwalk at the bottomof the v door, the pipe swung back striking the top of the v door, at this point there was slack in the tugger line and the hook unlatched itself from the lifting cap allowing the joint to slide down the v door.



During the course of unloading the supply boat <...> A load came into contact with the top stern bumper rail of the vessel. The bumper rail which was approximately 16 feet long and 4 inches in diameter was dislodged and fell over the stern into sea A tyre on the portside crane fell approx 8o feet when the retaining pin in a shackle dropped out.No persons were injured. Cutting mud flow ling with oxy acet. Oil based mud on the wall of the pipe ignited. Pipe was flushed with water previosly fire watch exting -uished the fire with co2 extinguished fire within 2 minutes, fire alarm raised and precautionary muster held. Weather - wind 34/36 knts @ 320 degsea 3/4 metres @ 330 deg. While pulling out of the hole a bolt and retaining plate with a conbined weight of 3 lbs fell from the intermediate racking arm onto the rig floor, a distance of approx 30' no personnel were in the vicinity. The bolt which secured one side of the hose guide was found to be worn and had backed out when the bolts securing the retaining plate had failed following the incident the bolt and retaining plate were resecured and a new safety wire connected to the retaining plate. The other racking arm was checked and all elements were found to be secure While drilling 8 1/2" hole in plattendolomit at 12950 ft increase in flow out observed. Drillstring picked up, spaced out and annular closed, bywhich time a gain of 4 bbls had been taken. Pressures monitored for one hour, seen to build to 300 psi sidpp and 400 psi sicp. Well circulated to 12.0 ppg mud using wait & weight method. Circulation at 40 spm continued until even mud weight of 12.0 ppg was achieved in and out. Well closed in at choke and pressures monitored until stable readings of 275 psi sidpp and 300 psi sicp observed. Well then killed with 13.0 ppg mud - well dead with 13.0 ppg mud all round. Further conditioning of mud continuing to bring it in line with drilling specifications. Drilling expected to recommence during evening of <...>. While running 20" casing the 30th joint fell from the magnetic crane approximately 20ft onto the 'v' door stairs and access platform to the catwalk machine - the joint of casing was standing by parallel to the catwalk machine between 5 x 10 minutes before falling - there was damage to the 'v' door stair treads and the casing itself. The personnelimvolved in the operation were the assistant crane operator, roustabout on deck and the drill crew on the floor. The weather conditions were 15/20 knots of wind with rain. Prior to the incident the joint of casing was picked from the main deck carried to the catwalk machine approx. 60ft and was at rest before finally falling off. The operation was pressure testing the completion string in the rotary table via the bj cement unit via the cement line to the rig floor, then hose to the tubing. The test pressure was 5000 psi. A leak was recorded on the cement unit chart and the driller informed. On looking out of the drill shack a leak was observed at the union, as the driller turned to call the cement unit to have the pressure bled off the hose 15o2 connection was blown off the male 1502 union on the steel piping the threads on the steel pipework was stripped. The operations was under a ptw. The driller and the aid were in the doc shack . No personnel on the rig floor. Kick while drilling action oil shows.shut in after 4 bbl gain.circulated out(oil suspected not sure).raised mud weight 10.3 to 11.2.short trip then pooh to core The planned operation to run a collar was cancelled. The monkey boardoperator was returning equipment to the winch area and unnoticed to himself the hook of the pull back chain fell to the drill floor. Two dolly catchers dropped from approx 30ft in the drilling derrick onto the drill floor. Extract from invest. Report <...> On <...>. During night shift of <...>, Heavy weight drill pipe was being run into a well. A floorman working the derrick cont. Through the 0700 shift change as there were only three stands left to run. Wind speed had been steady at 45 kts. At 0710 the floorman commenced removal of a stand from the south side of the derrick. After attaching a tugger chain to the stand, he lifted, (by remote pneumatic operation), the front finger (i.e. retaining bar) while holding the stand with the tugger. The tugger and chain were then slackened off to allow the stand to be brought out of the fingerboard. As the stand came out, the wind caused it to travel backwards trapping the floorman's l/h little finger between the stand and the angled bracing of the monkeyboard. The medic bandaged the finger and sent the i/p to <...> On a normal flight, for further treatment. The doctor at <...>treated the i/p and passed him fit to work. The i/p returned to work the next day. Subsequently the <...> Medical advisor decided that the injury was such the i/p should not work offshore. This meant the injury would be reportable to the hse. The rig operation involved a 12 hour shut-in period subsequent to water injection tests. The well was closed and the drill floor barriered off and clear of personnel. The driller was in the dog house. The valve handle from the surface test tree master valve fell off, 20 feet to the drill floor. No personal injury or damage to equipment took place. The allen screw which secures the handle to the valve shaft was found to be loose. This may have been caused by vibration during the injectivity test. The valve handle, approx. 6 kilo in weight was left off, to be utilised only when valve operation is required. This equipment is operated by <...>. <...> Equipment failure report and hazardous situation report is attached.



Retrieving bridge plug set at 417'.Pressure under plug pushed plug up well, drillpipe broke between top drive and rotary pipe and plug fell down well.Bop bund rams closed.Pressure seen under rams.No hydrocarbons to rig floor. No one was injured. However:- inertia reel fell out of the derrick, approx 80', and landed on the drill floor close to a floorman. The inertia reel was used to secure the casing stabber. It was mounted forward of the racking system control cab. Normally this is removed when rigging down from casing. Operations had been pulling the 13 3/8" casing, this had been completed and rigged down, except for the inertia reel. The bop's were them tested. Drill crews changed over, and then started to pick up bha for wiper trip prior to re-running casing. When a stand of collars was guided from the fingers with the upper racking arm it came into contact with the inertia reel (which still had not been stowed) breaking its attachment point. The reel fell to the rig floor. Remedial actions 1) signs to placed at access to monkey board and in cab to ensure rigging down is complete. (aimed at derrickman) 2) standing instructions to drillers to include rigging down instructions. (aimed at supervisors and to be carried forward in the data base) 3) discuss at safety meetings to use for all temporary equipment. (aimed to capture general learning) 4) ad's to develop a checklist for derrickman to use prior to and after any visit to monkey board. The operation at the time of the incident was pulling the 3 1/2'' tubing string, laying the tubing down onto the catwalk and bundling up ready for backload.The operation had been in progress for five hours. The joints wre being layed down with the aid of the red tugger on the rig floor.The tugger was rigged up as per attached photographs. A 5ton <...> Swivel was connected to the tugger line hard eye by a 3 ton bow shackle which in turn was connected to the swivel pin, threaded pin c/w nut, and there after below the swivel to a set of 3 1/2'' pipe elevators c/w double sling attached. At 23:45 hour a joint of tubing was being moved through the vee door when the top pin securing the swivel to the tugger line shackle fell out releasing the tubing whereby it fell to the catwalk. The catwalk was clear of all personnel at this time as per procedures Port crane overwound, wire borke, block fell pulling jib handrail down. Part of handrail hit ip on head.Ip medivaced directly to <...> Hospital. While drilling the <...> 7 5/8" hole from a window milled in the 8 5/8" liner between 12,100ft and 12,118ft, a flow was seen as in the original hole and first side- track <...>. The well was closed with the bop. Closed in pressures were low (sicp - 265psi, sidpp = 195psi) and as a similar problem was seen on the original hole, the pressure was bled off in small increments and a decreasing trend confirmed. This confirmed the brine flowing theory and when the well was opened up, the flow rate had reduced to less than 4 bbl/hr and dropping. Bottoms up circulation was carried out through the choke as a precaution, the fluid analysed and confirmed as brine only (no hydrocarbon gas or h2s). Historically, brine influxes are common from the top zechstein in schooner, and attempts to eliminate the flow with additional mud weight have failed (although it has been reduced!). D) therefore, it was decided that as the flow as small and manageable, drilling would continue without addition to the fluid density. The hole section was drilled to final depth at 15,630ft md without further incident and the 6-5/8" liner run, pressure tested and inflow tested successfully. Offloading supply boat <...> With starboard crane using whipline. Boat crew hooked onto a 10ft by 8ft open topped half height weighing 3.0 tonne. As it cleared the deck of the vessel it got caught between the structure of the vessel and a container. Vessel heaved down at this point causing an overload on whipline. Crane operator slacked off the whipline, boom tip extension was bent before he could get the weight off the line. At 1600hrs <...> While ramming down the hole , an object dropped from the derrick and landed on the drill floor between the rotary and the draworks.The object was subsequently identifiedas a 2'' x 1'' reducing nipple fittedwith a 1'' plug.It was identified as have coming from the sump drain of the top drive.The top drive was at an approximate height of 90ft above the rotary table.Wt of item approx 400gr. No injuries were incurred. No personnel were involved and no eq uipment was damaged in the above incident. The surface tree was racked back in the derrick and secured by the tuggers. It was not clamped to the bracket in the derrick.The surface tree was picked up again approximately 1.5 hours later and it caught in behind the securing bracket and broke off the end of it and a piece of steel about 4" by 2" frll from the derrick to the drill floor. <...> Was painting drilling subs in the sub ally (area were subs are stored). The person was sitting painting a small sub in front of him, his left hand was out stretched supporting his body weight a larger sub which had already been painted was free standing on its pin end beside him.the large sub fell over landing on his left hand. This happened 4 hours into his shift. <...> Was detained in hospital over night for observation with extensive soft tissue damage. Whilst preparing for inclement weather a storm struck the rig at approx 19.00hrs on the <...> And lasted until approx 04.00hrs on the<...>. The wind was force 11 from 240'o' and seas of feet were being recorded.the rig sustained various types of damage in a few areas a summary of which is attached on a seperate sheet. 2 windows broken in lower accommodation base of sack store pushed upwards abs called to review damage also a problem with releasing lower marine bar more wave heights of 80'from 25' wind = 70knots @ 10m 100km @ derrick. Small bolt (2'' long x 5/8'' dia) fellfrom the top drive to the drill floor.He4avy vibration at the time due to drilling top hole.



Webbing stoop (plus tightening ratelut mechanism) used to tie back the drilling hose away from the heave compenstor failed and fell 20ft to the floor (weilght ~ 5lbs).Persons at work on drill floor but it did nott strike anyone. During preparation for drilling operations a 6 5/8" single joint elevator was mistakenly used to pick up a joint of 5 1/2" drill pipe from the catwalk to the vee door. The pipe was picked up using the rig floor tugger until the box end was at the height of the drill door. At this point the pipe slipped through the elevations and slid back down the vee door ramp then along the catwalk before coming to rest against a half height container positioned just to the starboard side of the catwalk.the area was illuminated by artificial light and the weather was fair. While transferring load to supply vessel half of "headache ball" fell from crane bounced on supply vessel rail, and fell into sea.Full weight of ball = 330lbs. <...> Was removing items from the transit basket when one of them caught on the rim of the basket causing it to tilt and trap his foot he was medivaced for x-rays which revealed 2 broken bones in his foot. Bop used to check shut in brine unfluxes common in north sea formations Incident: fire in shakers <...> Description: welder engaged in fitting hand rail above shakers when fire broke out in area of header box consistent with sparks falling on inflammable material. Fire immediately extinguished utilising hand held co2 extinguisher. Operation at shakers:- reverse circulating well with water base mud after pulling 13 3/8" csg. Operation in progress – picking up 5" d.p from catwalk to drill floor using drill floor tugger attached to d.p with a lifting cap. Incident: a single joint of pipe was in the 'v' door connected to drill floor tugger by lifting cap. On picking up the drill pipe at a point about 8 feet from the top of the 'v' door. The lifting cap seperated from the drill pipe causing the drill pipe to fall back on to the catwalk, pipe deck cap was inspected, no apparent damage, was removed from servile beiml replaced by new lifting cap. While running lower riser package to connect to well the riser package to connect to well the riser package detached itself from the edp and fell 25" on to posts of tree.Lodgee 15" out of circulation incident happened as valves were being functioned. Top bridge plug at 4117m milled out & pushed down lower bridge plug at 4147m. <...> Sand perfs. Exposed from 4122m to 4137m. Bbls hi-vis brine pill at 1/17sg pumped & displaced with 1.17sg brine. 453bbls brine pumped small inc. In gas levels observed(.04%) active pit vol. Inc. By 4 bbls. Brine in riser observed to be gas cut upper ann.closed shut in wel to monitor for press. No press. Observed on csg./drillpipe. Flow check made to stripping tank, well observed static. Well circ. Bottoms up across open choke to check for influx into wellbore.Max. Gas during circ.1.5% dropped to zero quickly. Riser contents circ. Max gas during 1.9% observed. Well opened 01.00hrs 26/11/98 flow checked until 01.30 hrs 26/11/98. Well static & normal ops. Resumed. Keeper bar (5kg-93cm l x 3 cm d) dropped from sheeves/crown block onto rotorary drill floor - laying out pipe operations stopped until further checks implemented, then completed until area safe – rig shut down and full investigation under way. While opening hinged watertight hatch on deck with starb.Aft crane the 3 ton sling parted causing the hatch to fall back to the closed position the operation is now only to be done by the crane operator or assistant crane operator if he is supervised by crane op. Radio communication to be used for banking crane. While opening hinged watertight hatch on main deck with starb aft crane the 3 ton sling parted causing the hatch to fall back to the closed position. Whilst landing a gas bottle rack being lowered by crane. Ip grabbed rack to steady as headache ball was still swinging when rack tilted and gas bottled moved crushing finger. Rig operations at time of incident were running in hole with clean-up assembly on 5" drill pipe. Wind 10-15kts (at crown) from direction of 320deg. Seas (max) 4ft from direction of 320deg. Heave 3/4'-1' pitch 1/2-3/4deg (single amplitude) roll1/2-3/4deg (single amplitude) whilst running in hole with clean-up assembly on 5" drill pipe, derrickman had unlatched stand from aft row on stbd side of derrick and was stepping back towards board.When he transferred weight of stand from his shoulder to first latch in row, the latch handle sheared off and fell to drill floor landing on the bird bath.No one was in the vicinity of area where latch landed.Latch handle weighs approx. 2lbs. Tripping was stopped and remaining latches inspected for damage/cracks. All were found secure. Securing wire will be fed thru each latch/handle in derrick fingers to prevent reoccurence. 20" casing was being lifted from the supply vessel <...> As the tension was taken up one of the slings parted. The joint of casing did not leave the deck.there were no injuries.two other slings were also found to be damaged.service company <...> Improvements documents. While tripping out of the hole to change out downhole equipment, the derrickman re-routed the tugger line to rack back the pipe into the aft set of fingers.The line was slackened allowing the line to pass under the gate.When the derrickman tesioned the line, the gate was ejected from the holding socket falling to the rig floor.The weight of the gate which fell was 5kg and fell a height of 26metres.



While drilling in the reservoir(rotliegend) some gas entered the annulus well shut in on bop for observation,gas then circulated out. While tripping out of the hole the link chain pin fell to the rig floor. The link tilt pin weighs .25kgs.There were no injuries to any personnel on the rig floor. While tripping out of the hole.The roughnecks were using the iron roughneck to break the pipe.As the iron roughneck was being pulled into one of the suspending lines parted allowing the iron roughneck to drop 1 foot to the deck. Pump component shatterred. Shrapnel thrown out.Two men in vicinity not injured. First anchor broken at 7:30pm on the <...>, Second broken at 3:00am on the <...>. Sea anchors were out. Two had been lifted in preparation for severe winds 50knots. Seas 13m precautionary down manning underway. <...> Slickline op. On shift 18.00 <...>, Fishing toolstring coming out of hole satisfactorily.tool run to depth & recovered on 2nd run without inc.. Whilst pulling ooh on 3rd run inc. Occurred. Pneumatic lickline spooler had to be repaired. It is believed op. Distracted from op. Which resulted in his failure to stop toolstring. While drilling in the reservoir(rotliegend) some gas entered the annulus well shut in on bop for observation, gas was then circulated out. At 1810hrs on <...> Whilst running bha, a finger board latch shaft sheared resulting in the latch and shaft falling to the drill floor.No-one was injured.Upon investigation it appears that the shaft sheared from the latch at the point of change of cross sectional area, i.e where the shaft of the bolt met the hex head.(hex head welded to the latch plate). Supply boat <...> Collied into leg of <...>. A sheared pin from the fast line spooler fell from the derrick, struck the front cover of the draws works and bounced towards the rotary coming to rest approximately 3ft from the nearest man. Height pin fell - 32ft weight - 201.5 grammes length - 6 inches While drilling 17 1/2" hole, a gain in pit level was noted.Well closed in on upper pipe rams - no gas or hydrocarbon ingress into well bore. Source of increase was saltwater from shaker trough overflowing due to blockage of overboard cuttings trough. Noted that upr did not function correctly - wrong amount of fluid for full travel of ram blocks. Investigated and found ram blocks not functioning successfully. Unable to pull bha out of hole:- 17 1/2 stabiliser will not pass through upper pipe rams in bop (sub sea) at present securing well to enable bop to be pulled to surface to investigate failure. Severe losses encountered while drilling horizontally in rotliegendes zone c sandstone. Bha trip made,whilst staging in hole,reducing mud wt. From 10.ppg to 9.5ppg flow check detected slight flow with gas bubble detected at bell nipple. Wellshut in to monitor pressure buil up. Sidpp & sicp remained zero during 1 hr period. Well opened & slight flow observed. Contd. Ro rih & recommence drilling from 15549' with 9.5ppg mud losses varying from 30-180 bhp. Roughneck working in derrick last hour of shift.Moving tugger sheaved on monkey board for better angle of pull.Whilst transferring sheave, shackle pin slipped out of hand thorugh grating onto drill floor. Installation running wireline junk basket.Platform producing and explorating.Psv <...> Making approach to <...> To carry out transfer of brine on portside.Psv <...> Had engine problems causing power ahead only.<...> Then passed between bow leg and port leg underneath the rig struck the inner chord starboard leg and exited between starboard leg and <...> Platform.<...> Platform appears not to have been touched. While carrying out lifting operation to install the wireline bop on to <...> Riser. Injured party trapped the little finger on right hand between the riser and bop protection frame. The bop was snagged during the lift on a chain block on the drill floor, once clear it swung quickly into the riser catching ip's finger. Weather 30-40 knots. Sea state 3-4 mtrs. Platform <...> Bop installed after incident. Ip reported to medic. Subsequently medivaced. Informed by company ip was hospitalised for more than 24 hours due to the possibility of skin-grafting. While drilling 8.5" hole in the reservoir section at 17,174 ft a drilling break occured (rop increased from 5ft to 20ft/hr). A flow check was performed and found to be positive. The well was shut in and the stabilised sidpp=160psi, sicp = 280 psi, the influx was estimated at 2.5 bbls ( suspect heather ans layer, 10% change of encountering same in program). Killed the well using the weight and wait method (very near shoe) with .962 psi/ft mud. Circulated out influx at 30 spm max gas readings 15.4%. The bop was opened and circulation continued until a drilling weight, mud weight of .963psi/ft was in full system (max gas reading 18%). The well was flow checked and drilling continued. 16 derrick cladding panels blown off and lost overside in severe weather.Panels 13ft x 3ft approx 25lb. When weather calmed all remaining cladding inspected and checked secure.Severe wind gusts considered the cause.



During adverse weather 230x 80kts and 13m seas the leeward anchor chain no 1 and no 3 had been slacked down . At 0245 no 10 chain parted when 110 tonnes tension was on it the weather at the time of the breakage was gusting up to 90 knots. 2055 rig lost position and on investigation it was found that no6 chain had lost tension.Heaved 40 metres but still no indication of tension. Drill string was hung off and riser displaced to sea water in readiness to disconnect.Anchor handling vessel mobilised. Tool string joint failed and three joints of 2 7/8" dia tubing fell to the drill floor.Doing investigating internally. The <...> Was about to reconnect our chain which had failed on <...>. The rig end of the 76mm chain was in his sharks jaws and the anchor end of the chain had the <...>'s workwire attached to it the workwire was being heaved in so as a kewter could be inserted to the two ends of the chain.The anchor end of the chain was 1 metre from the sharks jaws when the chain failure occurred. The link of the chain that failed was recovered from the vessels deck and will be sent for analysis weather 150 degrees 125 kts 3m seas. <...> Reg. Offshore supply vessel collided with drilling rig. Incorrect pipework modification at drydock caused short in alternator smoke was emitted. This jack-up platform toppled into the sea, during heavy weather. Theplatform was unmanned and had not been used for six days because of heavy weather. Elevated to safe height to clear of waves. Initial cause possibly - seabed sand around, and under legs being eroded. Or a leg/spenetrating the seabed into the soft formation. Or operator error toleg locking pins. The fpu was on location in the <…> field, preparing for first commercialoil production <…>, when light smoke was seen coming from theport propulsion room. The 74 crew members went to muster stations and ahelicopterwas sent to the scene. However, after 20 mins the crew was given "all-clear" and returned to normal duties. No fire was discovered, but as aprecaution the engine room was sealed and saturated with fire extinguishant.An overheated motor was probably the cause of the event. Two workers were doing welding repairs inside one of the rig's columns,about 200 ft below deck when explosion and fire occurred killing them both.The accident took happened when a gas buildup from their oxyacethylenecylinders ignited. The rig had arrived <…> for scheduled repairsabout 14 days earlier. 50 firemen battled the fire for 4 hours and 20 people were evacuated from the rig. Only minor damage was reported to the rig. Oil shuttle tanker <…> suffered a dp failure while offloadingcrude from the fpso <…> and ran into its stern. The accidentoccurred in 8 ft seas and 24 knots winds. Normally the vessels are about 80metres apart. The impact, which happened at very low speed, left minor plate damages to the two vessels (fpso: water ballast tanks), but no holes. About80 litres of oil was spilled when the feeder pipe was disconnectedautomatically. The fpso was damaged after a rogue 20 m wave hit the vessel. The weather at the time was severe with 45 knot winds and 15 m waves, when the unexpective massive wave struck the vessel. This caused three cracks in the superstructure in the bow area of the vessel, the largest 3 metres long, 50 ft above the waterline and well away from the oil storage tanks. The fpso was not producing at the time owing to a gas turbine having tripped. It was just about to come back on line when the wave hit. Non-essential crew members were evacuated to the nearby semi <…>. Operations resumed on the fpso the following day. During maintenance of mooring chain fair leads the weak link on No.2 mooring line parted and the chain end towards the anchor got trapped in the chain pipe above the fair lead. No personnel/equipment injured/damaged. Operation with 7 mooring line continue in accordance to Marine and Contingency Manual and Non Conformance No. 176. The ATC & 703 DP computers froze after receiving numerous "run time" errors due to fault on the system. The vessel was quickly taken off auto DP system by manual operation of the main thrusters using heading control. The manual heading control had to be maintained for 2 hrs until an auto system could be established to allow limited auto heading control. Non essential personnel were evacuated by helicopter as a precaution. Shuttle tanker was receiving export cargo when she suffered a dp failure it resulted in a fwd excursion from her set position, causing her to overun the mooring line buoyancy. Vessel repositioned and holding position on manual mode, still connected to export hose & mooring line. A subsequent survey indicated that an element of the mooring rope assembly had been wrapped around the mble, causing crush damage to the wire rope. Tanker disconnected whilst repair plan implemented. Actions taken/planned to prevent recurrence of incident



At 00:30 on <...>, while recovering #7 anchor, the chain wire connector was coming over the rig's wildcat gipsey. The chain wire connector failed to seat properly and at this time the wire socket failed, allowing the wire to drop to the chain locker and the chain to drop back through the lower fairlead and back into the sea. Fortunately, the <...> had #7 chaser pendant up to his stern roller, and nothing else failed. There were no personnel in the vicinity of the windlass, chain locker or aft end of the anchor handling vessel. The weather conditions at the time. Wind: -12 knots and seas of 4 feet with 7 feet swells. The rig's pitch was 1.5deg roll 0.6 deg. The rig was being moved from N7 location to a safe handling area 35 metres west in order to retrieve the G2/EDP package. As tension was being taken on the chain, the clutch slipped out allowing the chain to run out 554ft before it was arrested by the hydraulic braking system. The chain missed by 14 metres, the gas lift pipeline GLF/2 which was in use at the time of the incident. The clutch slipped due to failure of the operating relays and mechanical lock to hold the clutch in position, assisted by misalignment of the clutch operating yoke which prevented full engagement.Prior to resuming anchor handling operations, the electrical and mechanical faults were rectified and all other windlasses checked for similar defects. A review of operating and maintenance procedures was also undertaken and a number of improvements are to be put in place. Undertaking routine mooring line adjustments using nos 5 & 6 windglasses when gearing failure occured. Causing uncontrolled run-out of no.6 chain. Run out caught using brake. No damage or injuries and no critical loss of position over well resulted. Actions taken/planned to prevent recurrence of incident The operation that was in progres was retrieving all anchors at block <...>. The <...> was passed no3 pennant at 1917 to chase out to the anchor. 1953 anchor was off the seabed. 2005 commenced retrieving the anchor chain. 2057 chain failed on the gypsy with 893m of chain out. No 3 anchor was on the stern roller of the <...>. Actions taken/planned to prevent recurrence of incident The fishing boat <...> registered at <...>, infringed the <...> on the <...> when it came as close as 40 mtrs from the SW Corner of the <...>. The <...> was evacuated to the <...>, but the vessel could not be raised on the radio neither by the SBV or the <...> bridge. An OIR/13 has been submitted with attached photographs. A <...> oil tanker the butt' was on a collision course with <...>. Answer and all calls went unheeded.10 persons evacuated from the installation when the tanker changed course. Distance from installation given was half a mile. First officer was 'busy' talking to a friend by radio! Coastguard and lloyds alerted. Actions taken/planned to prevent recurrence of incident <...> was working <...> when an alarm sounded on the bridge. Control of the vessels port main engine (pme) was lost.the master took manual control of the vessel and communicated with the chief engineer. A further alarm on the joystick desk indicating a thruster failure and the master made the decision to pull clear of the <...> fpv. The platform deck crew was warned by the vessel to stand clear of the pot water hose that subsequently parted. The master feared failure of another engine and the shortest route to clear the fpv was taken.the vessel cleared the fpv to outside the 500-metre zone to effect repairs. Following a successful oil export the shuttle tanker <...> and the FPSO assumed fixed headings close to their weather vaning headings and commenced the disconnection operation. During disconnection it is necessary to inhibit the ESD2 automatic disconnect facility whilst the crew are reconnecting the messenger lines and paying these out. This is normal industry procedure. During the recovery of the oil export hose the FPSO experienced a reduction in electrical power availability; its thrusters were automatically tripped and power to the oil export hose reel reduced increasing the time taken to recover the hose. Whilst the hawser and its messengers were being recovered the FPSO heading changed rapidly: 55 degrees in about two minutes. The LR Master took manual control of the tanker and manoeuvred it, using minimum power, to a safe position concluding the disconnect operation with the ship stopped between 10-30 metres away from the FPSO at a 90 degree difference in heading. At no time was there any danger of collision. The vessels were able to manage the incident safely due to the application ft the Safe System of Work (SSOW) revised following an earlier incident. Weather conditions at time. Wind SE, force 3-4. Slight/moderate sea state. Sea/swell Ht sig 2.6m, max 4.6m, period 8secs. Swell predominantly westerly. Actions. FOR ACTIONS SEE OIR/9B. Shuttle tanker <...> was making its approach to the stern of <...> in preparation for cargo offloading. At a distance of approximately 200 metres, she experienced failure of main propellor pitch control. This initiated a sequence of events which resulted in a 100% ahead pitch demand from the DP system. The vessel started to move ahead and the DP operator selected manual control. The vessel was steered to starboard and arrested 120 metres from the stern of <...> at approximately 90 degrees. Supply vessel <...> was alongside offloading cargo when he lost power to his aft thruster without warning. The weather then blew him into the port leg (cord K) while pulling off the leg the rig sustained a couple of substantial blows. The <...> contacted the leg with his port side. Weather: seas state 1.5mtr, 2kts, wind speed 20 kts 220*. <...>: his initial report was problems with the thruster, on his way back into port he found more damage to his hull. The leg inspection showed white metal marks and some shaved off metal off the <...> on one side of the teeth.



Supply vessel <...> was attempting to position itself to be worked with portfwd crane. Whilst doing so vessels starboard aft hull came in contact with the chord 'c' on the bow leg. This in turn caused serious damage to the hull of the boat but no damage to the leg chord. Actions taken/planned to prevent recurrence of incident The rig was being towed by the tug <...> to the <...> platform. Tug contacted rig on port side near the crane pedestal and helideck supports. Damage minimal damage mpi'd. Verification bodg (ab5) notified. Actions taken/planned to prevent recurrence of incident The <...> FRC was sent to the <...> to pick up mail on marginal weather, whilst at the <...> location the craft came into contact with the Port Fwd leg of the <...> sustaining some damage which turned out as not reparable offshore. We recommend that in future, on proximity work at the <...> that the FRC is not launched on marginal weather but well within the approved parameters. Supply vessel <...> offloading cargo on port side of rig - the lea side, lying at right angles to the rig. At 11:04 the vessel struck the timber fenders on column B4 with stern roller - caused damage to 5 fenders and distorted frames and stiffeners -no influx of water - no damage to vessel - see OIR9B for full report Transfer of bulk barite from the <...> to the <...> on the starboard side. Wind 20-25kts. The vessel was sitting stern to weather. The mate of the supply vessel lost partial control of his vessel position. The vessel came astern snf lightly brushed the aft side of the starboard centre collision. Paintwork damage only occurred. Monitoring of vessel alongside will continue currently actions taken/planned to prevent recurrence of incident Supply vessel <...> whilst coming alongside to discharge deck cargo came into contact with starboard legs 3 and 4 causing indentation of the shell plating. There was no penetration of the plating. Actions taken/planned to prevent recurrence of incident During anchor handling operations (<...>).arrived to pick up 3 pennant. At the same time the rig was being held in position using its thrusters. The barge engineer adjusted the thruster from port to astern due to the weather conditions this allowed the rig to move starboard the skipper adjusted his thrusters away from the rig but was not successful and the collision with the boat and the anchor took place. The rigs anchor punctured a hole in one of the boats ballast tanks. Actions taken/planned to prevent recurrence of incident A section of export cargo hose was being transferred from the hose withdrawal track to an adjacent stowage position. The lifting arrangement for the export cargo hose sections consisted of a lifting beam, rated SWL 4 metric tonnes, connected to an overhead gantry crane by two legs of a chain set rated at SWL 10 metric tonnes. The gantry crane is rated at SWL of 5 metric tonnes. The Export hose was suspended beneath the lifting beam at 5 lifting points. The hose being attached to the 5 lifting points by webbing / wire slings. Whilst the load was being taken up by the gantry crane the forward suspension chain connecting the lifting beam to the gantry crane parted. As immediate corrective action, the use of chain sling and spreader beam has been replaced by use of wire rope and webbing slings. The broken chain and link have been sent to <...> for examination. At approximately 1600 hrs on the <...> the <...> unit sand dumping boom was being lowered. This is a regular operation to allow for the dumping of the treated sand and was being carried out by the Production Supt. The boom is lowered by means of a manually operated hoist. After checking that the area below was clear, the boom-retaining bolt was removed and lowering was commenced. After about one turn of the hoist handle and with the boom at only ten to twently degrees from the vertical the hoist handle could not be held and slipped out of the Prod Supt hand. The boom then went into 'free fall' finally coming to rest on the ships side handrail, bending the top rail slightly. As the handle rotated the Prod Supt received a glancing blow to the mouth which resulted in First Aid treatment by the medic. Following treatmnet he returned to normal duties. Following investigation the boom was retracted back into the vertical position and secured with the retaining bolt. This operation was carried out utilising the services of a suitably rated 'Tifor' lifting appliance. The hoist has been out of service and will be returned onshore for detailed examination by in indepandant third party. During the lifting of the 22m level materials hatch (3.1x2.8m) using the manual lifting winch the operator stopped lifting the hatch at approx. 600mm to position the Machinery Space gantry crane to assist with the lift. While he was away from the hatch the 1.5 tonne lifting wire parted at the snatch block mounted on the bulkhead. The hatch lid reseated on the deck. At no time was the operator at risk of injury. The wire was fitted new 26/7 with appropriate certification. ACTIONS. 1 Suspended use of the lifting wire on similar arrangement for 18m level hatch. 2 Review of lifting arrangements for hatch. 3 Failed wire being examined/tested for failure mode. 4 Certification will be checked out following recent problems. CAUSES - (investigation continuing) 1 Failure of wire within lifting capacity due to fault in wire is thought to be the most likely cause. WEATHER: Wind 256 deg @ 18knots; Heave 7m; Role 0.9 deg port, 0 deg Stbd. Results of test lift <...> Calculated weight of hatch approx. 1.35 tonne. Results of load test cell on hatch. Weight of hatch 1.3 tonne. Load on lifting wire during lifting operation 1.2 tonne. Note inspection of hinges showed no faults and no locking up occurred during test lift. Whilst lifting a 0.57 tonne section of pipe with two 1 tonne chain blocks, a link from one of the chain blocks parted and allowed the pipe to fall approx. 1 metre to the floor and damage a pump casing. No personnel were injured.



During replacement of a section of offloading hose, the offloading hose reel was being rotated to remove slack from the hose and enable the connection on to the drum goose neck to be made. The free end of the hose, with the pusnes coupling removed, was secured to a pad eye in the drum using a 3.1 tonne chain block and 3 tonne soft strop around the hose flange and the fixed end was being held in place about 1m from goose neck by a 6 tonne chain block and 3 tonne soft strops. Using detergent supplied as foam to lubricate hose surface the hose reel was being rotated slowly on hydraulics when the chain block on the free end failed with the end at the 11 o'clock position this allowed one section of hose, with a weight of approx. 3 tonne, to roll off the drum and impact with the a deck lifeboat platform damaging the handrail, light fitting and deluge main. A risk assessment of the activity had been carried out and the system of work in force called for the area to be clear of personnel during operation. There were no injuries to personnel. The area was made safe and the lighting circuit & deluge main isolated. <...> onshore safety and duty hse duty officer informed 16.45 hrs <...> photographs were taken of the site and permission received to recover and stow the hose due to impending bad weather. Weather wind 18 knots 260* sea state wave height 3.5 m significant roll 1* pitch up 1.8* down 1.6* heave 2m actions taken/planned to prevent recurrence of incident The fpso was backloading deck cargo to an anchor handler using the fwd crane. Daylight and good visibility. After landing a load on the aht, vessel motion caused the travelling block to land between the bumper bar and the bullwark. The crane operator paid out wire but could not keep pace with aht descent. The travelling block became snagged on the aht and released suddenly as downward motion continued. There were no injuries, operations were ceased and the crane made safe. Several people witnessed the incident. Actions taken/planned to prevent recurrence of incident It was observed that the hoist wire had wound onto the drum of the aft port side crane unevenly and required to be wound off, then rewound on to give the correct wrap configuration. The driver swung the crane boom over the port side and proceded to lower off. During the operation the wire came free from the drum and paid out uncontrolled over the boom and entered the water. The crane was fitted with a two fall block and this resulted in the loss of the block into the water also however the anchored end off the wire remained attached to the crane boom (dead end) the wire and the hook assembly were subsequently receovered. No injuries to persons occurred. The driver was being assisted by an additional three deck personnel. The crane involved is a <...> 30t pedestal crane. The crane had no load other than exerted by the wire and hook assembly. Environmental conditions were wind approx 10 knots, air temp 8dg, heave 1m, roll 1.2deg, and pitch 0.5deg. General calm conditions with good visibility. Actions taken/planned to prevent recurrence of incident Construction activities were ongoing in the moonpool in order to locate skid beams to facilitate the installation of the riser support frame (rsf) - workpack no <...>. A rigging procedure had been developed which principally concentrated on the lifting/positioning of the rsf. Prior to commencing to locate the skid beams (<...>), the oie noticed one of the chain blocks to be used was hung of a beam by means of a sling wrapped around the beam. He requested the construction supervisor have the sling hung from a beam clamp or padeye instead, stating that this was not accepted platform practice. He did not notice that there was material packing on the top edges of the beam. This request was duly complied with, but the padeye selected was not certified. Work to locate the skid beams was commenced on <...>. Two bolted sections of the skid beam were being gradually floated into position, suspended a couple of inches above the deck, towards the east end of the moonpool. 2x1 tonne chain blocks were being used, supported by wire strops attached to overhead padeyes, when the padeye at the east end of the load failed. The chain blocks with slings and shackle fell, striking a person a glancing blow on the hand and landing on an underdeck scaffold below (approx. 1 metre below the injured party (ip). The ip sustained a minor graze and some bruising to his right hand. He was instructed to report to the medic immediately. The operation was halted and reported to the area authority. Crane boom fell to ground. Switch had failed and needed to be defeated to lower boom to ground. No injuries. During preparation of the deck for the storage of tubulars to be offloaded from the supply vessel, a Tote Tank was connected to the crane in order to assess the weight and the requirement of either a Whip Line or Main Block lift. A single pennant on the whip line was used for the operation. The Roustabout hooked the pennant on to the tank, banked the crane boom directly over the tank for a straight lift and then stood clear of the operation (no other persons in the vacinity). Once the Banksman was clear the Crane operator took the strian on the line. Keeping an eye on the Loadwatcher the crane operator stopped the job on reaching the SWL of the Whip Line with no movement of the tank. As he started to slacken off the whip line the crane hook opened and the pennant lifting ring fell approx. 15-20 ft onto the top of the tank. Neither the Crane Operator or the Roustabout could see a reason for the hook to unlatch and open. The hook was brought to the deck and examined. This showed that there had been no material failure on any part of the equipment, the latching arm was observed to work properly at this time. All crane hooks of this type (<...>) were changed out prior to work continuing. The hook in question has since been sent to <...> for further examination.



Injured party: <...>, Roustabout Running 13 3/8 casing from main deck to cantilever with aft crane. Joints were being landed alongside catwalk then transferred singly to it. Long joints with uneven slinging were hooked onto the crane the roustabout placed his foot betwen joints and catwalk to retrieve a protector. Crane op then took weight on slings and one end of joint swung in wipping man's leg against side of catwalk. Tissue damage but no broken bone. Medic not happy with recovery so sent IP onshore. IP signed off for 2 weeks from <...>. Accident is being reported as an LTA (first LTA in 6 months for rig). Roughneck stood by manriding tugger, waiting for travelling block to come to a halt before being winched up to the block to come to a halt before being winched up to the block to attend to the geolograph line on the top drive. The man was hoisted into hte topdrive guardrail 10ft from the deck. All motions ceased before contact was made. Actions taken/planned to prevent recurrence of incident Operation: removal of casing stabbing board from derrick for modificatio employee was standing on a small platform in the derrick - directly behind the casing stabbing board. Another floorman was in a riding belt secured to the man-rider. They tied the air hoist line to the bottom (or platform) sections of the stabbing board. They took tension on the board of the rig floor port air hoist in order to remove the bolts holding the board to its mounting bracket. <...> pushed on the board to clear it from its bracket. When it came free, the board flipped over striking <...> on the right forearm. Actions taken/planned to prevent recurrence of incident During the replacement of a man-riding tugger wire, which is positioned in the port forward corner of the moon-pool, the used wire had been spooled off the drum and coiled on the main deck. The drum end of the wire was secured to a length of nylon rope and whilst it was passed through the suspended sheaves the loose end was not secured properly and the loose end dropped intoo the moon-pool. The weight of the wire line was sufficient to start pulling the rest of the coil overboard in to the moon-pool. The tugger was 200ft of 3/4" wire. The rov was launched to try and locate the wire on the seabed but it could not be located. An extensive ssea bed survey will be carried out at end of well. Actions taken/planned to prevent recurrence of incident Searing 3500 pt fwd crane boom fell whilst being unhooked from a load on the osv <...>. The boom was left hanging from the pedestal whip line ball on supply vessel. No one was injured, equipment damage only. Suspect main boom winch shaft detatched from drum. Actions taken/planned to prevent recurrence of incident While offloading a compactor onto supply boat <...>, member of sv deck crew sustained a soft tissue injury to small finger of left hand man was treated by medic on <...> before going being medivaced by helicopter for further treatment onshore. Weather - good, wind 6kts wly, sea 1.0mtrs remedial action: oim advised captain to keep his crew clear of all lifts until they are landed safely on deck and all motion has stopped before attempting to remove crane hook. Actions taken/planned to prevent recurrence of incident Picking up second joint of 30" riser, side door elevators latched onto boxed end. As the weight was transferred from the crane to the elevators. One of the elevator ears was bent out of shape. This in turn broke one of the retaining bolts. Actions taken/planned to prevent recurrence of incident While re-routing drill floor tugger wire through monkey fingers to allow a more vertical lift to install a <...> hose in the Derrick, the tugger wire which was being hoisted to monkey board (with empty hook) was being held back by a floorhand positioned at monkey board level to stop it running away to the crown. When end of wire was approx. 15ft below monkey board, he could no longer hold onto it. The wire then ran to the tugger crown sheave, which was large enough to allow the wire end assembly to pass through and fall. The hook assembly landed on a beam approx. 60ft above the drill floor. On the way past, it hit the floorhand a glancing blow resulting in cuts to his nose and forehead. A 6 1/2" drill collar was being lifted from the mousehole, to be moved across to the rotary- The toolpusher using the machinery reached to activitate the 'link tilt' switch but activated the elevator unlatch by mistake. The collar fell 3-4ft vertically and stuck upright into a drain. The collar was latched and operations continued. There were no injuries or equipment damage. Steps are in hand to modify the switches and make them not similar The <...> Hydraulic Riser Running Tool was suspended in the main block elevators, and the intention was to pull the tool over to align it to the receptacle of a 20ft riser pup joint, which was situated in the 'V' door on the dodge truck. While positioning the Riser Running Tool to pick up a 20ft pup joint of riser from the <...> one of the 'U' shaped eye bolts sheared. The <...> was in its angled position, and the end of the joint of riser was in position on the drill floor ready to be picked up into the vertical position. A piece of the eye bolt ended up on the aft deck, striking one of the floorman a glancing blow on his hard hat. The floorman, who was on the rig floor beside the 'V' door at the time, had been bending down to pick up a sling, and ducked to the side when he heard a noise. The floorman was not injured. At the time, it was daylight, and the weather conditions were fair. The wind speed was 18 knots from 320 deg, with a combined sea state of 13 feet. The motion of the rig was Heave - 1.5ft: Pitch - 0.8deg: Roll - 0.6 deg. While lifting a 1 ton bag from the sack store to the main deck, the bag of salt caught under the cargo hatch edge to the main deck. When the bag caught under the edge one of the four lifting eyes parted under the extra strain. The full weight of the bag was then three eyes which subsequently parted due to the extra loading.



Chief Mechanic, Mechanic and Motorman were replacing a section of air intake trunking following a generator change out on #3 EMD and fianl orientation of the trunking was being achieved. The IP was attempting to place a jacking bolt between the flanges when the lifting arrangement failed and the trunking fell trapping the IP's hand between the flange of the trunking and a fixed pipe on which his hand was resting. The lifting arrangement which failed was a temporary lifting bar welded across the internal diameter of the 24" ID trunking. The lifting bar was 3/4" round bar, the trunking was an eight feet long S-shaped section weighing approximately 0.8 tons. The weather was calm. The Chief and Mechanic were half way through their shifts while the motorman was almost two hours into his shift. A full investigation has been carried out. (See attached report.) Offloading a BOP (<...>, 44 tons) from the supply boat <...>. The boat was moored to the stbd pontoon with a rope on the bow only. Load was picked up clear of the boat and the mooring rope was released by the Maintenance lead hand (note: the FRC crew stopped a deck hand from going under the load to release the bow rope). The bow of the boat moves clear of the pontoon. The load was approximately 40 ft up when an hydraulic hose in the crane burst, resulting in an uncontrolled descent of the load which came to rest on the wheel louse of the boat. The crane operator had the time to sound the alarm and use his P.A and the skipper managed to clear the wheel house as the BOP double came in to contact with the wheel house. It was noted by witnesses on the deck that the <...> was going under the load whilst pulling clear of the pontoon. The burst hose was changed out, the brake adjusted, load removed from the wheel house amd landed safely on the <...> deck. Photographs taken, and witnesses' statements obtained. Full investigation is being carried out to confirm integrity of both cranes; hydraulics, safety and maintenance systems, load tests. In the meantime temporary constraints have been implemented to permit limited usage of both cranes until investigation is complete. Crane Operator instructed roustabout to attach two slings and a 12mm diam. tag line, coiled polyprop rope about 12ft long - to be sent down to supply vessel alongside. Tag line separated from crane hook and fell approx. 20 feet to deck of supply boat Environmental conditions wet and windy. At approx. 0045 my colleague and I were working down P2 pump room, about to move the old fire pump. As I took the weight off the pump with my chain block my partner released the tension on his chain block, when one of the links snapped on his chain block. There was no weight on my colleague’s chain as I had all the tension on my chain block. On later inspection of the chain block it was noticed that the load chain dead end pin had sheared and the chain had not parted as per the initial statement. Additional damage noticed on inspection was to both side plates and the chain stripper was bent. The chain block appears to have been damaged previously by contact from another object. Recommendations to prevent a recurrence: 1. Prior to using any lifting appliance a visual check on the appliances condition should be carried out. Do not rely on colour code indicating it is fit for use. 2. If it is known or suspected that a piece of lifting equipment may have sustained damage, do not continue to use it, but report immediately to your supervisor and quarantine equipment. 3. Review the onboard frequency of lifting appliance inspections (outwith the six monthly inspections and additional to p.m.s) and the system of control on their issue, use and return. At 2235 hours on <...>, the Coiled Tubing Lifting Frame (CTLF), lifting nubbing passed through the supporting liftilg elevators. The frame dropped approximately 2 feet vertically & toppled over coming to rest against the port aft derrick structure. When the frame fell the two IPs who were working in the frame in riding harnesses were thrown clear & were lowered to the deck by the winch operators in a controlled manner. Both men sustained minor injuries which were subsequently treated onboard by the rig medic and went back to the beach on the following day on the crew change helicopter for further medical checks. Neither of the men were dtained in hospital. Whilst lifting drill collar using crane, ip's foot caught between collar and container. Foot bruised, ip medivacced for x-ray but no broken bones. Full internal investigation underway involving noble and bp senior staff. Ip back at work onshore because shift change due within days. Actions taken/planned to prevent recurrence of incident Unlatched <...> riser due to 4.8m rig heave. Skidded rig 14m forward using primary winches 1,4,5,8. Prepared to slack off on winch 3. Took weight of chain on winch and released brake. The chain ran away when the brake was released. (at this time, the high seas were hitting the rig at this corner). Applied brake to stop run away. Apprx 10m of chain paid out. Inspected 3 winch and found that 5 bearing cap bolts had sheared off completely allowing the main drive shaft to move up approx 0.2m at the drum end. Actions taken/planned to prevent recurrence of incident Whilst removing a redundant valve (approx weight 32 kilos) from port propulsion room / colomn, the lifting arrangement failed causing the valve to drop. The injured party was standing on a platform approx.14' beneath the load. It struck him on the left arm causing a fracture to the left ulna. The lifting command was given by the injured party . Actions taken/planned to prevent recurrence of incident



With the assistant crane operator in the port crane the deck crew supervised by mr ward, (crane operator) were moving a d.c. Motor box of approx weight 3 tonnes and dimensions 1670mm x 1700mm x 1220mm on the engine room roof storage area. The box had been lifted 3'- 4' off the deck, it snagged on a compactor bag. This was freed, however the top of the box then hung up on a nearby container door. When the crane was moved, on the instructions of <...> to rectify the situation, the box came free, it spun and then struck <...> in the abdomen actions taken/planned to prevent recurrence of incident Offloading supplies from vessel on the port side of <...> wind 12 knots - seas 12/15 ft wireline unit being offloaded from vessel to rig . wireline unit was being transferred from the tern platform to the <...> by the <...> as the wireline unit was being lifted off the deck of the <...> with the rig's port crane, it contacted an adjacent container on the vessel's deck - the door of the unit opened an 4kg dry powder hand held fire extinguisher fell out of the unit onto the top of the said container (2ft drop) and the door then closed again - on inspection of the unit's door fastening device it was found that the door handle was satisfactory but the door's retaining latch was secured with a piece of soft wire which was obviously inadequate to prevent the latch opening whilst being handled during transit - the fire extinguisher is normally positioned just inside the door and it can be envisaged that the contact made with the container was enough to dislodge the fire extinguisher followed by the swinging motion of the unit which in turn burst the door open allowing the now loose appliance to fall out - the vessel's deck crew were well clear of the lift as per procedures. Actions taken/planned to prevent recurrence of incident While off loading a supply vessel alongside the rig, the crane was hooked onto a half height container of rental equipmenton the vessel deck. As the crane operator began to lift the load, by the time that he had lifted approximately 1 foot, he noticed that only one end of the basket was actually rising. He immediately slacked off set the lift back down and the vessels crew disconnected the load. Actions taken/planned to prevent recurrence of incident Load swing as wellhead connector was being lifted off the riser trolley banksmain foot was trapped against a fixed pipe deck injured person sustained bruises and torn ligaments in right foot. Actions taken/planned to prevent recurrence of incident While lowering main block of starboard crane onto the supply vessel, limit switch assembly (approx 20 lbs in weight) fell approx 160 feet into container on vessel. Crane recently subject to cut and slip. Actions taken/planned to prevent recurrence of incident The port crane was being used to move deck cargo on the portside maindeck to the port riser bay. The 15t. Whipline was in use. After lowering a lift, the crane operator lowered the boom to allow the lifting slings to be unhooked. This motion of the boom caused the main 40t. Block to swing back and come into contact with the boom. One of the bolts on the 40t. Block fractured and a section together with the nut fell approx 30 feet onto the port aft box girder. Although an electrician was working in that area, no injury or further equipment damage occurred. The crane was swung round over the helideck for further inspection. After discussion with <...> shore base, it was decided to remove the block and mainline wire. The wire was due for renewal and was scrapped and the main block will be shipped to town for inspection and repair. The fractured section which fell will also be sent to <...> for inspection. Actions taken/planned to prevent recurrence of incident Tip of index finger on right hand taken off (crush injury) - on main deck.pipes crushed finger against stanchion on pipe deck. Pipes were being unloaded on pipe deck where i.p was assisting.i.p's index finger on right hand was crushed between pipe and stanchion. Ip lifted off to beach - surgery undertaken expected upto 6 weeks off work. Actions taken/planned to prevent recurrence of incident Operation at time of incident : picking up & running 1/3 joints 2 7/8" tubing including a 15ft pup joint (also 27/8") for the purpose of running guns. At approx. 02:00 hours the pick up elevators were put on the 15' pup joint and secured. Once the catwalk was clear the drill floor tugger was used to lift the pup joint up the v door & on to the drill floor. Up to this point the task proceeded the same as it had throughout the whole operation. However, once the pup hoint was clear of the 'v' door approx. 6 inches from the drill floor deck level & hanging vertically from the pick up elevators, the pup joint fell out of the pick up elevators onto the drill floor. The pick up elevators were still latched on examination no fault was found. Investigation found that the 15ft pup joint was 1/4 inch smaller than normal 2 7/8" wt 38 connections that were measured on the rig. No other abnormallity was found. Actions taken/planned to prevent recurrence of incident Back loading <...> on stbd side of installation. While backloading a half height c/w elmaged brake, the stbd crane main hoist clutch/brake started slipping, resulting in the load desending, in a controlled manner until coming into contact with the sea (approx. 50ft) at which point the main hoist brake held. Clutch plates were replaced, and the half height success fully backloaded to the <...>. Actions taken/planned to prevent recurrence of incident



Ip - cement dust in eyes following explosion when disconnecting cement stinger. While in the process of laying out joints of drill pipe that had been plugged with cement, the crew where attempting to break the top single of the last stand. The rig tongs were used, then the floormen attempted to back the joint out using a chain tong. After using the tongs again, the chain tong was used and 2 turns achieved. The rig tongs were put on again but before the breakout line was pulled, there was a loud bang & pressurised cement particles were blown out of the connection. Theses particles were blown directly into the face & eyes of the floorman who was connecting the make up tongs at the time. Actions taken/planned to prevent recurrence of incident While backloading hwdp (6 jts per bundle 2 x bundles per lift) to <...>, the vessel surged on the crest of a wave causing one bundle to land flat on his deck, the other to land one end of bundle deck, the other end on the vessels bulwark, and when the vessel came off the crest the full weight of one bundle was put on one sling which parted. Actions taken/planned to prevent recurrence of incident The supply vessel <...> was alongside starboard side of <...> receiving backload cargo. A single lift tubular (core barrel) was being lowered to its port side. The installations crane was booming down to its limit and the <...> was moving astern to facilitate this. The load was aligned fore and aft to its deck but as it was lowered it started to rotate, and the end moved into an opening below the bumper rail on the port side. At this point the vessel heaved downward quicker than the crane could be lowered, causing overload to the sling at that end. The sling parted and the other end of the tubular was lowered onto the deck and the crane removed from it. At no time was the ratings on deck in danger as they were positioned forward of the safety zone line. This occurance was in daylight with winds 25kts @ 060 deg and seas 2.5 to 3m high. Actions taken/planned to prevent recurrence of incident Coiled tubing crew and rig crew had packed away coiled tubing equipment into a half height container on top of the spider deck roof top. The half height was contained within the hand rails which are installed around the large spider deck roof hatch. On preparing the half height for back loading it was found that the cargo net was trapped below the half height. The crane whip line was attached to the lifting bridle and the half height was raised approximately 1 foot. [dedicated banksman, one further roustabout and 2 crew present]. The cargo net was pulled from beneath the half height and secured over the top of cargo. When this was complete the roustabout asked the two hands if they were ready to lower the half height back to the deck. This was confirmed and the crane operator was signalled by the banksman to lower the load. As the load was lowered the ip shouted to lift up on the load. This was done immediately and the ip was found lying on the deck with injuries to his right foot. It appears that he had placed his right foot on top of the lowest rung of the handrail and as the load was lowered the bottom of the half height and contacted the top of his wellington boot crushing his right toes between the handrail and the half height. [boots were steel toe capped wellington type]. Man was working 6pm to 6am nightshift and had been on duty for 1 hour after 12 hours off shift. Weather at time of incident. Wind 26 to 28 knots @ 240 deg. Seas 12 to 16 feet @ 240 deg. Pit At approximately 1945hrs on <...>, david moore went down to the port aft column (pc3) in order to check oily water seperator. When coming back up he noticed that the pneumatic chain hoist in the 50' lrvrl of pc3 was freely running along its runner beam due to the motion of the rig. <...> recognised this as an unsafe condition and decided to rectify the situation by attching the lifting hook to a fixed point and atking the up the slack with the hoist mechanism. Initially <...> attempted to attach the hook to the angle iron of a shelf frame and then use the hoist remote control box whilst standing cear, however, this did not work due tot he hook falling away from the angle. <...> decided to hold the hook in place whilst he tightened up on the hoist and in doing so trapped the index finger of his left hand lacerating and dislocating it as the weight came onto the hook. Actions taken/planned to prevent recurrence of incident Lifting a guide frame from a supply vessel using four lifting set attached to a safety tail attached to drill pipe from drawworks. As lift started, one leg of lifting set caught around a flange on the guide frame. Boat dipped in the swell and wire rope broke. Load did not move on deck. Actions taken/planned to prevent recurrence of incident The stand by vessel was along side on our port side to receive two crew members. The transfer of personnel was going to be carried out by a personal transfer capsule (frog). The rig also supplied an <...> seaman as an escort for the two new crew members. The capsule was then transferred to the open stern of the vessel. The capsule landed safely on the deck and the two crewmen disembarked, took their luggage off the capsule and removed their lifevests. As this was going on the stand by boat suddenly sheered away from the rig with considerable speed so that the whipline led over the stern bulwarks and eventually the weight of the whipline and headache ball caused the capsule to run down the deck and topple onto its side with the <...> inside. The crane operator spoke to the boat by vhf and requested that he came astern and for his crew to give assistance to have the ab rescued from the capsule. The <...> managed eventually and with some difficulty it appeared to get out of the harness and onto the deck. Once the boat went astern and closed into the rig the crane operator was able to get the capsule upright and retrieve both the capsule and ab back to the rig. Actions taken/planned to prevent recurrence of incident



Make up tongs supported by an air tugger due to height requirement at "false" rotary table. When blocks ascended derrick dsc hoses snagged the tugger line lifted tongs until they 'maxed out' against snubbing line about 15ft off drill floor. Shock loads parted balancing screw the tongs fell onto the red tugger and half of the balancing screw fell down the v door striking weil brodue (weatherford crew chief) a glancing blow as it bounced up from the catwalk - no injury sustained - no request to see medic actions taken/planned to prevent recurrence of incident Normal operations were in progress. Heavy weather was being experienced with roll of approx 4o either side of vessel. Wind speeds over 50 kts (NNW). A 200 litre drum of hypo chlorite came free from its lashings and rolled down a flight of stairs to the central walkway, narrowly missing an operator and damaging a grating (beyond repair). The barrel fortunately did not rupture and noone was injured. The reason why the drum became free to roll is to be investigated and prophylactic measures to prevent recurrence determined if possible. Scaffold materials had been placed in readiness for construction the next day. Severe weather overnight broke the tie downs and the materials fell overboard. Actions taken/planned to prevent recurrence of incident An rov pre-job survey was completed during preparations to install the fpso risers. The inspection revealed half of a 5" chain link (about 70 kgs) lying against the gas export riser laid out on the seabed. It is assumed the link fell from the fpso during mooring operations a few days earlier. The potentially damaged riser has not yet seen service, contains inhibited water, and is fully isolated from any hydrocarbon source. The finding was reported to onshore support for investigation and recommendation to ensure safe and satisfactory operations. The survey identified a number of other links lying on the seabed. Actions taken/planned to prevent recurrence of incident <...> some damage noted to fender outer on pc4. Rope access team mobilised to secure or remove sections. <...> rope access team onboard. Deballast to prepare for work - fender still in situ. Weather still unfavourable for overside work. <...> deballast to complete work - lower outer section missing. All remaining sections removed to main deck by rope access team. No damage evident to hull or structure actions taken/planned to prevent recurrence of incident While SF <...> jackup was in position over <...> platform, an H-beam fell over the side of the <...> platform into the sea at 23.30 hours. Work was under the control of <...>. No injuries. Reported by <...>. Fall wire for the MOB boat parted during monthly PM check. No-one was in the boat at the time and the boat fell only as the hang off position. See report in file. Whilst laying out a single joint of 13 3/8' casing from the string to the catwalk the single joint elevators were used to pick up the joint to be laid down. Weight of joint 2T SWL elevator 5T. The joint had been connected to the string down hole (Now held in Slips) and was filled with 6bbls of drilling fluid (Mud). The main elevators being used at the time were 350T air operated unit. The joint was backed out of the connection using power tongs and with the joint slack allowed to partially drain of mud. At this point, with the area clear of personnel, the draw works was engaged and as rhe travelling block commenced to pick up the backed up joint, the pin threads snagged on the box casing threads of the downhole string. Before the winch could be stopped the swivel was overloaded and parted. The nut from the swivel fell to the drill floor approx. 40ft. The elevator slid down the pipe. With the first set of elevators removed a second back up set was installed in the same fashion. As the casing was now empty it was possible to have a man operating the power tongs to constantly rotate the pipe as it was lifted and the operation was safely completed. Dropped 4 joints of tubing when slips on shabbing unit failed. D/H investigating. Permission given to clear site. At 1045 hrs the driller informed the OIM that there was ice/sludge dropping from the derrick in large blocks. The weather at the time was: Wind - 360 deg @ 60+knots, Sleet, Temp 4 deg, 6 mtrs seas, Bar 973, Vis 3/4 ml. P.A. announcement made to ensure all non-essential personnel to stay inside accommodation. The driller and one other sheltering in the Dog House at 1100 hrs a large piece of sludge/ice dropped from the derrick and fell through the top window. A section of perspex window approximately 0.3m x 0.3m x 6mm broke off and fell into the Dog House. There was no one in that immediate area and no injuries. The window has steel bars on place as protection but the slush/ice impacted between the bars. The perspex has been replaced for the mean time. Consideration to be given to replacing the perspex with some kind of toughened glass suitable for the application. Investigation carried out by <...>. Operations continued as normal once weather condition allowed.



At 04:00 hrs the weather was: Wind 270deg @ 50/55 knts, Rain squalls, Temp 5deg, sea state 5mtrs, Baro 985, Vis 10+mls. The weather had been continuously bad for the last 24 hrs. The light fitting is bolted to the handrail immediately above the Crane Cab. The crane was in the rest and was getting the full force of the weather, side on. The light fitting appears to have swiveled on the handrail due to the high winds and broken off in to small sections. One part fell approximately 18 feet to the access platform below the cab and three other parts found had fallen approximately 10 feet to a position by the boom foot pins. The total weight of the three bits found on the 10 foot level is approx 500 grams. The weight of the bit that fell to the 18 foot level is aopprox 60 grams. The remainder of the light fitting has not been found and can only be assumed to be lost over the side. Investigation team found nothing wrong with the type of holding bracket being used. A safety sling would have been of no use as the light had broken in to several pieces. All similar lights checked and found to be secure. Large steel bar fell 80' to drill floor,bar was stop pad part of top drive,replaced 3 months ago,initial investigation shows possible incorrect,partial welding.shutdown pending full investigation. Actions taken/planned to prevent recurrence of incident Object fell from lift to main deck. It was a can of dw40 actions taken/planned to prevent recurrence of incident While pulling out of the hole with the 32" hole opener and putting in the bushings into the rotary table a piece of clay fell approx 10 feet this clay struck the floorman on the back of the head (hard hat). No injuries were sustained and after consulting the docter some observations were taken and the man returned to work actions taken/planned to prevent recurrence of incident While working the drill string with the top drive and rotating the double pin xover ported. The pipe (drill string) fell approx 2.5 feet landing in the drill pipe elevators. A fatigue crock was noted in the 4.5 if position of the double pin xover. Actions taken/planned to prevent recurrence of incident On shift 3 hours, 5th day of 14 day hitch. Operation was making up rubber nosed jet sub to run into clean well head. R.N.J.S. is rounded bottom and was stood up on top of 5" drill pipe slips to assist stability. IP was holding RNJS. Another floorman brought the iron roughneck forward to adjust height of Jaws. Went to clamp RNJS in Jaws. Lower guide came into contact with RNJS. IP let go of sub. It fell over hitting left little toe - he was wearing steel toe capped boots which were in good condition. After reporting to medic, he went back to work but due to swelling could not return for next shift. While drilling the 26" hole section the trigger hammer (wt 2.5kg) from the automatic elevators fell approx 50ft to the rig floor. there were no injuries or mechanical damage to equipment. The cause of the incident was failure of a hammer axle cotter pin which allowed the axle to slip through the lugs retaining the trigger hammer. Failure of the pin was assisted by excessive vibration during drilling through a boulder bed at approx 1500' MD. When the incident occurred the driller picked up off bottom and stopped rotation. The automatic elevators were inspected and found to be safe for continued drilling. As soon as the stand was drilled down the automatic elevators were changed out for manual elevators. A dropped object incident occurred on the drill floor. A drill floor tugger wire was being renewed using a snake. The work was planned with personnel monitoring the progress of the snake via the sheaves. The hauling was by hand. The wire negotiated the crown sheave but then there was a restriction at a lead sheave. The hauler backed off about a foot releasing the pull on the wire. The 19mm wire rope released and fell to the drill floor. Personnel were warned and took cover. They were all aware of the operation. Wireline logging was taking place on the drill floor at the time. While making a connection a bogie roller end cap fell from the upper racking arm to the rig floor. The end cap weighed 1kg and fell a distance of 90' - there were no injuries or damage to equipment. As this was the second dropped object incident within 24 hrs the decision was taken to shutdown the drilling operation until a complete derrick inspection was undertaken. A wooden pallet containing four 4" bulk hoses covered in cling film wrapping was being transferred from a container on the main deck tot he top of the 4th level accommodation by the port crane. Two canvas webbing strops had been passed through the pallet and choked above the load by a roustabout and then attached to the crane hook. The load was lifted from the container up the port after face of the accommodation and over the edge of the roof of the accommodation ad made no contact with any part of the accommodation on the way up. When the load reached this point the roustabout waiting to land the load heard the sound of wood breaking and saw a sling become loose. The load shifted and the hoses fell off the pallet and dropped to the galley level platform 10 metres below. Just missing a memeber of the rig crew on the galley level platform. The relief valve for H3 mud pump blew off, together with it's fitting which was threaded into a 3 way manifold from the mud pump. Approximate drilling pressure was 3400 psi. The relief valve setting was 5600 psi. The increase in pressure was due to the driller inadvertently starting the pump against a closed ibop valve - see OIR9B



Toolpusher was informed at 22:30 hrs by the driller that a section of strapping from the windwalls had fell and landed on top of the starboard upper tensioner gantry. No injury to personnel or damage to equipment was sustained. The wind was gusting 65 knots at the time from the port aft quarter. The 4 foot 5" inches by 2" wide and 1/8" thick made of metal and weighed 4ib. The monkey board area was inspected after the incident byt no visible indications were noted where that strapping had come off. The crews were informed of the fallen object and a P.A. was made for personnel to stay clear of starboard aft areas during the high winds and to be aware of the dangers of falling objects. Actions to be taken to prevent reoccurence. A further inspection to be carried out in daylight to establish if any further items are loose and will need repair and/or removal. The rig operation at the time was "Pulling Riser". While transferring riser bolts from a joint of riser to the storage rack, one of the floormen was standing on the riser spider platform passing the bolts down to another floorman who was standing on the deck of the drill floor, a height of approx. 7.5ft. On this occasion, the floorman who was on the deck lost his footing in a gap between the upper riser restraint and the deck of the drill floor. The riser bolt subsequently slipped form his grasp, and fell into the rotary housing, bounced off a couple of small beams, then went through the lower main mousehole guide in the substructure, which was 5 feet away from where the bolts were being handled. The bolt then fell 50ft to the grating covering the moonpool (which is used when recovering riser fairings. The riser bolt weighs 48lbs. There was nobody standing on the moonpool grating at the time of the incident. The weather at the time was Wind-20kts@220deg: Seas-10ft: Heave-2ft:Pitch & Roll - 0.6deg During picking up the stress joint prior to landing the xmas tree, the stress joint was made up to the dual bore riser there was a modification to the stress joint to allow picking up of our KT ring. This added extra weight to the original attachment for our riser tensioners while removing the spider from the rotary table with air winches the adaptor spool dropped approx 4 metres down the stress joint. This same system was used on another well using a Vetco dual bore riser, this had a stop ring to prevent this. The cameron riser had a similar modification but no stop ring. Whilst running 5-1/2" liner 2 joints of liner were in the V door ramp retrained by the ramp insert at the bottom. As a 3rd joint was hoisted into the V door the protector caught on the leading edge of the ramp insert causing it to be displaced. This allowed the 2 joints in the V door to slide down onto & off the catwalk where they hung up in the pipe deck cross beams. There were no injuries to personnel. All personnel working on the pipe deck were well clear of the catwalk whilst the joint was being lifted. (Per pre job meeting & risk assessment). Job was stopped and an immediate investigation was conducted with all personnel involved. It was found that the joints in the V door had caused the restraining ramp insert to roll forward on its restraining pins which allowed the leading edge to pivot upwards approx 1-1/4".The protector on the 3rd joint clearly indicated where it had hung up on this lip & displaced the ramp insert from its locating holes. Reviewed the operation and the ramp insert was secured in position with shackles & chain to prevent it being lifted again. Instructions given to the crew that only one joint should be in the V door at a time, and the job was allowed to continue. Remedial actions.Securing straps have now been installed to prevent the ramp insert becoming displaced in future. Details of incident will be reviewed with all crews over next few weeks with emphasis on ensuring that the securing devices now installed are used at all times. Third party personnel performing a 'visual' lifting gear inspection in the derrick. A shackle was removed from a pad-eye (90' level) so that the pad-eye could be visually inspected. The pin from the shackle was accidently dropped onto the deck level then rolled off, falling the 90 feet onto the drill floor. The pin (weighing 600 grams) landed 10 feet from the nearest Roughneck. Nobody was injured. The derrick was made safe and the third party inspectors were removed from the structure. An accident investigation then followed. The inspectors were granted permission to access the derrick on the grounds that it was purely a visual inspection. On investigation, it became apparent that the inspectors had dissassembled equipment in order to gain access for a visual inspection. While in use it was noticed that a sliding head on a hydraulic racking arm was loose. It was removed to a safe area for repair at which point the slide head fell off. Height 8 metres. <...> employee (working on the <...> wire line BOPs) dislodged a handle which fell +/- 20ft to the rig floor. The handle, which was found to weigh 1.4kg, is normally secured by a nut, this was not found. Either the nut was not on in the first place or it was loose and backed off some time earlier. The incident has been investigated and a series of measures put in place to prevent future occurrences both <...> involved in the investigations and have been informed of the outcome of same. <...> and <...> employee working overhead could have been either of the two. Dropped salt bag.(.75 tonnes ) Abridged version - see OIR9B - A tubing hanger was made up to the running tool on deck. The hanger was not fully engaged and did not catch the profile of the hanger. Assembly was lifted onto drill floor in horizontal position.When it reached 70 deg - gravity overtook friction and it came apart falling to drill floor. No one hurt.



Activity at time was running HOT to WOW, suspend drilling operations. Environmental conditions were as follows: Wind speed 70-80kts Direction 180deg. Sea Height 28ft Direction 180deg. Heave single Amplitude 9ft Max. Roll Single Amplitude 2.5deg. Max. Pitch Single Amplitude 1.7deg. Max. At approx 23:50hrs on the <...> a section of derrick windwall sheeting measuring 3'x2' was found lying on the stbd main deck ajacent to warehouse entrance. No one was in the vicinity at the time of the incident and no injuries were sustained. On inspection it was found to have been torn free from its securing bolts and fallen from the forward section of the "monkey board" windwall. An immediate visual inspection indicated that no other sheets were loose and a systematic check of all windwall sheeting was carried out at daylight. Prior to the incident personnel had been instructed to avoid working on any of the main deck areas (exposed) due to weather conditions which were being experienced. Whilst running 95/8/ casing a large pin weighing 2.5 kg x 2" diameter and 1.8' long, fell to the drill floor from the derrick area around the monkey board, narrowly missing a casing hand and 2 floormen by approx 4'. The pin is from monkey board and is used to prevent board from moving sideways while running or pulling pipe. No safety chain was evident on fallen pipe however it was clear where it had been attached. Weather was clear and calm at this time. All other welds were found to be in order at this time. Actions taken/planned to prevent recurrence of incident Hose carrier pivot pin which is part of the upper racking arm equipment was seen falling to the drill floor but it appeared to have fallen from the ddm or dolly track area. Pin was bolted back in place and a safety line attached to same. Actions taken/planned to prevent recurrence of incident Whilst personnel were working on the draw waors roof they found the top section of the heli beacon whip aerial. On investigation at the crown it was found that the aerial had sheared from its mounting. The fall was approximately 47 metres. Work had been carried out on the draw works roof 3 days earlier and no objects seen. It may have been dislodged over the weekend in the high winds. Actions taken/planned to prevent recurrence of incident At approx. 04:00hrs on the morning of <...>, the fibreglass cover of the <...> personnel basket storage container was blown from its set back area on the engine house roof-top onto the quayside of quenns dock approx. 100' below. The cover landed between the rigs security cabin and our port thruster which was positioned on setback stand undergoing maintenance. The nearest person was approx. 25-30' away working on the thruster. The cover is approx. 7'in diameter, 4" deep and weighs in the region of 50lbs. The cover has a total of 8 x securing clasps which attach to the main body of the container. We immediately checked out the securing on other similar container for starboard side basket. All was secure. A dedicated area of a rig at a lower elevation will be identified and allocated for the future storage of both baskets. This area will have handrails on all 4 x sides. Actions taken/planned to prevent recurrence of incident Whilst moving drums of cement additive from the aft main deck to the cement unit area one of the canvas lifting slings slipped into the middle of the pallet causing it to overbalance and the drums to fall to the deck below, approx 20-30 ft actions taken/planned to prevent recurrence of incident At 0130 hours the assistant derrickman in the upper racking cab, monkey board level, heard a screeching noise coming from the travelling block area. The operation was stopped and the assistant driller sent up the derrick to investigate the noise whilst the blocks were slowly operated up and down. The noise at first was thought to be the dolly track rollers, however these were inspected and found to be satisfactory. A section of angle iron 27" x 3" x4", weighing 36lbs was found on top of the aft side of the travelling block and was the cause of the noise whilst rubbing aganst the drill line. A time out for safety was taken, to recover the dropped object and to inspect the drilling line for damage, investigate the reason for the dropped object and to inpsect the derrick. The angle iron was identified as being from the upper crown sheave drilling line retaining bracket. Actions taken/planned to prevent recurrence of incident Ip was measuring and checking over various drilling subs in the lower heavy tool store, hereafter referred to the sub-store. Ip has a 6 5/8" full hole to 6 5/8" reg. Drilling sub suspended from a 1 tonne chain fall attached to the lifting beam in the sub store. He completes measuring and checking of the pin end threads with the sub vertical and pin down approx. 12" above the steel deck. Ip decided that while the sub is suspended he would fit the pin end protector. While doing this the sub drops to the deck, injuring the middle and ring finger tips of his right hand. Actions taken/planned to prevent recurrence of incident Confirmed two personnel slightly injured but back at work almost emmediately no other damage. Incident happened in mud tan k area. Actions taken/planned to prevent recurrence of incident



Rig operations at time of incident were drilling 26" hole, just outside 30" casing shoe. Wind 25-30kts(at crown) from direction of 280deg. Seas (max) 6ft. From direction of 280deg. Heave - 1-3' pitch - 1/4 - 3/4deg (single amplitude) roll - 3/4 - 1-1/4deg (single amplitude) at approx. 00:50hrs on the morning of <...>, one of the floorman noticed a pin lying between the iron roughneck tracks and the rotary table. No one had actually seen nor heard the pin landing.driller immediately pulled back inside the shoe (1 x stand) and racked same in derrick enabling the blocks to be lowered to deck level for inspection. A check of the dollies/blocks etc identified the pin as belonging to stdb side lower dolly assembly which attaches to the lower compensator package. There was no sign of the retaining bolt or lock nuts which would have been in place. Pin was replaced with new retaining bolt and lock nuts and remainder of securing pins on dollies checked for integrity. A full inspection was then carried out on all hoisting equipment prior to recommencemnt of drilling operations. All retaining bolts will be replaced with longer type enabling drilling of bolt and installation of split pin after lock nut. Equipment had all been dismantled during recent shipyard visit and had only been re-assembled 14 days previously. Actions taken/planned to prevent recurrence of incident After retrieving wireline toolstring from the wellhead, the lubricator was disconnected and swung out to allow the toolstring to be lowered to the rig floor. When the toolstring was being lowered, to the rig floor the prong assembly broke free and fell 30 feet to the rig floor. Actions taken/planned to prevent recurrence of incident During a mechanical wireline operation, the 0.125" slickline wire between the wireline drum and the wireline winch measuring head broke. The broken wire sprung back through the open window of the wireline winch and struck the wireline operator in the face. Fortunately the operative's personal protective equipment (hard hat, safety glasses) reduced the severity of the injury to the wireline operator. The 0.125" slickline broke due to an overpull beyond the safe working load of the wire. The overpull occured due to the weight indicator system not being fully charged. The operative was injured due to the broken wire entering into the winch cab through the open window. The immediate effect, all windows of wireline winches operated by company personnel are to remain closed whilst the wireline is under tension and whilst the winch drum is rotating. Should the need arise that requires personnel to be near the winch window during operations the winch drum will be will be stopped and the wire secured. All locations to increase the scrutiny of daily checks of load sensing/weight indicator systems for safe and efficient operations. Any systems found not to be functioning correctly are to be inspected, "purged", "recharged" and "function tested". Sensing units remaining unfit for service will not be used and returned to base for repair, calibration and testing, as quickly as possible. Actions taken/planned to prevent recurrence of incident While running the cement stinger into the 20" casing, the blocks were being raised to pick up the next stand of pipe. Wind 45 knots, pitch 4 degrees roll 3.5 the kelly hose appears to have snagged behind the counterbalance for the tongs, which caused the hose to part at the top drive gooseneck. The hose subsequently fell to the drill floor, narrowly missing a crew member, who sustained bruising to his left foot, which was probably caused by the safety sling that was still attached to the hose. Actions taken/planned to prevent recurrence of incident While drilling ahead one of the four bolts which holds the top and bottom plates of the counter balance cylinder broke and fell to the deck actions taken/planned to prevent recurrence of incident At 0600 a bolt that had sheared from the derrick fell to the rig floor. The tripping operation was stopped and an inspection of the derrick took place. The location from which the bolt originated could not be ascertained and it was decided to continue p.o.o.h. To the casing shoe when further investigation could take place. At 0845 a similar occurence took place and operations stopped. Actions taken/planned to prevent recurrence of incident Whilst tripping in the hole with 5" drill pipe, from the left side of the monkey board, assistant derrickman dropped a stand across the derrick which struck the dolly track hose bumper. This caused the top 38" of the bumper pipe to break off and fall 90ft to the rig floor. Actions taken/planned to prevent recurrence of incident Running in to pull the thas. The slips had just been set and iron rough neck moved forward in readiness to stab the next joint, the blocks were being run up to pick another stand when the mud hose broke off at the ddm and fell to the drill floor. Actions taken/planned to prevent recurrence of incident Pulling bop/riser from seabed. 3m section of bouyancy collar (wt +/- 150kgs) fell +/- 13m to drill floor from derrick. No injuries-personnel standing clear. Bouyancy collar known to be damaged prior to pulling. Actions taken/planned to prevent recurrence of incident A conical high hat filter was being installed in the top of a stand of a stand of drill pipe at monkey board level. The man installeing the filter climber up the bulbar to place the screen in the syand of drill pipe. He over balanced and reached out to steady himself in doing so he dropped the filter. The filter dropped 96' to the rig floor. Actions taken/planned to prevent recurrence of incident



A roughneck was being hoisted on a man riding winch to perform a job on the platform of the coil tubing lift frame to enable him to perfrom the job he was taking a 1.2 kg hammer which was securred by a lanyard and clipped onto his line. The rig motion at the time was 6 feet whilst the person was being hoisted the hammer was allowed to swing beneath him. The hammer became entangled in the structure of the surface best tree and the shackle going through the hammer handle was pulled out of the hammer shaft. Hammer dropped on rig floor approx. 20 feet. Rig floor area was completely barried off. Actions taken/planned to prevent recurrence of incident While pulling out the hole with drillpipe an 5,75 mt swl shackle came undone fell on rigfloor. Weight of shackle without pin 1 kg and pin weight 0.6kg shackle attached to 6" drillcollar lifting sub winch was racked back in derrick 7 may 99. Shackle and pin fell from 30 mtr's. Nobody got injured. Noble van ton langeveld shut down from 1015 hrs to 1500 hrs for inspection in derrick. All safety slings and shackles in good order and safety splitpins inspected where after noble ton van langeveld started operations again. Actions taken/planned to prevent recurrence of incident Wireline guide roller and roller pin in two parts fell from guide. Actions taken/planned to prevent recurrence of incident 'V' door removed and coiled tubing reel in position below open 'v' door as the dowell bop stand was being skidded aft on the drill floor to position it under the raised injector head, the sling around the 'v' door gate post became taut. This lifted the 'v' door gate off its hinges the gate fell through the 'v'door opening to the deck below. The area below the 'v'door had been barriered off. There were no injuries to personnel. Minor mechanical damage was sustained to the coiled tubing frame and tubing. Actions taken/planned to prevent recurrence of incident Stand lift operator miss-stabbed stand of 5 1/2" drillpipe onto shoulder of box end of pipe in rotary table then released pipe from the racking arm. Operator did not realise he had miss-stabbed. Derrickman went to put pipe in elevators thinking pipe was stabbed. Stand rolled off the shoulder of joint in rotary resulting in stand dropping approx. 3 feet onto rotary table. No one was injured. Actions taken/planned to prevent recurrence of incident Wheel valve handle from flow head suspended in derrick fell approx 30'. Actions taken/planned to prevent recurrence of incident The attached witness statements report the wellhead was at approx 45 degrees from horizontal and being picked up with blocks from the v door. A dropped object was seen falling to the deck, bouncing across the deck and coming to rst on the other side of the rotary. Actions taken/planned to prevent recurrence of incident Welding of bumper bars in engine room was carried out. Five minutes after completion of welding the fire was discovered by two men testing fire dampers in the fan room. As soon as the smell of smoke was detected the fire alarm was raised and water was poured into the roll of paper towel that caught fire. The fire was extinguished in less than one minute. Heat from welding on opposite side of the bulkhead caused the paper to glow and finally ignite. When welding bumper bars in engine room the areas on the backside of the bulkhead was not checked well enough. On opening B gas compressor turbine enclosure door to check seal oil pump operation the maint supervisor and senior mech tech discovered smoke in the enclosure and a small fire coming from under the exhaust collector. They immediately reclosed the door and manually discharged Halon to extinguish the fire. This action initiated a GPA and called personnel to muster stations. An ESD level 2 was initiated by OIM to shutdown and blowdown production plant. Investigation revealed that the drain valve from the engine casing to closed drains had jammed closed. Allowing the natural or leakage from engine bearings to accumulate in engine casing. This has then seeped through casing flange and soaked the exhaust blanket. The high temperatures when engine running has caused the oil to smoke and ignite. Found creamy sludge in valve. Possibly from recent problem with closed drains. V/V overhauled, tested, refitted. Similar V/V's on other machines to be checked. Smoke was detected in the port engine room. The response team investigated the smoke and reported smoke from the general purpose air compressor "V" belts. No fire was in evidence. A full muster was initiated on GPA. All persons were accounted for and no persons were injured. Port thrusterr motor variable speed drive unit had just been reset for use (after a non-related trip) by electrical technician. Thruster motor remote start initiated and vessel blacks out. Elecxtrician alerts ccr that smoke is coming from panel- ccr sounds general alarm. Unit isolated and made safe. Vendor assistance requested to further investigation. Thruster 2 & 3 visually inspected - ok actions taken/planned to prevent recurrence of incident Suspected mechanical internal failure of pump led to overheating and possible flame on paint on pump body. Flame or flash picked up by enclosure uv flame detectors which initiated esd actions and discharged halon into the enclosure. Blackening of the pump body was the only evidence of fire in the enclosure. Actions taken/planned to prevent recurrence of incident



An 11 ltr live crude oil sample was being taken from g1 riser at the production manifold. When the iata approved can esa approx. 50% full when a spark, believed to be a static discharge, ignited gas issuing from the filling hole of the can. The sample point valves were immediately closed and the fire extinguished with a dry powder extinguisher. The lab tech who was taking the sample did not receive any injuries although his eye-brows were singed. Actions taken/planned to prevent recurrence of incident During commissioning tests on 2nd stage recompressor (coupled for the first time) flames were seen at turbine exhaust. Investigation showed that there was a delay in the ignition sequence software which lead to unburnt gas reaching the exhaust. Gas turbine s/down as result of stall detection. No restarts of stall were attempted until an investigation was carried out. The system has been modified to prevent a recurrence of the problem. 21:26 hrs <...>, one of the upper primary compressors suffered a water leak, overheated, & shut down. The leak was quickly noticed by one of the operators who went to investigate. At this time he noticed smoke. The radio traffic was heard on the drillfloor, & the Assistant driller (fire team leader) went to investigate. A <...> service hand also saw the smoke & went to investigate. The motorman was refueling the deck tank, & saw the smoke. He tannoyed "Fire on the Maindeck". The fuel supply to the engines was shut down. 21.28hrs,radio operator on tour heard the tannot & initiated alarms. When the operator saw smoke from his unit, he opened the side door to inspect, at which point the fire flashed. Attending personnel doused the engine with dry powder extinguishers & either the fire flashed out or was extinguished very quickly. With the general alarm initiated, all crew went to muster. Senior Toolpusher attended scene to provide feedback on the situation. The fire team mustered & attended, laying out additional equipment in case of re-ignition. At 21:29 hrs the well was closed in by the driller. In the control room , the <...> supervisor activated the Emergency Shutdown of the Under Balanced Drilling system. The OIM released the maindeck deluge from the tower cannons and commenced tannoy announcements of the situation. At 22:00 OIM contacts rig manager and advises on the end of the incident and plans to isolate the unit and proceed with safe operations. Smoke observed coming from the cement Room. The Cementer had started the Roughneck space heater approximately 10 minutes before and then left the area. Personnel called to Muster Stations and Fire Team requested to investigate. Prior to the Cementer making his way to his Muster Station he went into the cement Room and isolated the heater after realising this was probably the most likely cause of the smoke. Fire Team entered the cement unit by which time the smoke had started to dissipate. Fire Team confirmed no fire and ventilated the area. Muster Stations stood down and work force resumed normal duties. Initial investigation found the fan motor seizrd. The heater had not been used since winter time. The Electrician checked the motor but found no evidence of overheating. The heating elements showed signs that dust and paint accumulated over approximately 6 months had overheated and started to smoke. The fact that the fan was not running would have increased the heat on the elements thus creating the smoke. Heater to be removed to the Mechanical Workshop for further investigation. During the bull heading operations on the well, smoke was observed by the assistant driller on no1 mudpump ge 752 electric motor no1b. The mud pump was at the time of the incident running at 54 strokes per minute with an applied pressure of of 900 psi on the well. The assistant driller called the rig floor and had the mud pump shut down and the no2 pump take over the operation. The derrickman who had just entered the area took 3 x fire extinguishers to the pump and stood by while the assistant driller went to the barge control room to have the electric motors isolated. When the assistant driller returned, he and the derrickman got closer to the pump motor and observed a small flame from the drive bearing end of the motor and immediately extinguished the flame with a dry powder extinguisher. Further investigation is required to determine the cause of the fire, and any findings from the investigation will determine if any actions may be put in place to prevent a similar incident. Actions taken/planned to prevent recurrence of incident 17:05 fire reported in laundry 17:06 general alarm sounded. Announcement made fire in laundry all personnel go to your muster stations 17:10 fire team proceed to laundry 17:12 ba team proceed to laundry to investigate 17:14 ba team reports no sign of fire and the sprinkler system is working 17:15 electrical isolation confirmed ba term proceed into laundry searching for cause of fire smouldering rags were found in tumble drier 17:20 on scene commander reports fire cot. Fire team ventilate area 17:24 all personnel told to resume normal duties. Actions taken/planned to prevent recurrence of incident Smouldering lint/dust in the laundry dryers. One of the Stewards was first on the scene, the occurence was picked up due to the smell of the smouldering lint. The Steward removed inspection panels on the dryer and sighted glowing embers of lint around the some wiring. A call was put out for the Electrician. The investigating Electrician isolated all dryers and removed any source of combustion and the blackened lint from around the wiring. Fixed smoke detection did not pick up the event because it had not escalated to such an extent that sufficient smoke was produced. All combustion lint/dust has been removed and investigations are still ongoing, investigations will encompass system design and maintenance issues. The investigation team will make recommendations to prevent recurrence.



At the time of the incident we had commenced drilling operations on completion of mud pump fluid end maintainance. At this time the derrickman noticed the smell of burning thinking that it may have been a mud pump overheating. It was then observed that approx one meter of electrical cable above 2" mud pit had caught fire. The derrickman reacted very quickly and professionally. He extinguished the fire by use of a dry powder appliance. The mud pumps were shut down and the investigation commenced. The fire was discovered and extinguished very quickly. Senior personnel were informed. As the situation was handled so quickly and brought under control the rig was not called to muster. Actions taken/planned to prevent recurrence of incident At approx 02:45 hours the night stewardess detected a burning smell in the laundry the opened the door of the forward tumble drier and the contents immediately ignited. She closed the door again. The stewardess telephoned the night electrician and alerted other members of the rig crew who were in the near vicinity. The night electrician switched off the main power breaker to the laundry and the crane operator tacked the fire using a dry power extinguisher. The fire alarm had previously been sounded and all personnel reported to their fire stations and muster points.when it was reported that the fire was out, all spaces were ventilated of smoke and the head tally count was correct the oim stood the crew down. It is thought that fire was caused by an excessive build up of "fluff" in the tumble drier. Actions taken/planned to prevent recurrence of incident Fire alarm activated by smoke sensor in alleyway outside laundry. Alarm investigated smoke reported from laundry. General alarm activated. All personnel to muster stations fire tems 1 and 2 dispatched. Thick smoke 2 men in ba sets entered laundry from aft end. Sprinkler system had activated. Dry powder emptied into no 1 dryer from lower inspection door contents removed from machine and dampened. Co2 cylinder released into upper inspection door and roof space. Ventilation switch back on to clear area and secure actions taken/planned to prevent recurrence of incident Pulling washpipe out of hole after stimulating formation through excluder screens. Environmental conditions at the time were ten knots wind from 315 deg. Seas 1/2m 4 sec period from 315 deg. Air temp 8.8 deg celsius with visibility 4 miles. Pitch, roll and heave were negligable. A fire started in the compressor room. This was detected by the fire and gas alarm system and the general alarm was sounded at 04:17 hrs. The well was shut in at 04:20 hrs. Full muster acheived by 04:27 hrs with all personnel accounted for. Fire teams were deployed. Cooling of adjacent bulkheads was initiated and a ba team entered the compressor room to investigate. The fire extinguished itself and was reported to be out at 05:09 hrs. Actions taken/planned to prevent recurrence of incident When on route to the <...> and in passing the sack store the <...> cementer noticed smoke inside. On investigation he discovered a small fire burning among the pallets of mud chemicals in the stb aft end of the storage area. He then informed the control room and began to spray water on the fire using the water hose from the cement room. Oim was informed of the situation and along with the barge engineer went to the sack store to investigate. By the time of arrival at the sack store there were two roustabouts at the scene who had begun dowsing the area with a fire hose. Further roustabouts were dispatched to the scene and laid out an additional fire hose and also began dowsing the area. The fire was extinguished by 16:04 hrs and the area ventilated. On investigation it was discovered that the fire was apparently caused by burning paint falling from the sackstore roof and landing between the pallets causing the plastic wrapping and paper sack material to burn and smoulder. At the time of the incident the welder was working on the aft pipe deck above the sack store enlarging drainage holes on the catenary winch skid. It appears that heat generated from the burning caused the paint on the sack store roof to blister and burn falling onto the pallets in the sackstore. Welder was working under a hot work permit for the area. Conditions of the permit were not followed as there was no firewatch present. No fire watch was placed in the sack store as the welder did not consi While carrying out some grinding work to handrails located in the shaker house, sparks ignited some oil residue lying in the header box. The header box was located some 15ft from the operation taking place. The ballast control room was informed by phone of the fire and the g.a. Was rung. All personnel mustered at their stations and shore side contacts were informed. Fire party no. 1 were sent to the scene by which time the fire had been extinguished using a 15lb co2 extinguisher. On obtaining a full muster and being satisfied that there was no chance of reflash, all personnel stood down at 15:20. Weather conditions at the time were: partly cloudy. Wind 24-28 knots from sw gusting 30 knots. Seas 10-12 feet from sw. Heave 2-3 feet. Pitch 0.6 degrees. Roll 0.9 degrees. Actions taken/planned to prevent recurrence of incident On the <...> at approximately 1215 hrs the Production Supv. was doing his rounds on the plant when he detected gas in the area of 4port COT on the main deck. He reported his initial concern to the Safety Advisor. The Marine tech. was called who conducted a detailed search of the area. He traced the source of the leak to the 4port COT hydraylic penetration hatch cover. The aperture for the gas to release at the penetration was approx .04 mm. The gland-retaining plug was not effecting a seal around the hydraulic line. The leak (within 1m) registered a maximum of 35% LEL CH4. At no time was gas detected by the fixed system. Weather conditions at the time were 20 knots at 210 degrees. The Marine Supt. was called who isolated 4port COT from the process and vented down the tank via the IG purge header.



On the <...> at approx 0730hrs the HLO was carrying out his normal routine daily checks on the helifuel system. The checks involve the operation of the fuel pumps located on the main deck and the dispenser unit located on the helideck. Whilst under normal pressure (5-6 bar) the fuel filter lid shifted slightly against the holding down bolts. This was due to the failure of the holding down bolts retaining washers. The result was a spray of approx 20/30 litres of aviation fuel (Jet A1) on to the helideck. The HLO quickly operated the emergency stop on the fuel pumps and closed the fuel filter inlet valve. The spillage was contained by the helideck bund system. An improved securing arrangement has now been installed. During the course of our annual inspection of the <...> field pipelines the ROV vessel identified a leak located at subsea well <...> production tree. The leak site is immediately downstream of the tree production wing valve and crossover valve on a section of 2" tree pipework from the crossover valve . The well has been shut in and it has been confirmed that the leakage has stopped At 0129 a low gas alarm was initiated by a seal leak on methanol pump P-82501-A. During wash down operations of the methanol spill a high gas alarm initiated a Yellow shutdown at 0152. Possible software anomalies also caused GT shutdown and starting failures on emergency power generation. During the period of power loss deluge activation occurred in a number of fire zones due to loss of air pressure and a list of 5 degrees to Starboard developed due to the free flow of the ballast through open valves in the system. At no time was the vessel stability at risk and would have stabilized at around 6-8 degrees once levels in the ballast tanks had settled. Actions 1. Methanol leak washed down with water and slight list to starboard was given to aid draining. 2. GA initiated and DCR informed following Yellow shutdown and loss of power generation. 3. Manual intervention by emergency teams to isolate deluge systems. 4. Manual intervention by emergency teams to close ballast valves at local controls. 5. Recovery of emergency power and ballast system. 6. Investigation team sent offshore to investigate causes. Causes (Full investigation still ongoing) 1. Seal failure due to loose packing nut. 2. Gas alarm and initiation of shutdown due to vapour produced washing down methanol. 3. Loss of emergency power generation, due to software anomalies on gas alarm activation. 4. Deluge activation due to loss of instrument air on shut down. During routine checks in the Power & Utilities Module a production operator noticed a strong smell of diesel and after a quick inspection discovered a fine radial spray leaking from a braided hose on the fuel return line of 'B' Water injection <...> diesel engine. The operator immediately contacted the Control Room and shut down the engine via the emergency push button on the local control panel. A member of the Maint. Dept. who arrived on the scene assisted in the closing of the spill back line isolation valve upstream of the leak. At this point the production Supt. was informed. The installation was in normal operating mode at the time of the incident. Checks were immediately carried out on the remaining Wartsila engines with a similar fule return line set up. The failed hose has been removed from service and a new one installed. The failed hose will be returned to our onshore base and onpassed to the manufacturer to enable further investigation into the cause of failure to be undertaken. The <...> engine has been returned to service. In the long term maintenance routines will be reviewed to ensure that they are adequate in relation to inspection of the engines braided hoses. At 20:52 on <...> normal process operations were taking place. An operator was 'topping up' a cooling water system with freshwater when 3 x gas detectors attached to the tanl vent detected 'gas' @ 20% LEL. This caused a GA ans Level 3 process shutdown. No personnel were in danger and there were no injuries. All hydrocarbon gas coolers connected to the CW system have been checked and tested and no passage found from gas side to water side of coolers. On that basis the process was restarted. No other users were restarted at that time, and the CW system monitored. No hydrocarbon has been traced. When water injection (WI) diesel drivers were started the 'gas' reappeared. Further testing is taking place at present on the system, but evidence suggests that during a prolonged shutdown <...> stagnation may have grown bacteria producing gas pockets which are now being flushed through the system. Investigations continue. At 07:23 three gas detectors were activated on the vent line from the expansion tank on the closed circuit cooling water system. An ESD3 took place, leading to a level 3 shutdown. Installation went to muster. No gas found but all 3 detectors tested and found to be working correctly any leakage thought to have come from gas compression train. This has remained shutdown pending investigations. Rest of production re-started. At 0206hrs the onshift maint. tech. was making his rounds of the power and utilities module. On entering he observed a fuel leak spraying from a recently fitted braided hose. The hose was on the fuel return line of 'B' WI <...> engine. He immediately shutdown the engine and contacted the control room. The fuel pump was stopped and the fuel inlet and outlet shut. The production supervisor was informed and the area cleaned up. The failed hose has been sent onshore and onpassed to the manufacturer for examination to take place. the methods used to install the braided hoses has been identified as a discussion subject within the maint. dept. It is believed that poor installation was the cause of failure.



At 19:45 on <...> during normal process operations gas detectors x 3 went into alarm, tripped the process on an ESD3 and sounded the installation alarm automatically. 'Gas' detection level was at 15% for just long enough to activate shutdown, then falling back in a matter of seconds to normal level. No personnel were in danger and there were no injuries. Further investigations into the source of the release are ongoing. At 0540hrs the maintenance supervisor was in the power module monitoring the start up of 'B' gas compressor when he noticed the fuel oil return (spill back) line flexible hose on 'A' water injection pump driver had started to leak. He and a production operator contacted the central control room where the C.R.D slowed down the pump and initiated a shut down. Once stopped, the fuel inlet and outlet valves were were isolated. The unit remains shutdown pending further investigation. Engineering support from engine manufacturer called in. Due offshore <...>. At approximately 0700 on <...> an oil sheen was noted on the sea surrounding the <...> and it's associated shuttle tanker <...>, during routine offloading operations. The sheen was still evident at first light the next day and was observed throughout the day by passing helicopter pilots. On <...> the sheen was still present, predominating over the sea the NE of <...> off the starboard side. Samples of the oil were taken and found to be blue/grey in colour. Closer investigation revealed that oil was present in the discharged water from the overboard production discharge line. This line runs through fuel storage tank No 1 before exiting the hull on the starboard side of the installation. Once the level of the tank was reduced 3 holes were found in the section of discharge line that ran through the fual tank, which would have allowed fuel into the discharge and consequently into the sea. During preparation work for inspection work on the CSU dehydrator, it was required to flush the vessel and use the produced water system to empty the contents into the slops tank. Approx. 20 minutes into the operation a leak was observed in the line resulting in oily water deposited on the main deck and eventually the sea. On investigation it was found that a victaulic joint coupling on the line had parted. The support bracket adjacent to the coupling had sustained damage during the previous days heavy weather. All draining/flushing operations were suspended with liquids rerouted to the residue tank via the closed drains system. Remedial repairs commenced. Weather at the time was wind 270o x 40 knots/5m. wave height. At 0800 hrs it had been reported that the level transmitters on the <...> (sand and water treatment) skimmed oil bucket had developed a fault and was giving unreliable readings. The Instrument Technician had been asked to investigate. The control Room Operator had also reported level control problems in the 1st Stage Separator interface with the level falling below the set point. He had increased the 'F7' well (high cut water well) to overcome the shortage of water. As the Lead Technician went to investigate he received a report of oil on the sea astern of the vessel and a light sheen observed at the bow. When he arrived at the area by the <...> overboard discharge on the Stbd side of the vessel he observed a localised area with oil on the water. He immedaitely contacted the CRO with instructions to shut down the unit. On further investigation it was found that for a period of approx. 15 minutes the 1st Stage Separator interface level had been at 0% whilst the <...> unit had been on line. The conclusion was that the oil had been carried over from the 1st Stage and flowed into <...>, which compounded by the fauly level transmitter had allowed the oil along withthe Produced Water to flow overboard. The weather at the time was 25 knots x 350 degrees along with a significant wave height of 4.5 metres. Once the faulty transmitter was repaired, the vessel was drained down and flushed clean prior to being brought back on line. Release of oil from a 10" production coflexip to the vessel main deck, (spill contained on deck). Wind 350deg, 15k sea state 1.5m, swell 2.5m conditions dry. At the time of the release production to the 1st stage separator was shut down and the separator was being isolated for maintenance. Pressure in the production manifold and coflexip increased from normal operating pressure of 12 barg to 23.5 barg (max. design operating pressure 154 barg) when failure of the coflexip occurred. Witness statement indicates an initial pressure release and a cascade of oil when the outer casing failed followed by non pressured residual flow of oil from the split outer casing of the coflexip. The production manifold pressure remained at 23.5 barg post failure indicating minor leakage into the coflexip outer casing rather than a catastrophic failure. The production manifold blowdown valve was operated from the CCR to depressure the system. Further investigation required to determine cause of the failure. At 1320 hrs <...> flare stage 4 low temp alarm went off and the flare screen was checked. It was noticed that all pilot flame indicators were grey which indicated that none of the pilots were lit. The decision was taken immediately to have a controlled shutdown of all wells and discontinue production. It was established that failure of the pilots occurred apr. 1400 hrs <...>. The alarm was at that time not noticed by the operator in the control room and no action taken. <...> 1 mmscf. gas released. The wind was very strong during this period (50 - 70 knots). The pilot flames were most probabaly extinguished by high wind.



At 1800 hrs <...> the production operator on duty noticed a smell of propane in the propane storage area. The safety officer was called out to measure for any propane in the area and found a leakage in the connection between the tank and the vapour hose. The tank was disconnected and the spare tank connected to the system. One o-ring was missing in female part of quick connection. Apr. 1m3 of liquid propane released. A small leakage was at 1318 observed by the process operator on duty at the branch off from the discharge line to PSV-4040 on the gas lift compressor. Investigation showed that the leakage was caused by a crack in the pipe itself upstream hv 327-53 (blockvalve for PSV-4040). Compressor was stopped, depressurised to flare and all production wells were shut in at 1328. Very small quantity of gas released to atmosphere. Gas pipe repaired according to <...>'s instructions and welding procedures. On the <...> at 1508 hrs a production opreator was in the process of doing his rounds in the production area. On entering the power and utilities module he noticed a slight smell of diesel. At the same time the maint. supt. was in the area and he identified the source of the leak as coming from the fuel return line braided hose on the 'B' water injection diesel engine. The leak was spilling on to the deck plates and into the module.bilges. The engine was shut down and isolated. The failed hose was removed along with the down stream hard piped elbow and replaced with a longer braided hose, leak tested and returned to service. A detailed design review is to be carried out by onshore engineering support on the fuel system. Immediately after initiating a start of the water injection turbine. A gas detector in the air intake collector activated causing a GPA and Level 3 ESD. The first step in the engine start sequence is an integrity test of the primary and secondary fuel gas valves. If the secondary V/V passes, a small amount of gas passes into the engine combuster section. Generally this will pass through the engine to exhaust. However, in certain weather conditions the wind can blow the gas back through the engine to the air intake collector box where the gas detector is located. This is what happened in this instance. The secondary V/V can fail to seat correctly if a build up of condensate occurs in the fuel system. The gas valve failure when attempting to start is normally the first indiction of condensate in the system. During general watch keeping rounds a diesel oil leak was discovered on the fuel return flexi bellows line from water injection engine 'B'. The oil leak was from a small crack in the bellows and was visible on the walkway around the engine. The diesel oil drained into the bilges but was insufficient to raise to alarm level. The engine was stopped in a controlled manner and isolations applied. Oil plant on reduced production, gas export compressor shut down following suction scrubber trip earlier in morning. Member of commissioning team passing the compressor skid could smell gas and with the assistance of a Production Tech, a leak was discovered IWO a flanged orifice plate joint on the balance line. Leak was not of sufficient magnitude to be deleted by local fixed gas detection. On inspection, flange found to be canted and bolts only finger tight following a recent compressor rebuild. Machine isolated, joint replaced and flanges correctly torqued. All H/C flanges which are now broken are added to witness register and checked before system reinstatement. Wind 45-50kn @ 190 deg Pitch 6/4 deg Roll 5/5 deg Helideck heave 12.3 mtr During a watchkeeping rounds for a routine startup a 0.5" threadolet [welded on fitting] was found on the deck grating forward of the teg regeneration skid. Subsequent investigation found the threadolet to be from the ho vent line from the dyhydration unit into the main flare header above the site where the threadolet was found. The plant was shut down with a controlled blow down. No f&g activation and no muster of personnel. Attempts in hand to quantify the amount of gas released. Pipeline - 10" stainless steel class 150 max pressure 10 barg. Actual 1 barg. Hole size approx. 45mm x 75mm weather wind 28 knots 220degs raining sea state wave height 6.5 m significant actions taken/planned to prevent recurrence of incident Production facilities were operating in routine steady state mode. A smell of gas was noticed in the area the source was identified as a leaking heads/shell joint on gas compressor cooler e-kbo3b. The cooler was taken out of service, isolated and depressured pending repair to the failed joint. Actions taken/planned to prevent recurrence of incident A hydraulic power pack was being tested by a vendor technician. The marine supervisor was present acting as a gas tester/fire watcher. On starting the hpp a quick release coupling failed causing oil to be sprayed which contacted the ip's lower left leg causing cut and (to be confirmed) oil penetration. As a precaution man was medevaced from installation for further evaluation at ari. Further investigations are currently ongoing. Actions taken/planned to prevent recurrence of incident At approximately 1955 hrs whilst carrying out his normal duties, the pumpman discovered a leak of diesel on the main deck aft. The source of the leak was a victaulic joint failure on the power and ultilities module fuel supply fline. The weather at the time was as follows - wind - 50 knots sw sig. Wave height - 5 metres estimated leakage - 25 litres fuel system shutdown. Spill contained and cleaned up. Failed joint now replaced. All joints on fuel, lub oil and firewater systems inspected to ensure fitness for purpose. All joints to be visually inspected on a monthly basis. Actions taken/planned to prevent recurrence of incident



During rov survey of subsea template pipework and trees a leak was observed on the connection from well a3 to the pal 1 collection header. The well and associated systems were isolated until repairs were made during diving activites <...>. During system testing on <...> a small leak was observed on a section of pipework upstream of the original repair site and was subsequently repaired also. Actions taken/planned to prevent recurrence of incident Whilst the diesel generator no3 (man g & w 528l-4) was in operation the edge type filter connector on the fuel valve fractured allowing diesel oil to leak. Operating parameters of the unit were observed as normal prior to this failure. The leakage was discovered by the duty watchkeeper approx 45 mins after previous inspection of equipment. Leakage was approx 5 litres of diesel oil contained by unit bund. * integrity of the remainder injectors to be checked. * check injectors on dg no1, dg no2 rebuilt recently. * ensure the hot box drain to level switch piping cleaned out on all 3 engines. * pm routine for the 1500 hour routine to be amended, ensure level switch drain paths are dismantled and cleaned out. Actions taken/planned to prevent recurrence of incident Daily samples of helifuel were being taken from refuelling hose end. A sample could not be obtained from residual pressure in the line. The trigger mechanism was released but the spring did not shut off the gun completely. The operator left the location to start the refuelling pumps which are remote from the helideck area. The operator returned to find helifuel escaping from the nozzle. Overflowing the small bunded area & escaping to sea via vessel scuppers. Fuel escape was through metering unit and the quantity measured was 307 litres. Actions taken/planned to prevent recurrence of incident During nitrogen purging operations of a fuel gas system (the port duel fuel boiler), the vented gases were picked up by the installation fixed fire & gas detection systems resulting in a general platform alarm and subsequent engine room shutdown. Within a couple of minutes these detectors were again reading 0% lel. Engine room checked physically and secured with no gas detected by portable means. After 15 mins the accounted for p.o.b. Were stood down. Actions taken/planned to prevent recurrence of incident While attempting to bring first oil onto the vessel a production shutdown occurred. Several minutes later the gas detectors in the shut down gas turbine enclosure went into alarm these were: 14gp06 at 00:18hrs 04 at 00:19hrs 05 at 00:20hrs 01 at 00:48hrs 03 at 00:57hrs 02 at 00:57hrs the leak was traced to a flange ona line to the lp flare. The flange was made good and the enclosure ventilation completed. Further testing with a gas detector indicated no further leakage. Actions taken/planned to prevent recurrence of incident During routine maintenance on the turret swivel a scaffold was constructed to allow access to the connecting bolts on the swivel. To prevent the methanol line to the swivel chaffing on the scaffold it was secured with a length of rope to a rotating section of the turret. As the turret rotated the methanol line was put under tension and failed at the coupling to the swivel releasing the contents approx. 10 ltr of methanol. The methanol line was under stored pressure (circa 150 bar) but not flowing and only the inventory in the pipe system was lost. The system was isolated and washed down with fresh water. No persons injured or contaminated with methanol. Investigation ongoing. Actions taken/planned to prevent recurrence of incident After a period of heavy weather a gas beam detector was activated in the moonpool. There were system inhibits in place due to hot work which was going on in the area. This prevented the high gas alarm causing a process shutdown. Hot work permits were immediately withdrawn and the alarm investigated. The detector was only temporarily in alarm and soon reset, however the alarm did repeat itself. Extensive investigations failed to identify where the leak was coming from, although careful gas checks of all connections proved impossible as personnel could not be committed overside due to the weather restrictions. The following morning the weather had abated sufficiently to allow checks overside and the gas leak was found at the gas stab on b3 gas riser. The well was shut in and flushed prior to the joint being repaired. The seals showed very little sign of damage. The connection was remade, leak tested and the well brought back into service. The rigid riser system is due to be replaced by flexible risers in the upcoming shutdown <...>. The incident was reported to the hse at 14:00 hrs on <...> note:- the seals were last changed in <...> actions taken/planned to prevent recurrence of incident Removing water from engine room. Bilge separator malfunction allowed approx 10 litres of a diesel/lube oil mixture to be discharged overside. Seastate calm, wave height 0.5m, wind speed 11kn and direction 332 deg. Actions taken/planned to prevent recurrence of incident Process plant had suffered a production shutdown due to a high 2nd stage seperator oil level. During the pressurising of the riser systems for a plant re-start it was noticed that there was an amount of bbls on the surface of the sea along the port side of the fpv. Continuous monitoring of the bbls was instigated. Wing and master valves of all wells were closed and situation monitored. Due to tidal changes the bbls were noted to be under the moon pool area which is in the centre of the fpv. A continual decline in the severity of the bbls was observed until none were visible after 1 1/2hrs. By a process of elimination 1 well at a time was opened to the risers until the leak path could be established. Only 4 wells were opened in total. The problem well was identified as a3. Well remains shut in. Actions taken/planned to prevent recurrence of incident



Overflow from open non-hazardous drains tank caused by leaking flange and high level in tank. Overflow water/oil observed and scuppers blocked. Route opened to slop tank to remove spillage from main deck. Environmental conditions at time as follows:- wind 120 x 18 kts. Wave height 2 metres. Approx spillage 7.5 litres. Standby boat <...> reported oil had dispersed naturally by 1300. Actions taken/planned to prevent recurrence of incident At 14:55 on <...> during instrument maintenance activities on the platforms ngl skid a 1/2" instrument fitting blew off. Gas was released at 70bar pressure from a 1/2" instrument tube for a period of 11 mins until the leak was isolated. The subsequent investigation revealed that although the maintenance being carried out was on the failed system, the failure was not due to the maintenance activity. The fitting failure was due to poor workmanship in assembly/construction of the ngl skid, either onshore during mechanical completion. Instrument tubing had not been correctly located in the fitting body before the cap and olive were tightened up. The result was that the olive was at the very end of the tubing. Vibration and other disturbances led to weakening of the joint and its eventual failure. Actions taken/planned to prevent recurrence of incident The vessel gpa was initiated when gas was detected in the port aft thruster room hvac air intake. The gas detector was reset and a survey by the fire team found no signs of gas in the surrounding area. The same gas detector and an adjacent one were again activated at 08:15 hrs. Again they were reset almost immediately and no signs of gas were found. At this point the ccro continued to depressurise the topsides water injection pipework to the service water caisson in preparation for the diving programme on the subsea water injection lines, a task which was in progress shortly before the first release. Gas was again detected and subsequent checks revealed the presence of hydrocarbons in the pipework. It was determined that the gas was emanating from the vent on the caisson which is situated at the aft end of the vessel adjacent to the thruster room hvac air intakes. Steps were then taken to depressure the lines to the vessel slops tank to prevent a recurrence. The hydrocarbons in the water injection pipework had migrated back from the well(s) during the time they were both shut in due to injection problems. Actions taken/planned to prevent recurrence of incident Normal production processes in operation at 11:45am. A production operator observed a slight oil spray coming from P10 upper Mezza area. On investigation found the flange gasket to PSV5001 had blown. Informed the Production Control Room who instigated a S/down and B/down and system isolation. Gas injection system was being brought back online when an operator smelled gas leak. On removal of insulation material a crack was found around 50% of the circumference of a pressure indicator branch pipe. The crack was close to a weld in the heat affected zone. The gas injection system was shutdown and depressured. Investigation underway to determine cause and repair being organised. Although gas release was small and not detected by instruments continued operation could have led to complete failure of the branch pipe. Normal production with gas injection in progress. Several gas detectors went into alarm condition at same time. Levels of 15% of LFL were measured on average. manual GPA was sounded and the process train s/down. As soon as all personnel were accounted for manual blowdown of the gas injection riser was initiated and the nitrogen purge to STP room increased to maximum to dillute and purge the hydrocarbon content of the contained atmosphere. Further investigation to find the source of the leaks using inert gas was organised. Whilst inflow testing bop's during underbalanced drilling operations snubbing ram opened with 3000 psi gas below it. High pressure gas initially bypassed pcwd(rotating bop) which was closed with low closing pressure. Closing press. Automatically inc. & closed in well. Small amount of gas released below drill floor in bop area. Actions taken/planned to prevent recurrence of incident Snubbing out well in underbalanced mode(48/14-g1) small gas release from flange at top stripper ram. Well shut in discovered bolts on flange required re-torque. Operations continued. Actions taken/planned to prevent recurrence of incident Kelly hose burst whilst drilling. The rapid prssure drop caused the hose to whip . Actions taken/planned to prevent recurrence of incident An meg pill had been spotted across a stuck bha, while allowing the pill to soak the annular preventer had been closed. Over a period of 5 hrs the annulus pressure increased to 60psi. This was not seen by the drillr or the mud logger. The well was opened up to work pipe and an increase s of 10 bbls occurred, this was assumed to be u tubing. The well was closed in and the pill allowed to soak for another 1hr. The well was opened at 06:00hrs as no annulus pressure was seen and the well flowed 11bbls in 1 minute. The well was immediately closed in. A total of 36 bbls had been gained since spotting the pill on bottom. Shut in annulus pressure was 200psi. Actions taken/planned to prevent recurrence of incident Whilst operating the snubbing unit during underbalanced drilling operations the flange between the snubbing bops and the pcwd (rotating bops) was found to be leaking. The well was made safe by closing a rigs bop ram. Pressure was bled off. The flanges were retightened and pressure tested. Actions taken/planned to prevent recurrence of incident



Whilst inflow testing bop's during underbalnce drilling operations the snubbing operator opened the snubbing ram with 3,000 psi gas below it. The high pressure gas initially by passed the pcwd (rotating bop) which was closed with low closing pressure. The closing pressure automatically increased and closed in the well. A small amount of gas was released below the drill floor in the bop area. Actions taken/planned to prevent recurrence of incident Well b11. Leak from stem packing. Weather good, wind 15kts from nw. Leak hydrocarbon gas. While pressuring up on the sub surface safely valve on well b11 a leak was detected from the stem packing of the tree lower manual master valve the operator ceased pressuring up operations and closed in the lower master valve. The leak continued, but reduced in intensity. The nightshift ops team leader, informed the oim. At no time did the leak initiate any of the gas detection. The iom remained on location during the operation in case of escalation. The decision was taken to back seat the valve after depressuring above the sssv. The leak increased in intensity as the lmv was opened, then quickly fell away as the tubing depressured to the flare system. It was confirmed that the sssv was holding with no leakage. The lmv was then closed and the valve backseated as per procedure to engage the metal to metal taper. The well remains shut in untill repairs can be effected to the lmv stem packing. Actions taken/planned to prevent recurrence of incident While rih with an inner 2 7/8" tubing washpipe into a sand screen assembly flow was observed to be coming from the well. The sand screen kill assembly was picked up from the derrick and installed. A total of 24 bbls was gained from the well. Stripping operations then took place until the sand screens had reached 4095m i.e. 194m below the 9 5/8" shoe the well td is at 4683m, it was not felt a good idea running all the way to bottom with the sand screens due to the risk of them getting stuck in the reservoir. The well was circulated using the drillers method and a maximum gas level of 14% was seen with a corresponding drop in mud weight at the same time from 1.88 to 1.69 s.g. After a flow check the well was opened and circulated conventionally. Actions taken/planned to prevent recurrence of incident <...> - Operation at the time:- R.I.H with coiled tubing to carry out a cleanout run. When tubing was run in to 460',a seawater leak was observed spraying from the coil as it reeled off the drum prior to reaching the guide arm. The operation was stopped and the coiled tubing was pulled to above the E.D.P. into the production riser and the L.P.S.V. and L.P.M.R. were closed which isolated the well. The valves were then inflow tested and riser flushed with glycol mix and pressure bled off prior to retrieving B.H.A. Wind = 260* x 20 kts. Sea = 2.5mtrs. <...> - R.I.H. with perforating gun run no.5 on coiled tubing. Whilst R.I.H. the driller noticed a Hydrocarbon Leak from the flange below the Combi B.O.P. on the surface equipment. The operation was stopped and the coiled tubing was P.O.O.H. During this time the leak was continually monitored. At 1300 Hrs the coiled tubing was on surface, pressure was bled off and the leak stopped. Approx. 1/4 barrel of crude was lost, which was contained on the drill floor. Wind = 240* x 30/35 kts. Sea = 4.5 mtrs. Heave = 0.6m. Pitch = 2*. Roll = 3*. <...> - In a cased hole, a liner top packer had been set at 11200ft and pressure tested to 5700 psi /30 minutes with 11.0 ppg Mud. The well was displaced to seawater and the liner top packer negative tested +/- 850 psi/30 mins. static flow check. Whilst continuing to clean/scrape the riser and casing, 7% gas was noted in the seawater being circulated to clean the well bore. The well was shut in and monitored. SIDPP and SICP built up to 790 psi and stabilised over a 3-1/2 hour period. The well was circulated back to mud and confirmed gas free and stable before starting remedial work to identify the extent of the leak at liner top and effect any required repairs. Rig operations at the time of incident were preparing nitrogen tank for coiled tubing operations. The nitrogen was transferred from the storage tank to work tank. Storage/buffer tank was then bled down, fill-up hose removed and tank made ready for backload. At this time the back-fill line valve on the work tank was left open with dust cap off to allow the line to warm up and vent. The work tank was connected to the N2 pump ready for pumping later in the operation. At approx. 0515hrs, the N2 pump was started up and after a brief check of the lines and valves, commenced cooldown of boost pump/triplex pump. A Nitrogen cloud was then observed around the buffer tank area indicating a leak of Nitrogen. Discharge valve on the work tank was immediately closed down and hosing down of area commenced and investigation started. Back-fill valve was discovered to be still in the open position. Valve was immedaitely closed and hosing down operations continued. Investigation discovered that deck plating had cracked due to thermal shock of Nitrogen. Area had been barrierred off throughout all N2 operations with access restricted to <...> personnel only.



The operation in progress was the pressure testing of <...> lines to production and the annulus low torque valves. A floorman was sent up in a riding belt to remove a suspected leaking low torque valve from the annulus string. He attempted to remove the low torque on the production string rather that the annulus. The production string was pressurised to 3500psi with brine at the time. On slacking off the connector, he noticed the spray of fluid and immediately removed himself to a safe position whilst the string was then bled down. The incident was discussed with all crews and the importance of clear communication emphasised. Measures have been taken to clearly identify lines and valves, through colour coding, for this and subsequent operations. While conducting well test operations on <...>, a leak developed in the inlet line to the horizontal separator tx1-48 which caused a release of dry hydro carbon gas. This was clearly audible and visible to staff manning the choke manifold, who immediately shut the well in at the choke.hydrocarbons downstream of the choke were vented to actions taken/planned to prevent recurrence of incident Pressure testing mudhouse. Weather wind 10 knts dir 135 deg swell 1 mtr 135 deg roll 0.4 deg pitch 0.3 deg heave 0.3 deg temp 8 deg vis 8 mils. Testing substance water 3.5 inch mujdhouse attached to topdrive and standpipe in derrick. While pressure testing to a pressure of 5000psi mudhouse parted which was protected with a safety clamp and sling. After incident changed out parted hose for a new hose inspected spare mudhouse and all other high pressure hoses in derrick ordered new hose and sended parted hose in for inspection at present no report received management investigating on pms and to make a decision to change out hoses on a regular basis. Actions taken/planned to prevent recurrence of incident 5 1/2" liner cemented and tested over 1.45 sg mud 207psi overbalance above expected reservoir pressure. Leak observed in bop control system. Leak effect both blue and yellow pods therefore 1" main supply function could not be operated. Leak in subsea accumulator(rov observed set rtts @ 200m (50m below wellhead) & tested. Pull lmrp to investigate. Fault with control system identified. Actions taken/planned to prevent recurrence of incident On the <...>, a temporary air supply was rigged up between GT35A and GT35B due to the failure of the starting air compressors on the B m/c. This was done using lengths of certified 5000 psi H/C which were then service tested to the 80bar system pressure. At the time of the incident the starting air bottles on GT B were being charged from those on GT A with a pressure of approximately 50 bar in the system. The maintenance tech performing the task observed a bubble forming in the outer carcass of the hose and immediately closed off both ends of the line. The hose burst whilst the maint. tech. was about to bleed down the trapped pressure. The riser bend stiffener on <...> (F07) Flowlines was found to have become detached from the riser "I TUBE" and slid down the riser. It was found when divers went down to remove it - prior to lowering The riser to the seabed. This was dive no 7 @ 09:30 on the <...>. The flowline had already been flushed - Depressurised - isolated and disconnected before the fault was found. Following an ESD1 shut down caused by spurious comms failure, the process plant was restarted. After a period of time it was noticed that the flare was not lit. An attempt was then made to relight the flare pilots. When the flare ignited the operator in the area was exposed to excessive radiated heat - See OIR9B for rest of report During change over of water injection pumps and whilst monitoring the freshwater expansion tank for CH4, an ESD3/GPA was activated. An override was removed inadvertently during testing to determine the cause of previous incident. MSV <...> conducting planned ROV survey of <...> FPSO risers. Flexible Riser R14 (System 151) was found to have become detached from its anchor point and had moved up in the water column due to the effect of its buoyancy modules. This force has been sufficient to allow the Flowline Termination assembly and pipeline to move laterally from their as-laid positions and to rotate slightly. On notification of the incident, system 151 was shut-in by the FPSO and the line de-pressurised to below seabed ambient pressure. Environmental conditions have been occasionally stormy over the winter period. Work is progressing with engineering analysis of the problem and procedures, personnel and equipment have been mobilised to stabilise the riser by using the original installation technique. <...> notified <...> of HSE of this incident by telephone on <...>. <...> has surveyed all the other schiehallion risers by ROV and confirms they are all intact and securely anchored to their piles. Close co-ordination is being maintained between all parties onshore and offshore to ensure the stabilisation work is performed safely and with minimal environmental impact. A meeting between <...> and the HSE was held at 09:30 on <...>. During start-up operations (after a production shutdown), water injection pressure (max 240 bar) was being used to equalise flowline pressures. Water was noted to be leaking out of 10" flexible jumper hose (hose links turret swivel stack to fixed pipework.) Squeeze operations were immediately stopped and all production valves within the turret were closed until further investigation carried out. Actions taken/planned to prevent recurrence of incident



Failure of a 8 inch water injection riser coflexip within the riser tube in the turret area. Loss of containment of water injection fluids revealed at 19:30 on <...> during routine production operations data gathering. The water injection manifold pressure was indicating 25 bars. Normal operating pressure is approx 100 bars. Close inspection of the riser within the turret riser tube revealed a rupture in the coflexip hose approx 5m from the base of the riser tube. Water injection wells & injection pumps were shutdown and isolated. Actions taken/planned to prevent recurrence of incident Platform in normal operational mode 17:13 indication of smoke in the hv switchroom. This was confirmed visually and the ga manually activated just as a second smoke head alarmed. The platform also suffered a power failure at this time and the emergency generator started as a result. On investigation the switchroom was found to be smoke logged. This was exacerbated due to the loss of hvac a consequence of power failure. Although there was a strong 'electrical ' burning smell at the entrance to the hv switchboard, the fire team reported that there was no evidence of fire, once access was permitted. Investigations found that the 6.6kv to 110 voltage transformer in the vcb for azim thruster, tm-xb01b, had developed a fault. Fuses in the primary circuit were found to have blown. Overheating of the transformer insulation was the source of the smoke. Actions taken/planned to prevent recurrence of incident Whilst drilling the 8 1/2" section of the well the shakers tripped actions taken/planned to prevent recurrence of incident Well test proceeding normally at 2255 hrs. Rapid rise in line pressure down stream of choke was noted. Actions taken/planned to prevent recurrence of incident Internal tree cap unlocked actions taken/planned to prevent recurrence of incident Unusually severe weather in december caused problems to the fpso's power generation facilities and remote oil offloading system which in turn caused severe disruption in the production. The owner of the vessel claims to have solved all problems ensuring more consistent production during difficult weather periods. Weather downtime should now be limited to <6% per year. At 0813 hours on <...> normal operations were taking place on board the fpso uisge gorm. Wind speed and direction were 12kts x 180 degrees, significant wave height -1.0m, and visibility poor due to fog. The lead production technician and maintenance supervisor were discussing a task on the central walkway midships, when they heard a loud bang & the vessel shuddered. They immediately liaised with the marine technician who was working aft at the slops tanks, where nothing was amiss. They then investigated on deck up starboard side then on the port side. On approaching the area of no4 port cargo and ballast tanks (4pcot & wbt) the main deck plate was seen to have ballooned upwards by about 400mm from its normal position. The ccr was advised, the general alrm sounded and the process plant shut down depressurised and secured. All pob were safely accounted for, with no injuries, and no loss of containment. No 4pcot had been overpressurised to about 2 barg. Owing to an inert gas vent being left in the closed position. The next actions taken were to vent the pressure in the tank down to 1 barg and hold. Later in the day a partial down man of 25 non essential personnel was carried out by basket transfer to a supply vessel for transit to <...>. This was done because the helideck was closed due to fog. Thereafter action was taken to ballast the fpso to a slightly 'hogged' position to relieve stress in the area of 4pcot. Forward (bow) leg sunk by approx 2ft due to scouring under spud can. Rock dumping plans initiated. Rig levelled out and being closely monitored in the meantime. Actions taken/planned to prevent recurrence of incident At 1424 hrs, when demobilising from drilling, one of the rig's four legs got stuck and not able to be retracted giving a draught of 80 feet. 140 persons were onboard the rig at the time of the incident. The rig was floating and in danger of drifting into the <…> complex. Tugs managed to tow the rig northwards from location into deep water avoiding going across any gas pipelines due to the draught created by the extended leg. Here the rig will undergo emergency/temporary repairs, duration 12-18 hours. At 1130 hrs the following day the rig was in tow of tug/supply vessel <…> bound for <…> for final repairs. At 2157 hrs the extended leg was raised to 20 feet from fully stowed position, giving a max draught of 11 metres. The rig arrived <…> on <…>. <...> drilling for <...>. 12 1/4" section drilled and 9 5/8" casing run. 530 bbls lost when cementing casing. On completion of cementing well was seen to be flowing. Well closed in - 100psi on annulus - considered to be flow back from formation of lost mud. 150 bbls mud bled off observing pressure decline to 0 psi.



<...> Platform. Well <...> was being drilled in 8 1/2" hole section, the top Plattendolomit came in at 13794' MD (7126' TVDSS). At 13905' lost 51 bbl mud. Drilled ahead to 14038' with losses. Shut down mud pumps and noticed well giving back lost mud - 126 bbl of 163 bbl losses recovered. Monitored well on trip tank. Pumped LCM pill and displaced with mud - increase in pressure indicated LCM packed off inside drill string. Shut in well on 35 bbl returns above lost mud. Rigged up wireline and run CCL to determine if packed off above PBL sub. Dropped ball to open PBL sub and worked pipe to attempt to establish circulation. Able to pump at 0.4 BPM and monitored returns to trip tank. Rigged up wireline and ran tubing punch to perforate drill string - guns hung up at 5278'. Pumped 10.9 ppg kill weight mud around followed by 11.0 ppg mud. POOH wireline (wire pulled free of rope socket). Circulated 11.0 ppg mud and monitored losses - varying but stabilised at 3 BPM. POOH to shoe - flow checked - well stable. POOH and retrieved guns. Plan was to reduce mud weight to 10.1 ppg and maintain an ECD of 11.1 ppg to drill ahead. <...> Platform. While drlg.at 10032'MD through Kupferschiefer, H"S detected, in levels in excess of 100ppm. Well shut in on annular, no press. recorded. Europa Platform shut in & vented down. All personnel mustered. Choke opened & 2bbls of mud pumped into well at 1bpm. Hand held detectors at flowline recorded 1ppm H2S while mudloggers recorded zero. Well opened & circ. at 6bpm for 10 mins. with no H2S recorded. Mustered personnel released. Approx 3 mins. latere, mud loggers detector recorded H2S levels in excess of 100ppm. Well shut in & personnel secured. Well opened & circ. was broken, while monitoring for H2S with ahnd held detectors(personnel masked with BA sets). Well circ. at 5bpm & gas levels inc. steadily from 1-2ppm to 15ppm. At this time mudloggers did not pick up on lower readings, but showed readings in excess of 100ppm when hand held detectors were peaking at 15ppm. Well shut in & pH of mud checked from flowline sample. pH was in 8.2-8.33 range range, showing no change. Garret gas train was run & showed no signs of H2S. Well monitored with choke & annular closed. Ops.suspended awaiting arrival of BA equipt. & specialist H2S personnel. Once equipt. arrived all personnel trained in use of BA equipt. & for working in H2S conditions. Cascade syst. rigged up & well opened & circ. through choke at Max. rate of 5 bpm. Mudloggers detected H2S at Max. levels of 5ppm, with level dropping to zero. All personnel demasked & no further H2S rec. See well file. Completed drilling programme.set liner and was displacing mud to brine. Well started flowing-shut in w/1300psi surface pressure.production from other wells shut in.well circ back to mud.trouble shooting ongoing. Actions taken/planned to prevent recurrence of incident Whilst drilling through zechstein group on well <...>, 4bbl pit gain observed, well closed in using annular preventer. Pressure on casing stabilised at 220psi. Pressure bled off & well monitored. Well opened up & flow checked & found to be static. Bottom's up was circulated prior to drilling ahead. Actions taken/planned to prevent recurrence of incident Hpht well,weighted up for fulinar sands,4 bl influx circulated out,2nd influx 205bbl- circulating out. Actions taken/planned to prevent recurrence of incident While milling a bridge plug, an influx was taken. Blow out preventers were closed and well pressure contained. Well pressure contained. Work ongoing to bleed pressures and kill well. Minor well kick gas trapped below bridge plug. Actions taken/planned to prevent recurrence of incident Drilled 8 1/2" hole to 16,299.stopped drilling after drilling break. Circulated b/u for geological sample.at approximately 5386 strokes of total 6216b/u strokes noticed a gain in the active system.closed in well and observed pressures. Suspect connection gas to have broken out of solution thereby decreasing hydrostatic head and allowing formation to temporarily produce. Circulated out connection gas(peak 47%)and influx(peak 18%).opened bops while circulating and checked string free. Closed in well and monitered for pressure build up (neg)while weighing up active mud system from 955pptf to 962pptf.circulated and displaced well to 962pptf. Actions taken/planned to prevent recurrence of incident <...> - Well drilled to TD of14375ft and 5 1/2" slotted liner run. Well displaced to 9.6ppg OBM. Liner clean out string run, viscous pill spotted and well partially displaced to 9.65 ppg brine. Well flowing and closed in on BOP. See entry on Well Operations system for further details.



<...> - Well <...> . While drilling 12-1/4" hole through the <...> Salt Diapir, at 1608m - a gradual gain was noted in the active pit over approx 30 mins. The well was flow checked, confirming a 67bbls/hr gain. The well was shut in and a pressure of 58psi was built in 15mins. The well was then circulated on the choke and there was no gas or oil at bottoms up - Mud returns indicated a brine flow. After observing the well for about a day in a controlled manner, both closed in and whilst flowchecking, the range of flow rates were established as a worst case of 12bbh flow whilst static with mud weight 1.65 sg, down to 3bbls hr at a circulating ECD 1.73. During many circulations over the following few days (where there were known flows into the bottom of the well) there has been no evidence of gas or oil. The brine flows have caused degradation of the mud system requiring continual mud treatments. Due to the low flow rate and slow pressure build up, it has been difficult to establish an accurate kill mud weight. High circulating temperatures causing mud expansion were also thought to be responsible for the observed flow. The option not to immediately weight up to kill the well has been influenced by evidence that the flows may have been induced by the high ECDs, the possibility of the flow depleting, and also the original well plan to drill ahead with a mud weight of 1.65sg to avoid the high potential for having losses further down the well. <...> - While attempting to pull a 17.5" BHA through the marine riser, overpull was encountered due to heavy buildup of cuttings etc in the riser. It was decided to circulate thru the choke and kill lines to clear riser of cuttings. The Assistant Driller was instructed by the Asst Rig Supt to open the upper inner choke failsafe valves in the Drillers panel. The Asst Driller inadvertently unlocked then locked the choke and kill mini collet connector, and immediately informed his supervisor of his actions. The result of his actions was to place the riser connector in the unlock position which was confirmed by the ROV showing the indicator on the riser connector in the unlock position. The LMRP did not release from its mandrel. The overpull on the LMRP was quickly reduced to set down 20K on the BOP. The connector was then functioned to open position. which took an additional 3 gallons of operating fluid, and at this point mud was seen comming from the riser connector, and 50 bbls of Barasilk Water based drilling fluid was lost to sea. The LMRP was latched back and an overpull of 50k was taken on it. A pressure test on the connector failed at 2000psi. The LMRP was recovered to the surface, repaired and rerun. It was latched up and successfully tested to 7500psi on riser connector and 10000psi on choke and kill mini collet connectors. <...> - Pressure testing following installation well completion. Loss of hydraulic control to sub sea test tree insode BOP. Unable to unlatch from well. Mechanically cut main bore of dual bore riser and recover dual bore completion riser. Now able to unlatch LMRP on BOP in case of bad weather. SUb sea test tree balls are in closed position on both annulus and production bores. Down hole production packer has been set. Downhole ball valve in closed position and has been tested to 3,600 psi. Sidp 240psi.build up to 460psi casing 650psi-stabilised 520psi weight 10.8 bl 12 gal-influx @ 12802ft.8565ft t.u.d. Influx 15bbls.when drilling. Actions taken/planned to prevent recurrence of incident Whilst pulling out of hole from 13799' for a bit change, it was observed that the well was taking too little fluid to replace the volume of pipe pulled from the hole. Original mud weight 10.2 ppg. The well had been flow checked at the 9 5/8" casing shoe at 13157', a gyro survey barrel dropped and a slug pumped. On pulling out further the displacement discrepancy was observed at 10315'. It was decided to run back in the hole to bottom & circulate the well before continuing to pull out. Whilst running back in the hole at 12004' the mud volume displace from the well was seen to be greater than the pipe volume run. The well was shut in on the upper annular and monitored for pressure build up before stripping back in to 13234'. An obstruction in the wellbore prevented returning the drillstring to bottom so the well was monitored for pressure build up and circulated clean at that point. Actions taken/planned to prevent recurrence of incident Re-entry operations were in progress on well <...> slot 2 formerly <...>. The cement plugs had been drilled out and the top of the fishing neck of the plug in the packer had been tagged. Following a run with 7" scrapers/junk basket the well was shut in prior to rih with an overshot assembly. Prior to opening up the well to rih, it was noted that casing pressure was at 370 psi and slowly building up; at 06.34 hours casing pressure was 400 psi. The casing was bled to 220 psi, monitored and successively bled down to 0psi at 07:50 hours. The well was monitored and was stable. Operations commenced to rih with the overshot assembly. At 195' flow was observed and a tiw valve was installed. The well was shut in. Casing pressure was 0 psi. The well was circulated through the choke with maximum gas at 0.08%. The choke was opened - no flow although occasional gas bubbles were observed breaking out from 9.5 ppg brine in the well. Operations continued to rih with the overshot assembly and monitor the well; it remained stable. Actions taken/planned to prevent recurrence of incident A motor was removed from the port bow anchor winch due to a ground fault in the motor. Prior to the job the brake on the drum was firmly applied, the motor was removed and after 10 mins the drum started to turn and the anchor fell to the seabed. Supply vessel <...> was working the rig on the port side at safe distance when the anchor dropped, Upon further investigation it was found that the "brake" was in fact not a brake but a clutch, the main brake is on the motor.



Prior to commencing ops to inspect & change out sections of chain on #3 & #6 mooring lines the programme called for the rig to tension up all mooring lines to 300kips with rig in operating position alongside <...> to ensure mooring chains were in alignment. Prior to commencing recovery of chains for inspection mooring lines were to be slackened <...> CRO were informed & Gangway closed with watchman posted. At 0747 while in process of picking on #7 to cross tension against #3 the #7 chain failed. <...> CRO informed & instructed to inform OIM. Drill floor informed & instructed stop pumping & make safe drilling ops. As #7 is laid to NE of <...> the failure caused rig to move from platform to SW. No danger of rig clashing with platform. Crane Op dispatched to gangway cab to monitor gangway parameters. Barge Engr began adjusting remaining anchors to reposition rig back in operating position & ballasting to counteract 2deg list to Stb caused by chain failure. Rig back in secure operating position. @ 0806.. Failure of No 7 anchor chain. Reportable due to down manning.At 06.00 hrs on <...> the rig was felt to roll violently (7 degrees), to starboard during severe weather (Winds Westerly up to 65 knots, seas 10m+). At this time the tension on No 7 was observed, on the pilot house monitor, to pass the maximum recordable tension of 300 tons. A loud bang was then heard immediately followed by the sound of an uncontrollable payout of chain. The emergency "brake on" switch was activated in the pilot house very shortly followed by the "brake on" lever being applied at the winch house. The payout of chain was quickly stopped. Chain was heaved back to original scope - 10m unable to re-establish tension. All indications were that chain had parted. LMRP disconnected at 06:23hrs. <...> all informed shortly after 06:00hrs. Rig was now approx. 10m off location but holding station. Decision taken to down man non-essential personnel to continuationof adverse weather. Anchor chain found to be broken with one end lying with 12 links across P4 flowline. No damage to flowlines evident. Broken link found on sea bed and recovered. Cross tensioning was carried out and the rig was skidded back over location at 19:20hrs and operations were resumed. Anchor handler <...> lost power to bow thruster. It was decided to offload the anchor, buoys and associated equipment and then to release the vessel. The<...> made a few attempts to hold position of the Port side while his crew connected the port crane to the anchor. When the <...> began drifting into close vicinity of the rig it was asked to move clear. The captain warned his crew to release the crane hook before he moved the vessel away from the vicinity. It was during this delay that the vessel hit the hull of the rig. Immediately after the incident the <...>' powered forward clear of the rig to standby. The damaged area was investigated outside the hull and from inside preload tanks #20 & #22. The 'Statesman' went clear of the 500metre zone and transferred all of the remaining anchor handling equipment on to the <...>' before being released from location. The Anchor Handling Vessel <...> was standing by on the starboard aft end of the Rig (15 metres from the rig), ready to take a chasing pennant to recover an anchor. The Captain attempted to change over from manual control to joystick. This was unsuccessful and he attempted to change back to manual control. This also failed and an emergency mode was then used to move the boat clear. By this time he had made contact with the starboard aft caisson of the rig. The caisson was not bilged but inspection showed damage to stringers and vertical stiffners in addition to the shell plating being set in at the 70ft draft level. The weather at the time was wind Easterly at 15kts. With a 2metre swell running. The Stirling Sirius reported that he had not suffered any damage. Anchor handling vessel <...> requested to approach rig and assess weather / station keeping/ motion for view to possible cargo work. Vessel was station keeping assessing situation when vessel bow was set in toward rig flare booms. This was counteracted using thrusters/engines. Vessel stern contacted column C4. No breach of watertight integrity. Rig was at draft 80ft. Damage occurred approx 83 ft. <...> reported no damage to vessel or crew injury. Three legs of the accommodation platform, which is bridge-linked to the <…> process platform, were damaged when it was struck by supply boat <…>, at 0630 hrs. The production from the <…> oil and gas fields was shut down due to the accident. The vessel was holed above the water line and went to shore for further inspections. No platform damage was revealed during visible inspection. Final assessment of possible damages will be carried out when weather improves. In <…> production from the fields was resumed. When travelling blocks were extended towards D.Pipe at rotary level, an 8" x 8" cover box came loose from a lower dolly wheel of the upper dolly frame. The cover approx 12 pounds in weight fell about 8m. No one was in the vicinity. The object landed in front of draw works between drillers shack and iron rough neck. While tripping in hole with 5 1/2dp a noise was heard of a falling object which came into contact with derrick beam and a nut was found lying on starboard side wood setback area. Weather conditions were good. Job was shut down and derrick inspection took place. At first light a bolt was found to be missing from a cross member under <...> at crown - there should have been 6 bolts but 1 was missing. This was replaced immediately and other bolts checked for tightness - upoon further inspevtion found no more missing bolts.



Prior to running in with stand DP the master bushings were pulled using one tugger and a diverter plate installed with port aft tugger the bushings were replaced and tuggers secured. The cable run of the port aft tugger was given to the driver telling him it was clear to lower the blocks after approximately 30' of travel the cable had caught upon the top drive dolly track. the cable went tight and the securing point parted from the base of the tugger. The cable didn't break by the hook and short piece of pipe to which the tugger attaches went approx 10' in the air and landed in front the drawworks. The job was shut down and down and an extensive safety meeting took place and the derrick was checked. The winds were blowing 35-40kts at time if incident. A fatal injury occured when <...> an Assistant Derrickman was in the process of repairing a leaking hose, he was raised up and pulled into the mousehole housing and sustained fatal crush injuries. Sent to <...>. <...> employee (Roughneck) <...> was racking back drill pipe. The lip guide on the top drive caught the top of a stand of pipe which bowed out about 1 1/2foot. <...> was pushed back by the bowed pipe he tripped on edge of rotating table, and fell back with his shoulders towards the slips. His head appeared to contact the slips, and there was slight bleeding he was also having problems with his neck. Medic was informed, saw IP fitted neck brace. IP placed on a stretcher in container, and crane was used to move him to the sick bay for treatement. Helicopter was colled up, IP was moved on stretcher in container by cxrane to helideck & stretcher was placed in commercial helicopter with seats removed. IP was flown to <...> Hospital where he waited for 2 hours before been seen by doctors. Hospital confimed no cause for conern, but was deeping IP in hospital during <...> for observation in view of sore neck. <...> explained that he had contected HSE once it was realised that the IP would be on hospital for more than 24 hours (this being a RIDDOR reporting catergory to HSE) The tubing had been landed and the packer set. The 13 5/8" BOP was disconnected from the high pressure riser at weatherdeck level (level 3) and raised approx. 20 cm allowing the residue seawater in the BOP's to drain our cascading to platform levels 2 and 1 below. The seal ring was dislodged falling down the side of the high pressure riser onto scaffold boards around the wellhead, approx. 7.5 mtrs below. Two construction staff were working in the vicinity, one was 2.5 mtrs away and was working on a raised scaffold platform on an adjoining well. The other construction worker was 4/5 mtrs away. The weight of the ring was 8 kg and the drop distance to the work-group was approx. 5 mtrs. Conformance with the Risk Assessment and the Permit to Work was not complete. Barriers were erected at Levels 3 and 2 but not at level 1. Level 1 surrounds had not been physically checked but viewed only from above immediately before the lift took place. The ability to see (from Level 3) down onto Level 1 was adequate for the immediate well but inadequate to allow a view of the adjoining scaffold platform. The operation was stopped and a TOFS held involving construction and rig staff to evaluate the situation and the circumstances. Barriers were erected and risk assessment complied with before operations continued. Whilst tripping in the hole (manual derrick <...>), Derrickman took a stand of 3 1/2" Drill-pipe fm slot 7 & ran in to the elevators. He proceeded to grab the horns & latched-at this point he felt a tap on his right thumb & saw a yellow piece of metal fall down fm the elevators. He shouted down a warning to 2 roughnecks (already clear of the rotary) who then moved further away & he signaled Driller to stop. The object hit a beam at the aft racking board area & headed towards the rig floor landing near the mousehole after falling fm Monkey board height 84 ft. On investigation the part was fm rental <...> Elevators, <...> weighing 500 grams. It was apparent that the swivel pin assembly (steel dowel type pin approx 1cm diameter by 3cm long) had come loose or failed somehow, causing the latch locking mechanism part to come adrift fm the elevators main body. The pin has not been found. The elevators were changed out for the back-up set after a visual inspection & pins checked to already is securely welded in place. On inspection of the failed set of elevators, there was no evidence of a weld seen on top of the keeper plate-therefore it is surmised that the pin assembly may not have been adequately secured. This would not have been readily apparent without the use of MPI, as was fully painted. The Elevators were provided by <...> on a <...> Rental for client <...> Certificate No. <...>. Injured party hooked on to joint of 13 3/8" casing It was then lifted off the deck by the rig crane to be placed on the raised catwalk for on passing to drill floor. At approx 12ft above the remaining casing, the sling at one end slipped causing that end to crash to the deck crushing the injured party - see OIR9B for rest of report



Rig activity at time of incident was pulling out of hole with fishing assembly. At approx. 13:50hrs on 3rd January whilst attempting to rack back the last stand from fishing assembly, the mandrel of the 4-3/4" drilling jar parted at the clamp area. The lower 40' of the assembly fell across the rig floor coming to rest on top of the rig floor windwall (port aft area). The double of 6-1/2" drill collars fell 40' to the rig floor embedding themselves into rig floor wooden deck. The stand had been pushed back to set-back area, derrick tugger lines attached and man in riding belt who had unlatched elevators had been lowered back down to monkey-board level. Whilst the derrickman was pulling stand back into fingers, the rig rolled, putting bow in stand causing jar mandrel to shear at clamp area. Stbd side derrick tugger line snapped under strain and tail chain (7') and approx. 4' of tugger wire fell to floor landing beside jar embedded in in wooden decking. No-one was injured nor hit with falling debris. The driller immediately informed OIM/Rig Supt. The drill floor/catwalk and barriers closed and plan put in place to safely recover double of collars. Collars and jar sections were made safe and laid out to deck. Relevant components will be returned to town for inspection. Drilling Department Procedure will be produced to ensure small jars (4->") are laid out in future and not racked in derrick. While transfering a 10 tonne anchor from <...> to <...> one of the three slings used to lift it parted . The anchor was lifted off the northern chaser and when it was about one foot above the deck of the <...> the sling parted. The anchor landed heavily on the deck of the <...>. On inspection there was no damage to boat or anchor. The three slings used were 5 tonne swl. All were new, colour coded and certified Log extract. 1430 <...> alongside. 1505 Port crane malfunction. 1508 <...> clear. 1512 <...> clear of 500m. Wind 350x25 knots. Bar 1039. Temp 6c. Sea Moderate. While working the supply vessel,<...>, on the rig's port side a hydraulic hose, on the port crane, burst which resulted in the crane operator losing all main power functions to the crane winches. At the time of the hose failure a load was suspended from the whip line over the <...>'s cargo deck which was unable to be lifted by hoisting the load or boom. However, as the slewing hydraulics were part of another hydraulic system, unaffected by the burst hose, the crane operator was able to slew the jib and clear the load from the <...>. When it was realised the crane was malfunctioning the chief engineer was called, the load made safe & the crane shut down. During this period a spray of hydraulic oil from the burst hose was released onto the rig's main deck. The resulting accumulation of oil was cleaned up by the deck crew who were able to take advantage of the prevaling wind & dry weather. The oil was contained on board with no evidence of oil flowing into the sea. The clean up was carried out using the oil spill kits & PPE provided for such incidents. At no time was anyone in contact with hydraulic oil spray or mist. The burst hose was replaced & examination of it showed that it had been 'nicked' at some time in the past which most probably in it weakening. While backloading a lift to supply vessel the lift had been landed on the deck of the supply vessel and disconnected by the deck crew. The hook hit the side of the boat causing damage to the safety catch, the pennant came out of the hook and landed on the deck of the supply boat.the pennant was replaced in the hook and brought up to the rig where the safety catch was repaired and inspected by a competent person. As one end of the pennant was on the deck of the supply boat when the other end came out from the hook it did not fall much distance. Two inch lo-torque valve sheared from side entry sub and fell 10 ft onto beam in the derrick - whilst making up top drive to the drill pipe stand with the lo-torque valve in it , the valve fell off the side entry sub when the top drive vibrated . The drill floor was clear of personnel at time - For full report see OIR9B IP & another were standing on working board (WB) spanning the width of the moon- pool & were installing a canvas strop to secure the control hose umbilical to the drill pipe running string for the flowline connecting tool. 6-8 ft below the level of the aluminium WB.This WB was approx. 3' wide & positioned on the forward side of moonpool, one end tied off by rope.Both were wearing life vests & safety harnesses attached to fall arrestors.The fwd pod messenger line was attached to the FLCT.3 bulldog grips were positioned towards the base of this line. Asst Driller, supervising the task, decided, without the mens knowledge, to take up the slack of this line using the pod line tugger.His view of moonpool & the 2 men was completely obscured by the subsea tool box, positioned directly in front of tugger. When the Ass Driller set the tugger to auto mode, (normal practice) the tugger immediately started to take up the slack of the line which was draped in between the men on WB & FLCT.When slack was taken up the upper clip caught on side of WB & pulled it towards fwd side of moon pool.The clip then rode over the side and the 2nd clip caught WB, moving it further.The port end of the WB, rode over a pad eye on port side spider beam, causing it to rock.The IP clambered/fell off the WB and over towards the FLCT/drill pipe.Assumed that the IP's movement towards the FLCT was slow as lock device did not engage.Job stopped, safety mtg held.



Operation in progress:- Well suspension, preparing to run internal tree cap on 6.5" Drill Collars. Equipment Involved BJ Semi Automatic Racking System. Events leading up to incident:- Drill Crew in progress of shifting stand of 6.5" drill collars from stb'd set back area to elevators utilising B.J. racking System. The middle racking arm had lifted the stand off the timber on the set back area and was moving the stand towards the rotary table with the top racking arm operator following the movement of the lower arm when the stand of drill collars fell through the lower arm hit the hole cover, dislodging same from top of rotary and whole stand then fell down into the riser. Personnel Involved Driller, Upper and Middle Racking arm operator. Rigged up wireline equipment. Made up toolstring complete with 6.187" plug. Toolstring picked up. Top of the toolstring impacted with the top sheave resulting in the wire parting, causing the toolstring to fall 40' to the rig floor. The immediate vicinity was clear and no injuries occurred. The person was acting as banksman for a crane, and the immediate task was to lift and turn a 20ft 1/2 height container in order to better stow the load. Weather conditions were good . The IP banked the crane until the lift was suspended, but stationary. The load swung slightly and crushed the IP - see OIR9B for full report While pulling out of the hole some tight connections were found which the iron roughneck would not break. The rig tongs were used backed up by the "raised back-up system". The stand of pipe was racked and RBS parked. When lowering blocks to pick up next stand the blocks came in contact with the RBS causing damange to the RSBand block retract frame. Two dolly wheels fell onto the drill floor, they weighed about 40 lbs. and fell about 10 feet. Nobody was in the area at the time and there were no injuries as result of this dangerous occurrence. The RBS has been removed from the drill floor and will be sent ashore for repair and investigation as to how it came in contact with retract frame of top drive. Possible contact with manufacturer to find out about modification to incorporate locking latch and / or indicator light. Drill crew had completed laying out riser spider using 50ft spreaders, floormen were preparing to remove spreaders from 11ft bails connected to the top drive. The blocks had to be lowered further 1ft to allow access to the bails. Driller stated that break securing chain on brake handle wasn't connected and all he did to lower the blocks was to raise brake handle to allow blocks to move down. When this was complete driller went to re-engage brake, but was unable to as brake handle got caught up with brake securing chain and rope arrangement used to prevent end of the chain from falling on floor. Other end of rope is connected to ceiling in dog house directly above the pivotal end of brake handle. He realised he was unable to apply brake by using handle in the normal way and the top drive was continuing it's downward movement; he immediately engaged the drawworks drum clutch and depressed the lever to engage park brake. This has the same effect as operating the Crown-o-matic, which automatically applies the drawworks band brake. However, the top drive had travelled 4-5ft downwards and come to rest on the dolly track "stops". Motion compensator & travelling block came to rest on the top of the top drive.Top drive came to rest on dolly stops the drawworks continued to pay a further 6-8 wraps until actions of driller prevented further pay out. It appears brake did fully engage. Damage was caused due to line slackness, 1100' of line was removed. On <...>, the Stbd Crane had just completed working the Supply Vessel <...> and the crane boom was raised about 70 feet, facing aft at 22m radius, when a piece of metal (0.6Kg - 5.5" x 3.5" x 0.5" thick) fell from the Main Block to the Box Girder deck below at approx. 20;30. The <...> Engineer observed the object strike the deck approximately 15 feet forward of his position, on the access stairway from the Stbd Box Girder beside the Shale Shaker House. Crane Operations were stopped. Crane Operator lowered Stbd Deck Crane Main Block to Stbd Box Girder, originating site of object determined to be the Main Block Bumper Bar. Specifically, the corner opposite the Crane Wire anchor point. The remaining section of Bumper Bar showed evidence of damage and corrosion and was removed. The Port Crane Main Block was also checked but the arrangement on it was totally different and showed no evidence of damage. 1. Bumper Bar served no useful purpose and remaining section of Bumper Bar was removed. 2. 100% MPI of Weld and HAZ carried out to Section of Main Block adjacent to removed Bumper Bar, revealed no negative indications. While running in the hole with 6 5/8" drill pipe, one of the stands of drill pipe slipped out of the claw/slide assembly of the intermediate racking arm, and fell approx 3 feet to the rotary table. Due to the method being used to stab the drill pipe onto the tool joint of the pipe in the slips, there was no requirement for any floorman to be near the rotary table. The weather at the time was : Wind:45 knots @ 035 degrees Seas:- 6 metres Heave:- 2 metres Pitch:- 1.5 deg Roll:- 0.8 deg Weather: heavy rain/sleet While landing a container onto the supply vessel <...>, the deck crew of the supply vessel reported that a knife (4 inch blade) fell off the container onto the deck. The knife fell approx. 8 feet. The wind speed was 30 knots Seas 3-4 metres



I. P. was assisting relocation by Crane of 2 x 8" drill collar pup joints situated in the Heavy Wate Drill Pipe bay from the deck level into the adjacent Drill Collar bay. The load had been suspended by crane approximately 4" above the deck and was being manoeuvred into the drill collar bay when a sudden movement of the load, suspected to have been related to rig movements, caught the IP unawares, striking him on the right arm. Medics Report. On examination it was found he had a 1" wound distal to his lower right humerus with local swelling of the area. IP was medivaced by helicopter to <...> at 19.24 hrs with Doctor in attendance. Further examination revealed no broken bones, but severe bruising of area. IP was classed unfit to return to work by company doctor. The operation in progress was the retrieval of the BOP after running the completion. While working from the cross moonpool aluminium walkway a new fall arrestor device failed at the point where the wire attaches to the safety harness. After investigation and a comparison with an unused (new) identical device it appears that due to the absence of an anti-rotational dowel pin the securing nut has backed off. This forms the link between the wire and the safety hook which in turn attaches to the safety harness worn by the user. Deck crew tasked with transfer of 2 <...> water bushings (Circulating Swedges approx. weight 200lbs) from 12' cargo basket to 35' half- height for back loading to Supply Vessel alongside port side. 2 roustabouts had slung & transferred one & were lowering 2nd into half- height. Crane operator (IP) was assisting by guiding load with tag line, with left leg inside half-height, when sling caught up on half-height & load slid out striking IP on left ankle. Operations at time: rig undertaking project work. The assistant crane op was operating port deck crane, the IP was checking sea fastenings on cement head in container & 2 roustabouts were transferring the water bushings on the port riser deck. 1 roustabout had slung the loads, using a 3T sling, with double wrap around the heavier body of the bushings & half- hitch around tool joint end. Tag line was connected & controlled by him. Other roustabout was acting as banksman in radio communication with the port crane. The roustabouts had completed transfer of heavier water bushing and were lowering the lighter one into the half height when they were joined by the IP. Bushing was within the confines of half-height but not landed, when IP half-entered the half-height whilst holding the tag line. The bushing was swinging & struck the side of the half-height causing sling half hitched over tool joint end to come loose. The bushing then shifted & struck IP on Left Ankle. While working at coiled tubing lifting frame height in the derrick, a guide plate weighing 2lbs fell approx 45 feet to the drill floor. The wind speed was 27 knots . Seas 2-3 metres Pitch & Roll was minimal The knot securing the guide plate to the wrist of the wireline operator came undone resulting in the plate falling to the drill floor. No persons were in the area below the lifting frame as per the requirements of the <...> and toolbox talk. Port forward moonpool air winch wire parted while pulling horizontal strain on sup joint. Deceased Person reported as struck by drillpipe/casing whilst on catwalk, sustaining chest and abdominal injuries The operation in progress at the time of the incident was spooling the drill line onto the drawworks drum after a slip and cut operation. The weather at the time was as follows: Wind 14-16 knots NNE Sea's 2-4ft northerly Heave 0-1ft Pitch 0.2 degrees @ 6 second period Roll 0.2 degrees @ 6 second period The drill crew were in the process of re-spooling the drilling line onto the drawworks drum having completed a slip and cut procedure. The tugger wire was connected to the drill line approx. 4ft from the drawworks by neans of a chain stopper. Thus giving a horizontal pull across the drill floor to maintain weight on the drill line sufficient to prevent the drill line from becoming slack on the drawworks drum as it was being spooled on. The tugger wire bare end pulled clear of the closed spelter socket termination on the tugger wire end. The wire then travelled through the snatch block at the opposite side of the drill floor under it's own inertia. It then continued up through the Derrick to the crown block & subsequently after passing the crown sheave fell to the drill floor with the bare end of the wire coming to rest at the monkey board level having become caught up as it fell. Prior to the wire becomming free the tugger operator was in position at the controls slacking the wire out as the drill line was being spooled onto the drawworks drum. The drill floor was cleared immediately after the wire pulled clear of the closed spelter socket resulting in no injury. The drill floor operations at the time of incident was pulling riser and BOPs. A joint of riser had been placed on the dodge truck ready to be laid down on the aft deck for inspection. In securing the joint to the dodge truck it is necessary to chain the top of the joint down to prevent the joint jumping out of its stand during transfer to deck. The boomer and chain were loosely in place and personnel were positioned to tighten the boomer. The injured party and 1 floorman were under the boomer in order to tighten down on the handle, the chain was too tight and a bar was used to assist in tightening the chain. 2 personnel were pushing up on the boomer/bar and 1 person was pulling. The force exerted on the bar was too great and the bar slipped and struck injured party on his safety helmet, resulting in the injury. The weather at the time was Wind 11-16kts @ 350 deg: Seas 19ft: Heave 3ft: Pitch 0.7deg & Roll 0.5 deg.



The operation in progress was running 9-5/8"/7" casing. Environmental Conditions: Wind WNW 17-19 knots Seas 2-4ft NW'ly @ 6 seconds Pitch 0.6 degrees @ 6 seconds Roll 0.4 degrees @ 6 seconds Heave 0-1 ft Whilst running the 7" liner, the driller picked up a joint and set in the slips. The elevators were released from the joint of casing in the rotary table and the 7" pick up elevators were latched to the next joint to be picked up through the 'V' door. As the travelling block was raised approximately 20 feet above the rotary table, the 'La Fleur' circulating tool and 5ft 5" pup joint became detached from the top drive and dropped to the rotary table below. The drilling foreman made a visual inspection of the threads at the box end of the 5" pup-joint and the 4-1/2" IF pin connection at the top drive saver sub. No damage to either of these threaded parts was evident. The impact damaged <...> tool was removed from the rig floor and the operation continued whilst an investigation as to the cause of the incident was conducted. The torque wrench was later function tested and found to operate satisfactorily. Initial findings from the investigation would indicate that the subject connections had not been 'made up' to their full torque values. Incident remains subject to further investigation. During routine backloading to supply vessel <...> of joints of marine riser the deck crew of the <...> observed an object fall from one end of the riser onto the supply vessel deck shortly after the joint was swung outboard. The object dropped an estimated 17 metres. The object was found to be a 14 inch adjustable spanner weighing approx 1.5 kg identified as having been used earlier during maintenance to riser pin end. Wind 15 knots @ 090. Seas 1.5 metres weather fair. Air operated 5" DP elevators opened prematurely and dropped 20ft pup joint. Drillcrew had picked up 20ft pup joint from mousehole, latched same in automatic elevators and confirmed latch properly engaged. Blocks were hoisted so that pin end of pup joint was 8 ft above deck level and crew were in process of preparing x/o sub to screw onto pup joint pin. When they heard the elevators open, they cleared the area as pup joint fell onto deck. No injuries sustained. Initial actions taken: Checked elevators' mechanism and simulated operation several times without any recurrence of problem. Electrician check(ed) integrity and operation of actuating solenoids and could find no fault. While drilling 8 1/2" hole the saver-sub on the power swivel parted causing the drill string to cant across. The elevators were latched and the drill string pull back into the shoe. All IBOP subs were changed out and the stem connector was checked by MPI. At the time of the incident the weather was good and would have had no influence on the above occurrence. Rig preparing to move location, pulled legs in process of pulling riser section. Trolley beam, normally tied back, extension left in way fell 18ft to deck. Hit electrician, cut to forehead at 0800, medivaced from rig to <...> Hospital at 1100, discharged at 1530. I/P concious throughout- made own way to Rig Medic. A 45 gallon plastic drum of waste hydraulic oil was being lifted in a drum hoisting yoke from the port box girder to the aft box girder. As the crane traversed the for'd port maindeck, the barrel slipped through the yoke and fell approx 6ft onto a container. On impact the barrel split releasing the contents over the maindeck. No personnel were in the vicinity at the time of the incident and all oil was contained on the maindeck. Weather wind 16 knots 010 deg Sea 2.5 metres - pitch 0.4 deg roll 0.5 deg heave 0.5metre Whilst closing the pipe deck cargo hatch access to the chemical storage area using the starboard deck crane the lifting arrangement failed when the 6 1/2 tonne shackle connection dis-assembled. The wire rope sling remained on crane hook along with the shackle bow. The shackle pin was catapulted approx. 30 meters into the starboard cellar deck, landing 3 meters from a <...> Engineer working in that area. Investigation revealed the bolt type safety shackle was not secured with a split pin. The lifting assembly is not accessible for inspection when hatch is secured in open position. See attached sheet. Injured party was assisting in placing bundles of 5" tubing into a 45' half height using the port crane. One bundle (approx 8 joints) had one of the joints sticking out further than the others and therefore required the load to be slewed aft to enable it to fit in the half height. As the load slewed to the aft the injured party put his hand up to steady the load and at that moment the pipe squashed his hand between the pipe and a stanchion post located approx 51/2 ft aft of the 45' half height. (IP detained in hospital >24hrs) Wind spd.4kts, 270 degrees: Seas 5ft.: Pitch 0.1degrees, Roll 0.1 degrees. Operations preceding the incident involved running 20" casing on stands of drill pipe being picked up from the derrick. The last stand to be picked up had the cementing head already made up to it and stood back in the derrick. As it was being presented and latched on to the elevators, a bow was present in the pipe because of the weight of the cementing head. As it was being moved the bow caused the pipe to move quickly, resulting in one of the fig.1502 flanged subs coming in contact with a beam causing the retaining bolts to fail and the sub to fall approx . 65' to the rig floor. Precautions were in place so that no personnel were on the central drill floor during the occurrence. The sub weighs approx 12 Ibs and is approx 7" long x 3" dia with a 2" fig 1502 female connection one end and seal sub and small flange in the middle.



Operations on the drill floor were to Rig up Wireline BOPs, and Lubricator onto the Completion String utilising the Coil Tubing Lift Frame Winch which was an integreal part of the previously Rigged up Completion Frame/Coil Tubing access Assembly on the Travelling Block assembly. A ThinkDrill/Toolbox Talk was held prior to job, with all Personnel concerned and job commenced. The Wireline Lubricator was being picked up using the Coil Tubing Lift Frame Winch. Two men were positioned on the Platform which is an integral part of the Coil Tubing Frame assembly, situated at the lower end. Both of these men were in Riding Belts on Man Riding Winches, one to Operate the Coil Tubing Winch and the other to help try and guide the Lubricator past the Platfform due to the acute angle of the Lift. Two men were on the Drill Floor pulling the rope attached to the Lubricator in an attempt to help pull it away from the Platform. While one man was Operating the Winch the other was trying to assist the Lubricator away from the Platform to prevent it catching up. At this point the man not Operating the Winch put one hand on the Coil Tubing Winch line, which happened to be the "down" line and this in turn pulled his hand into the Sheave of the Coil Tubing Frame Winch. Two men had been working with the crane and were walking across the main deck when an object was heard to land on deck behind them. The stbd crane was slewing to the right over the main deck, with no load. Crane Operations stopped, asked crane operator to lower crane boom over the wire line deck for inspection. On investigation the dropped object was found to be a piece of metal 2,5" long by 1" diameter round bar that had fallen from the sheave Guard/Guide on the main block of the stbd crane. The rest of the stbd crane boom and the port crane boom have been fully inspected. Operation running well completion on dual bore production riser. Whilst manouvering a stand of previously racked dual bore production riser out of the fingerboard at monkeyboard level in readiness for running using the hydraulic racking arm to push and guide and a 1 tonne SWL monkey board tubular handling tugger to restrain and check the stand the tugger wire end termination failed at a <...> wire rope grip. The riser stand which could not be secured in the racking arm jaw fell across the derrick and came to rest at the port forward corner of the derrick. The chain and hook combination which was fitted to the tugger wire termination for tubular handling remained temporarily attached to the riser joint and was carried across to the port forward corner of the derrick. It apparently became dislodged from the riser joint and when it came to rest and travelled down to the rig floor within the port forward derrick leg beam structure and came to rest at the foot of the derrick leg at drill floor level approx 24 metres below - For rest of report see OIR9B The drill crew were working approx 9 metres above the drill floor from riding belts to secure a clamp to Schlumberger perforating guns. A half inch drive ratchet wrench taken aloft and secured against falling by being secured with 6mm rope, slipped from the rope hitch and fell approx 9 metres onto the centre of the drill floor. No personnel were placed in the area and no contact with personnel occurred. At the time of the incident the task was reassessed with respect to safe use of hand tools aloft prior to continuation of work. While running in the hole with a clean up assembly a loud noise was heard on the drill floor. Further investigation revealed steel objects on the drill floor which were later to be identified bearing rollers from the fast line sheave at the crown. Rig activity at time at time of incident was running LRA/Riser. At approx 01:00 hrs on <...>, the production riser tension jt was picked up from deck and connected to jt in table. The tension jt has an adapter ring fitted which engages the rigs own tension ring c/w tensioner wires. To retain the adapter in place, it was fitted with 2 x 2 ton nylon strops shackled to pad-eyes. After the jt was lowered through the rotary table, the adapter ring then engaged rigs rucker/tension ring which was locked onto adapter ring (visual confirmation) Rigs tension ring storage dogs were then retracted and weight transferred to adapter ring/strops. At this point, the strops parted and the adapter ring c/w rigs tension ring dropped apprx. 4' until arrested by rigs tensioner wires. Job stopped, checked that no-one involved/injured. Assessed situation and confirmed no damage to either adapter or tension ring/wire. Operation/equipment reviewed and alternative method of holding ring in place found. Whilst making up single joints of drill pipe into 3 joint stands to be racked in the derrick a single joint of drill pipe was suspended from a utility tugger air winch on 19mm dia. wire rope in readiness for guiding into the mousehole, this was being undertaken by two roughnecks. Simultaneously the driller started to lower the travelling block/DDM assembly to set the suspended rillpipe (2 joints) held in the elevators into the rotary slips, two roughnecks were physically holding the slips ready to reset. Other crew members present on the drill floor included the assistant driller making in total 5 persons, excluding the driller who was in the drillers control cab. During the lowering of the DDM the suspended single drill pipe joint made contact with the DDM and caught in the way of the mud hose connection as the DM continued to be lowered placing tension in the tugger winch wire. The drill pipe joint rapidly swung out of the hands of the roughneck and sprung upwards into the derrick before falling back down making contact with a racking arm resulting in swinging and ultimately coming to rest with free end resting on a steel base approx. 10 feet above the drill floor. The other end of the drilll pipe remained suspended on the tugger wire winch. Personnel sustained no injuries and equipment damage after inspection was found to be negligible.



After the completion of manriding winch operations overside in the cellardeck, the man was recovered safely inboard of the handrails and he proceeded to unshackle the manriding harness from the winch wire. During this time the winch operator when moving past the winch controls sited on the deck above caught his coverall sleeve on the winch controls and caused inadvertent hoist operation of the winch whilst the other man was still attached. This resulted in the man being pulled over the handrail and vertically up 1.5 metres before being lowered and recovered inboard. Contact with steel work occurred. At approximately midnight <...> there was a loud noise of metal hitting metal on the drill floor during a coil tubing operations. The driller informed the BJ coil tubing supervisor and stopped the operation. Upon investigation it was found three 1/2" UNC bolts had either parted or come away from a clamping plate on the coil tubing gooseneck, there was no possibility of the plate falling in this incident. The drill floor was already barriered off for the ongoing operation and there were no injuries. The incident occurred after a request to pull the coil tubing (appox. 70ft/min) from the <...> Logging unit which was done. Whilst driiling ahead 17-1/2" hole a floorman observed a safety pin fall on rig floor in front of the drawworks. It was immediately identified as a safety pin from the wire retainers from the crown sheave cluster. Two floormen inspected Crown and located which wire retainer the safety pin came from. TOFS was called and all manufacturers safety pin arrangements in the crown sheave cluster were replaced with nut and bolt with spring washers, lock nuts and the threads riveted over as an extra locking mechanism eliminating further occurrence. Modu modification form has been submitted to TSF division Technical Department for approval and management of the change for the above actions. Modification also proposes change out of steel bolts to Stainless Steel. Weight of Safety Pin and chain 227 grams. Length of pin: 133mm. Diameter of pin : 12.75mm. Material: stainless steel. Part of the rig up included the installation of a 3 tonne SWL remotely operated air hoist at a position under the DDM secured by a safety shackle and slung underneath this hoist a mesh basket for the storage and collection of the hoist chain. The air hoist is used to lift the slickline lubricator into position on top of the surface tree assembly which is suspended from 15 metre long bails underneath the DDM and was at a height of approx. 19 metres above drill floor level. At the bottom of the hoist chain was a simple swivel hook with spring latch. The hoist chain and hook was being raised from a postion well below the surface tree to take it to a suitable height where it could be connected onto the top of the lubricator which was held static and suspended on a drill floor 5 T SWL tugger winch. The intended task was ultimately to transfer the lubricator from the tugger onto the chain hoist for final positioning onto the surface tree. As the chain was being raised it was observed that the excess chain was feeding into the basket initially but it is apparent that as the weight of the chain in the basket increased the basket tilted to one side allowing the hoisted chain to misfeed over the side and form a loop. The weight of the chain loop increased until it outweighed the chain in the basket resulting in this chain being dragged out of the basket and falling. See OIR/9B for remainder of summary. IP was 8hrs into shift and 10days into tour. IP together with a roustabout were asked to move 6.5" drill collar from catwalk, back into port side drill collar bay. IP with rousatabout slung up drill collar with correct slings and tag line attached. IP signalled port crane, the roustabout attached slings to hook. Load was picked up and positioned by the IP over port drill collar bay. With roustabout positioned on port side/fwd end of drill collar, IP signalled crane op to lower drill collar. As drill collar lowered, it hung up on the aft samson post, one of 3 in the bay. Crane op, having clear view of worksite, picked up drill collar. IP signalled crane op to lower drill collar. At this point drill collar not aligned. IP stepped on two drill collars already in bay & placed hands on load in attempt to align. Drill collar still being lowered & had hung on samson post again. As IP placed hands on load it came free causing it to swing & bounce. Action caused drill collar to strike IP in the left shin & left foot. Drill collar came to rest 1.5 - 2ft above two drill collars the IP was standing on. Action to be taken: Raise awareness of this incident to all crews via Safety meetings and pre tour. While pulling 5" d.p. out of hole, the lower racking arm extended inadvertently. The operator did not notice it, as it extended behind the drill pipe. His attention was on operating the middle racking arm on the other side. The arm engaged the active heave compensator hose as the Driller picked up the blocks . Causing the hose to part and fall 10-12 feet to the rig floor. Area made safe. Full derrick inspection carried out. Safety meeting held. Incident investigation. Picking up stand of heavyweight, collars latched into elevator, derrickman slacked off winch before driller took weight up in elevators. Collars spun in elevators hittting the end of the air hose to the link tilt. Broke off the female end of the air hose connection which fell to the rig floor. Item weighed less than 1/2 lb. No injuries. OIR/9b to be submitted.



Rig activity at the time was running in the hole with 26" BHA. At 12.00 hrs on <...>, whilst running 5" HWDP. using derrick tuggers , port side tugger/chain was removed, but stbd was still attached to top of stand. Asst. Derrickman informed driller of this and asked him to pick up slowly, take weight then lower down so that he could remove tugger/chain. When Driller picked up, the chain slipped and became trapped between elevators and drill pipe. Derrickman asked Driller to stop and lower blocks, at this point the chain snapped and fell to the floor. No one was injured or involved. Length of 1/4" chain was approx. 13" and weighed approx. 10ozs. All floormen were standing at port side of rig floor and chain landed on stbd side of the rotary. Chain slipped down pipe and got caught between elevators and tool joint. As elevator took it away broke 13" of chain from end tigger line. When elevators lowered chain dropped out onto drill floor. Operations at the time of the incident was retrieving the well-bay protective cover from the template. The Driller was racking back a stand of HWDP and the four Floormen were pushing the stand back towards the set back area. The Driller suddenly noticed an object laying between the rotary table and the Iron Roughneck tracks. The object found is approximately 3" by 3" and 1/4" thick. Two sheared retaining bolts (with the safety wire still intact) were still attached to the piece of plate. The plate had traces of yellow paint. The Driller continued to rack to the HWDP, lowered the block and then chained down the break. After the initial investigation to try and establish where the item had come from, or if any damage had been sustained, the decision was made to carry on with retrieving the Well-Bay cover to surface due to the deteriorating weather conditions. All drilling operations have been suspended due to the severe weather conditions. The next operation is to run the BOP stack. Several personnel are presently inspecting the <...> components to try and determine where this item came from. Operations at the time of the incident: The diverter had just been installed & the driller was about to spin out the diverter handing tool when a piece of threaded bolt fell out of the derrick onto the rig floor. Although all of the drill crews were on the floor at the time of the incident, no injuries were sustained. The broken piece of threaded bar that fell, is approx 40ft, 5/8" in diameter and approx 2.5" long. The nut complete with retaining cotter pin was still attached. The driller chained down the brake & one of the drill crews went aloft to inspect the DSC. The other half of the threaded bolt was still in place and consequently removed, also second retaining bolt (which was found to be bent) was removed, with the damaged chain fender plate. Another full derrick inspection is presently being performed & the opposite chain fender plate will be removed prior to any further drilling operations that involves the use of the DSC. Present operations is pressure testing the BOP. The wireline operator was being lifted in a man riding tugger to a point where the manifold was to be fitted approx 8-10 feet above the drillfloor. The manifold was tied off using a polyprop. rope to the operators belt and sat on his lap. As he reached the required height the manifold slipped off his lap and fell to the deck, the knot having come undone. The area beneath the manrider was barriered off and clear as was stated in the risk assessment. The threads on the manifold were cleaned up, resecured to a lanyard with a splice, and fitted by the operator on the manrider following a further toolbox talk. Whilst recovering the riser and BOP's on completion of well ops, the riser was being pulled, at the time of the incident. The riser was secured in the spider on the rig floor, held by the dogs. the riser running tool was being stabbed into the riser. The Driller pulled up the riser and the spider dogs were removed, as the spider dogs were removed, it was observed that the running tool was not fitted correctly. The drill crew attempted to replace the spider dogs but hit against the flange of the riser joint. The riser slipped from the running tool through the Moonpool and fell to the seabed 23 joints of buoyed riser @60', 2 x slick joints (40' + 60') plus the BOP's were lost. While making a top drive connection a 1/2" dia by 1 1/2" long threaded bolt fell out of the derrick onto the drill floor. No injuries were sustained. On investigation the bolt was found to have come from the upper racker head. Type of racker: <...> fitted with a <...> Head. Bolt was re-installed with a new locking tab.The rest of the bolts on the racker head were checked for tightness and confirmed that locking tabs were fitted and intact.



Drilling ahead was the operation ongoing on the Drill floor at the time of the incident. Environmental conditions were dry with light winds. Events leading to the incident: A new 3/4" wireline was to be installed to the V-Door Airhoist, this procedure required the new line to be attached to the existing wireline in order for it to be pulled through a sheave 120' up in the Derrick structure. This Air hoist is around 12 feet back from the rotary table and the sheave is around 10ft from the centreline of the Well bore. The ends of the two wire ropes were joined using a <...> type Wire Line Snake as per the procedure supplied by the manufacturer. The new wire was hoisted up to 10' short of the sheave in the Derrick and from there it was pulled by hand to get the "Snake" and the two ends of the wire rope through the sheave. This was found to take a couple of attempts to get the Snake and wire through the sheave and then the air hoist was used again to pull the new line toward the Rig Floor. With one person operating the air hoist and another watching the spool of new wire. The new line was approximately 10 feet down from the sheave when the "Snake" lost its grip on the wire resulting in the wireline falling to the Rig floor, with the sudden release this also resulted in the other line falling to the Rig Floor. Due to the position of the Sheave on the Derrick the wire fell onto an open section of the Rig Floor and no injuries were sustained by personnel or damage to equipment. Whilst pulling out of the hole, operating make up tong. Make up tong placed on pipe and lined up with tool joint. Applied pressure to tong. whilst doing this the other tong operated by colleague was swung into position and struck the index finger of left hand in the knuckle area. The cut was cleaned and 3 sutures applies. On <...> morning the cut had healed and was showing no signs of infection but there was a lack of mobility in the knuckle joint and it was still painful. It was decided to send the injured person ashore for an x-ray and to be seen by the company doctor. It has now been reported back that IP has not had any kind of fracture but he is not fit to work offshore for a few days. IP was working from a workbasket suspended from the starboard crane in order to attach a padeye on the ROV lifting frame. As the workbasket was being positioned in order to be secured , the IP.s hand was trapped between the inner rail of the workbasket and a spacer bar suspended from the lifting frame. Weather wind 10knts @ 280 deg Sea 1 metre from 180 deg Pitch 0.3 deg Roll 0.4 deg During the disconnection and reconnection of a wireline sheave and head shackle assembly at a height above the drill floor of 20 metres a shackle pin weighing 800 grams fell to the drill floor landing within a barriered exclusion zone. No contact or injury to personnel occurred. Two persons were undertaking the task working from manriding winches with harnesses. Two persons were positioned on the drill floor outwith the exclusion zone at a minimum distance of 8 metres from drill floor centre. Weather: wind 30kts heave 0.8m roll 0.8deg pitch 1.0deg. Whilst pulling the 12.25 drilling assembly inside the 13.375 casing at the depth of 1228m, the floorman heard an unusual noise & instructed the driller to stop operations. The operation stopped & the drill floor checked for any dropped objects. A safety bolt from one of the drill line wire retainers (crown sheave cluster) was found behind the stbd aft utility winch with one of the nuts being found on the aft set back area, the locking nut was subsequently found on grating at the crown cluster. TOFS was called & an inspection of the crown cluster was undertaken which revealed one of the wire retainers with a missing bolt. All steel bolts were replaced with stainless steel bolts c/w locking nuts & welded as a temporary measure. Tech. Dept. will be investigating a more permanent solution. Weight of bolt: 120 grams, Length of bolt: 100mm, Diameter of bolt: 10mm, Material: Galvanised mild steel A <...> tool skid was being lifted from the MV <...> and was landed on the Port pipe deck. The skid was later relocated to allow access to other equipment and when it was lifted off the deck at this time the lifting bridle caught lightly under a hinged metal lid which fell off the tool skid a distance of approximately 5 to 6 feet. The lid was 20.5 inches in diameter and weighed approximately 13.7 kilograms. The lid was removed for inspection. It was noted that the welding on the hinge was in very poor condition, broken and corroded with approximately 2mm of bright steel showing in the area of the failed weld. Photographs taken of tool skid and failed hinge for the lid. Tool skid supplier contacted with request to improve the hinges and attach additional safety chain to each lid on the skid. Drill string compensator chain sheave guard fell to rig floor. This item is a metal box that fits over the sheave each side of the top drive, attached by a safety line to a padeye on the top drive. Weight about 50lbs. The block hang off line came forward, caught on the guard and dislodged it. The padeye for the safety line ripped off from the top drive. Report requested from Santa Fe. <...> casing company running 20" casing into open hole. Had run shoe, and 2 joints of 20" casing, casing held in slips. Stabbed in next 40' length, stabber unlatched casing elevators prior to using tongs to screw in. Casing length fell over and came to rest against wind wall with bottom end still located in previous casing. Tongs were attached to the casing. Tong line came up and grazed the cheek of the <...> casing hand <...> who was stood behind the tong operator.



A stand containing an 18 3/4" housing joint and two joints of the HW drillpipe was being manoeuvred into the elevators using the upper and lower racking arms and the manipulator arm. As the stand touched a stand of collars containing a bent sub the stand of collars swivelled causing the housing joint & HW to fall diagonally across the derrick. There were no injuries to personnel Weather - wind 12 knts @ 280 deg Sea 1.5 metres Pitch .4 Roll .2 An ROV flow line connection had been successfully completed utilising the rigs ROV unit and Son Sub DFCS. (Diverless flowline connection system). Associated equipment was being recovered from the sea bed with the port crane utilising an ROV operable hook on the double lined crane block. The DFCS tool was being recovered. Due to the recovery sling of the DFCS transport skid becoming snagged below the DFCS the contingency recovery procedure was used to lift the DFCS to suface without its transport skid. This tool is positively buoyant to enable it to be moved around on the seabed when docked with the work class ROV unit from the rig. At some time during the recovery between the seabed and surface the tool became detached from the ROV operable hook on the crane and the DFCS was lost into the sea. OIM and <...> company rep informed. Lookouts posted & standby vessel informed to launch FRC to search for the DFCS if it floated to surface. <...> Platform control room & OIM informed & all wells on <...> field were secured. At 09-10hrs the DFCS was observed floating on the sea surface at the starboard side of the rig. The standby vessel FRC secured a line to the equipment and it was lifted back to the rig using the starboard crane. Wire line operations were in progess and the wire line tool string was being pushed out of the hole. On recovery to surface the top of the tool string was inadvertantly pulled close to the run in sheave. The wire line operator was in the process of backing off the line when the rig heaved causing the tool string to come into contact with the sheave. The wire line broke and the 18' tool string fell 30' to the drill floor. No one was injured due to the fact that the drill crew had been kept clear of the floor as a precautionary measure. Wind etc @ 2100. 350deg x 45/55 knots sustained. Average seas 14' - Heave 6'5 - 10' (There was approx 20' clearance above the projected tool out position if the string had not been pulled the way it was) . <...> is working for <...> in block <...> field. Crane incident whilst working deck cargo from supply vessel. Crane operator tried to boom up - crane boomed down. Load returned to vessel. Boom then rested on helideck. Investigation on crane hydraulic systems. At 01:00 the operation in progress was to nipple down BOPs. The drill crew had split into two teams, one to work sub cantilever to prepare the stack for removal, the rest of the crew were on the rig floor to layout the divertor. Prior to lifting the divertor the crew below were instructed to stand clear. The divertor was then lifted to above the rig floor & the rotary guard fitted. The overshot packer hose was then removed & lowered on rope to a Floorman in the BOP area. A Floorman then proceeded to remove the fitting from the overshot with a 12" pipe wrench. The wrench slipped & fell through the rotary table. The wrench was not seen to fall but is believed to have fallen into the mandrel approx. 15 feet below the rotary table. It was not seen or heard to fall to the Weather Deck approx. 40ft below the rotary table. A search was then carried out but the wrench was not found. At the time of the incident the Driller & Assistant Driller were ont he rig floor along with two Floorman. One Floorman was in the BOP area and the Assistant Derrickman was on the Weather Deck both were standing clear of the operation in progress. The Toolpusher was attending the weekly Safety Meeting at the time. A toll box talk & risk assessment were carried out at midnight prior to the job commencing where the need to tie off all tools while working around the rotary table was stressed. The 12" pipe wrench that fell had not been tied off. A new Written Work Instruction had been compiled Operation at time of incident: Removal of spent perf guns from drill floor. A spent gun with lifting cap was removed from well and laid on conveyor using rig tugger/shackle. The wire/shackle twisted up and this prevented man from passing sling through eye of lifting cap and connecting same sling to crane hook. The tugger wire/shackle was disconnected. Gun remained on conveyor. Sling then passed through lifting cap and two sling eyes offered to crane hook. As the crane hook was still 3/4ft away, decision taken to drive conveyor closer to crane hooks. Conveyor was operated and the gun started to slide down the conveyor. Conveyor was stopped but the momentum of the slippery gun allowed it to continue down the conveyor belt on to the base of the conveyor itself, across the PCE infill deck and dropped to the maindeck below. No persons in vicinity. Damage to half height and various paint scrapes on deck, handrails. Adjusting brake gaps on a marathon <...> crane. (Port AFT). No environmental issues. No substance involved. <...> crane. While attempting to adjust brake gaps on crane boom. Boom commenced to descend slowly landing on a 10' container roof in the horizontal position. No visible damage observed. Electrician adjusting brakes. Lifting Cap with a capacity of (20 T) was installed onto high pressure riser (10 T). All personnel instructed to stand clear & lifting commenced. When the riser was 18' from its original position it came free from the lifting cap & descended back down to starting position.



Roustabout was asked to sling several drilling subs and put them in a half height in preparation for backloading. The man then moved one sub by putting through the body of the sub and landed it in the half height. When he slung the second sub he used a short (3t SWL) sling which was double wrapped, choked and half hitched. The sub was lifted with the crane and they proceeded to move it to the half height located on the main deck. While transversing the load across the cantilever deck the asst crane op had a good view of the sub and decided the load was not suitably slung. He decided to lower the load so that it was only high enough to land in the half height. While lowering the load, the sub slipped through the sling and fell approximately 12ft, landing on the roof of a stores container. The roustabout who had slung the load was at this time making his way to the half height. When he was at, or around - the base of the starboard access stair to the cantilever deck he heard a bang. When he looked up he saw that the sub had come free and had landed on the container. There were no personnel working in the immediate area at the time although the container the sub landed on was adjacent to a recognised walkway. No damage sustained to either the sub or the container it landed on. The sub was a 4 1/21F x 9 5/8" Water Bushing (.82m in length weighing 150kg) Derrick pan and tilt camera at CSB/mounting failed. Unit fell and safety line parted . No injuries. Planned operation was to lift 2 bail arms out of the sack store returning them to their storage hooks on the cantilever. (Bail arms had been in the sack store to be inspected by independent lifting inspectors). The lift involved both the starboard & Cantilever Cranes. 1 bail arm had already been lifted onto its stowage position. Arm had been lifted out of the sack store vertically using the starboard crane (a 30-foot pendant attached to the crane hook.) with a soft choked through one eye. The arm was being laid down between a nitrogen pumping unit & samson posts on the main deck. The lower end of the bail arm had been landed & the crane had been lowered & slewed to the left to lay the arm across two deck beams. 1 Roustabout, in visual & radio contact with crane driver, was at the free end of the bail arm, one other (the IP) at hooked end ready to unhook when landed. A hobble clamp caught up on the timber on top of the beam. When this came free the bail arm swung. IP put his arm out in attempt to stop this swing causing his hand to be caught between the bail & a cradle located near by. 2 roustabouts were positioned correctly; banksman in contact with the crane & IP stood behind Samson post. If IP had done nothing he would not have been injured. Injury sustained was a deep 4cm x 1.5cm laceration to small finger of right hand. Medic attempted closure with suture but due to the degree of inflammation it was deemed not appropriate. Painter/Roustabout with <...> experience was assisting in removal of samson post in order to land a skip on the cantilever. The port was being removed from its socket and the injured party gave a signal to the Crane Operator to lift the post and as it was lifted it swung towards the adjacent skip. The injured party tried to hold onto the post to stop the swing but caught his finger between the lifting lug of the skip and the samson post cutting off his top of finger at first joint on left hand index finger. He went immediately to see the Medic and was medi-vac to town on special flight 1700 same day. A coflexip hose was being connected to its flange under the drill floor. The hose was lifted by a tugger wire led through a snatch block. The IP thought the hose was going to foul on the walkway and tried to push it clear. His right hand caught in the snatch box sheave severing the tip of the right index finger. During the recovery of the 9 5/8" shoe track (3 joints & shoe + - 127ft the decision was made to pick up high enough to pull the shoe through the rotary table. This was to be observed from the helideck with the person having a radio and watching as the blocks were being raised to the crown. The blocks were picked up and were raised past the crown saver and the C.O.M. disengaged. When the Shoe was at the rotary table the blocks were + - 6ft from the water table, at this point both compensator pistons had passed through the crown as they are designed to. The shoe joint was broken out and the shoe track was then lowered into the hole with the travelling block. After a few feet of lowering the assembly a piece of pipe hit the rig floor. The operation was stopped and the object that had fallen narrowly missing personnel identified as a piece of vent pipe from the top of the compensator. During routine tripping operations coming out of the hole, a "bang" was heard by the drill crew. It was assumed something had fallen from the derrick. The operation was made safe and then shut down. On investigation a derrick finger spring was found on the rig floor and a derrick finger handle on the pipe deck. The finger pin was hanging loose (monkey board level), secured by its safety wire. The finger handle safety wire had been severed allowing it to fall to the deck. There was nobody within the vicinity on the pipe deck at the time. A full investigation was carried out and a thorough derrick inspection made. Nobody was injured. The finger pin had sheared (failed) from the handle body. The dropped object weighs 2kg.



The rig was waiting on weather to resume well operations. Weather was 50K wind from SSW, and 9M seas. At some time during the night (there were no witnesses) a communications satellite dome fell from the deck on which it was mounted. The dome was mounted on an 8" diameter pipe which was welded to the deck with four brackets supporting it. The pipe sheared off and the dome and attached pipe fell over the handrails and landed upon a container 15ft below. The dome had been in place for about four years. 1500, <...>: drill crew involved in tripping operations on the rig floor when an electrical junction box that had been situated on the starboard -forward leg of the derrick- fell 30' to the drill floor striking & breaking man riding tugger control handle. No injuries & no personnel were involved -no tugger operations taking place at time. Driller immediately shut down the operation & informed me of incident. Area was checked & made safe. On arrival to rig floor the OIM & myself assessed situation, it had already been established where junction box had been located & it was decided to carry out full derrick inspection for any other storm damaged items. The electrician was called. On further examination & inspection it appears that junction box had been installed directly on cable tray & secured with 2 bolts with no backing plate installed. Junction box had been feeding a spot lamp that had been removed from service some months prior, it had then been decided to re-site it to better position to make them easier to maintain. This in turn made the junction box redundant & it had been disconnected electrically. On further investigation it was seen that wire on the man ridding winch was located in the immediate area to where junction box had been installed & the wind was whipping the line around severely in the current weather conditions, which in turn could have come into contact with junction box & contributed to failure of the component. Cable tray was also heavily corroded. Normal drilling operations - No.1 and No.2 mud pump running - stand pipe press 3400PST on 6" liners - Pop offs set at 4200 PSI. At 23.05 on date indicated the cap on no. 2 suction module on no 2 P/P was blown off the nodule and thrown 15-20ft across pump room. 12x11/2 " stud bolts had failed releasing the cap. 40BBL OBM dish into the mud room. All mud contained and returned to system. Module no.2 replaced and pump reinstated. All other studs on all three P/Ps torque checked. Derrickman Gary Johnston nearby at time stopped pump via drill floor and initiated spill response procedure to contain mud within pump room. While drilling 17-1/2" hole the middle section of a turn buckle was found on the rig floor between the aft V-door. It was found to have fallen to the rig floor from a newly installed pipe in the derrick. Also found was the bottom part of the same turn buckle with a 4ft sling and shackle attached. The shackle still had the pin installed c/w a cotter pin through the main pin. There was also another set of the above all laying beside the 10 ton tugger. No personnel were working in this area at the time, and nobody saw these objects fall to the floor. Operations stopped and OIM informed all personnel kept clear until area made safe. <...> Engineer working aloft in the process of reinstating a valve control block dropped an 8" adjustable spanner. The object fell 30ft to the deck. There was one man working 15ft from the point of impact of the spanner. No personnel injured. Man who dropped spanner was instructed to tie off all tools and equipment whilst working aloft. Area beneath operation roped off for the remainder of the operation. Finger board latch fell to rig floor in two pieces of 1 lb & 2 lb respectively. Global are putting remedial measures in place, design is being reviewed. OIR9B & report to follow. Operations - Drilling ahead. Wind=SWx40/50 kts. Seas=6.0m. At some time during the hours of darkness between the <...>. A damaged section of redundant sea water pipe was swept by heavy seas from the outer shell of P2 column and fell to the seabed. The incident was not witnessed at the time, but the pipe was observed to be missing at daylight on the <...>. The section of pipe was 4" diameter and approx. 40' foot long. Inspection of the seabed by ROV showed the pipe to be lying across a subsea unbilical jumper line. During a routine inspection of S3 column, the fire vent flaps were being tested as per the check list. When the hanging wire handles were pulled on one of the vents, the lever arm mechanism above came free from its spindle and fell approximately 12' to the deck. The area below was cleared when it was realised that the lever was about to fall to deck. The weight of the lever was approxiamately 1kg. It was found that the spindle split pin had sheared. All similar vent flaps were checked and found OK. Roll pins are on order to replace all split pins. At 04:45hrs. on <...>, whilst running in hole on 5" drill pipe, both the Driller and Assistant heard something fall/land on rig floor. Operations were stopped and area secured, ensured no-one injured/involved. After investigation, a screw type shackle pin was found lying on port side of rig floor beside standpipe manifold. The assistant driller then search corresponding area of derrick. The cement hose had been lowered to drill floor several days previously, and the shackle had been put back onto the end of the sling but not secured (tie-wrapped) The shackle was 3-1/4ton (SWL) screw pin type. Pin approx. 3-1/2" long x 3/4" diameter. No-one was injuried/involved as floormen were around rotary table area of rig at time. A shackle pin 3-1/2" long by 3/4" diameter fell 20 feet to the drill floor - corner of derrick beside lift manifold.



The stewardess reported to the control room that there was a fire in one if the dryers in the laundry, and that she had immediately switched the dryer off and activated the emergency shutdown. The Barge Engineer (accompanied) went to the scene and extinguished the flames with a small amount of dry powder, at which point the fire team arrived on the scene. Very little smoke was at the scene, insufficient to activate the fire alarm. Chief Electrician isolated the dryer immediately to assess damage. The rig was drilling ahead and the weather conditions were moderate to good. At approx 1555hrs the BCRO (Ballast Control Room Operator) noted that the fire/smoke detector had been activated for the emergency generator space. He informs a TSF employee to go and investigate. After opening the W.T. door this person noted smoke and small flames coming from one of the lighting distribution boards mounted on the after bulkhead. He then informs the BCRO who in turn informs the B.E. (Fire Team Leader) rig Superintendent and electrical supervisor. Person at the scene of the fire extinguished the small fire by the use of a dry chemical extinguisher. Electrical supervisor confirms that the panel has been isolated. (The associated circuit breaker tripped due to some of the internal wiring short circuiting). Minor damage to several electric cables outer sheathing and to some of the circuit breakers. Fire team leader, electrical supervisor remain at the scene of the fire to confirm heat source eliminated. Both the maintenance supervisor and the electrical supervisor investigating the route cause of the head build up so as to correctly determine the remedial action plan. Welder was installing new pipe work through the side of a redundant fuel oil tank. As the welder began to penetrate the side of tank the existing coating began to burn producing dense acid smoke and flames. The fire watcher stationed outside the tank entrance raised the alarm and stopped the welder continuing. The on tower fire team ran out fire hoses and extinguised the flames. The tank was then closed back down and monitored for twelve hours before re-opening and venting. The coating of the tank is believed to be magnacote, which under CHIP is of medium hazard Minor oven fire in galley occurred at 0826hrs. The general alarm was sounded and all personnel mustered. The fire was confirmed extinguished at 0840hrs. Ventilation was restarted in accommodation to allow smoke clearance before the all clear was announced for personnel to return to normal duties at 0852hrs. No personal injury or damage to equipment, except for blackened baking tray. The welder was carrying out hot work in the shaker house under a permit to work. The task was to weld a sheet of stainless steel to a frame as a protective cover for electric cables. This work was completed at 10:40hrs. The area was checked and believed to be safe. At 11:25hrs the Control room had a report of smoke coming from the shaker house area and the General alarm was sounded. The fire team was sent to the shaker house and reported back that there was a small quantity of rust/debris (believed to be coated in mud or base oil) behind the newly installed stainless steel plate and this was smouldering. The area was doused and a re-flash watch set. TO PREVENT RE-OCCURRENCE: No work of this type will be allowed in future unless the surrounding area is washed with water. In future tasks will be assessed to determine if an alternative to welding can be considered. (EG pot riveting or use of screws). Highlight the need to check an area before during and on completion of a task as per the permit check list. 10:00 CRO noticed rig listing to starboard. On checking ballast panel noticed all valves showing open & closed. Called for Marine Mechanics around the same time report came in of burst water line above starboard emergency ballast control panel. Marine Mechanics shut (manually) BA2 + BA58 to stop waterr intake. At this stage rig was listing 3 degrees Max. Starboard ballast system stabillised and rig trimmed using Port ballast system. With systems safe <...> surveying damage due to water ingress of salt water from washdown line entering ballast station, causing a short circuit. During the clean up phase of well D410 the crew were in the process of monitoring for sand production, when two operators noted that a pin hole leak had developed in part of the surface separation system pipework. The 0.1mm hole developed 30cm downstream of the 3000psi adjustable choke manifold. Upon detection the operators activated the ESD and isolated the affected pipework.



1250hrs a leak was found at the base of Pressure relief valve on <...> Accumulator charge pump manifold. The connecting 1/2" stainless steel pipe parted at base of PRV & hydraulic oil at circa 3000 psi vented to surrounding area. Triplex electric pumps & air operated pumps which charged up the hydraulic accumulator bottles were then isolated. A TRA showed that 1/2" pipe had slipped through its olive. It was repaired & reconnected to the PRV. The charge pumps were switched on & entire manifold was monitored while recharging took place. Meanwhile 2 roustabouts were employed to clean up hydraulic oil spill from adjacent deck. While monitoring the charge pumps, it was noted that they kept cutting on & off, indicating a leak within system. Pressure gauge indicated that manifold pressure was dropping slowly. No external evidence of any leaks on the charging manifold. The Mechanic continued to fault find around the charge pumps until he located a possible weep on the PRV & tightened up the compression nut. However the pumps continued to run as they had not reached their high pressure cut off limit. 1530hrs the pressure started to climb quickly from 2800 psi & the 1/2" ss pipe ruptured close to the PRV but not at previous repair venting hydraulic oil over immediate area. A roustabout heard the normal compressor sound change to a high pitched note, taking his cue fm departing Mechanic he vacated the area. Was hit by blast of hydraulic oil & knocked to deck. A small leak was observed on the 8" inlet flange to vessel V1. The <...> supervisor was informed of the situation and after a brief discussion it was agreed to divert the flow through the Gas Busters. A flapper type NRV is installed immediately upstream of the vessel inlet. The leak had developed from 8" 150 spiral wound gasket between the NRV and the inlet flange. Once the flow had diverted the vessel pressure was maintained at approx 10psi at this point the leak stopped. At 0919 hrs the vessel was bypassed completely and bled down to zero and remained isolated from the well. Gas leak during well test. Erosion of bend by sand. At 0620 this morning during Anchor running operations, a sudden release of High-pressure air was observed to come from the Drill floor area. On initial investigation after the high-pressure air had bled down it was found that four out of five pipe nipples securing the pressure relief valves onto the standby air pressure vessels had failed. One pipe nipple had sheared totally and three others had cracked at the thread end which mounts the relief valve assembly to APV. The air pressure vessels are rated to 2400psi and the pressure in the vessels at the time of the incident is in the region of 200psi. The driller contacted the motor room to have the high pressure compressors isolated to prevent further air escape. Further investigation is ongoing to enable the route cause of the incident to be established and results will be forwarded for your attention. Operation recovering old completion from well. The tubing hanger was recovered to surface & hanger plugs were removed to vent strings. Gas checks carried out on each string with no gas detected. The strings were filled with water & tubing hanger was raised to expose the connection 30' below the hanger. Floor man was assigned task of flushing rotary table with water whilst cutting of the strings took place. The rig welder cut the primary string using oxy/acetylene cutting equipment. He then completed the cut on secondary string using same method. At 0410 the welder walked away from rotary table & was coiling cutting gear hoses when some back flow of brine was seen to come from the secondary string & splash onto the rotary table. A small fire ignited. The driller picked up the dry powder extinguisher & put out the fire immediately & the assistant driller activated the drill floor deluge. The fire was extinguished in less than 30 seconds form the time of ignition. A hot work permit which included risk assessment was signed & in place. A think drill was undertaken prior to the work commencing but was not documented. All conditions of the permit were complied with e.g. firewatcher continually present, fire extinguisher on site, gas checks made. The method of cutting the strings was fully discussed & agreed at precompletion meeting<...> on rig with relevant parties. Research instigated what equipment is available to carry out cold cutting tubing strings future operations. <...> - Removed 10 3/4" casing pack off - gas underneath closed in on annular with 380 psi. Small influx into riser. Resulting in minor offload of mud at rig floor. Lubricate out with 12 bbls mud. Cut 9 5/8 casing at 2700ft would not pull free - 13% gas. Re-cut at 2117ft - gas in annulus. Total losses = 43bbls. Pumped further 220bbls of 11.2ppg mud without returns. Currently circulating 10.8ppg mud. Gas sample analysis ruled out influx from the sandstones and indicated lift gas to be the cause. Contingency procedures to be in place for future workovers. Activity at time of incident was removing cylinder heads from #2 <...> Diesel engine for a routine overhaul. The IP was in the process of removing the cylinder head nut on a hydraulically pretensioned stud when the o ring failed in the hydraulic power tool resulting in a short release of hydraulic fluid injectiong IP in left hand, palm area. The pressure at time of seal failure was approx 490bar. Power tool being utilised was <...> diesel hydraulic power tool. IP had been on shift for 4 3/4hrs and 9 days into tour. (IP detained in hospital >24hrs)



<...> With the production tubing under pressure. (1800psi, applied from surface, NOT THE WELLBORE) and =/- 5000feet of wireline in the hole, the landing string came free from the tubing hanger causing a partial unloading of the marine riser fluid (brine) at the rotary table. The sub-sea test tree valve was closed, cutting the wire line. The sub-surface safety valve was also closed which secured the well. The entire tubing content was base oil fluids. An estimated 10-15 barrels of brine/base oil fluid and residual well bore fluids were lost overboard before being fully contained. As a precautionary measure, an emergency muster was held inside the TR. Both the TSF and client offices were informed of the situation and also the Coastguard. The present situation is, the landing string has been pulled above the BOP shear rams and the shear rams closed. Awaiting instructions from the client's offices in town on the proposed plan of action to continue. No personnel injuries or property damage were sustained during this incident. While flaring well through Stbd. flare boom the mixture that was being transmitted was a combination of hydrocarbons and diesel with a heavy content of water. This caused the flare to go out and the lines were immediately shut in as per normal procedure. It is estimated that a maximum of 3bbls mixture of diesel and water contacted the sea surface. The operation in progress was well testing following water shut-off remedial work on Well <...>. The weather was fine with low seas and light winds.Steam was being used to aid separation of well fluids and a portable steam generator unit was in operation on the port main deck adjacent to the well test spread. At 08.15 a hose transporting steam at 60 psi. ruptured causing a cloud of steam to suddenly be released into the area. (Boiler cut-out switch set at 90 psi.) The steam generator was shut down and isolated and the hose was replaced. The area had barrier tape erected and restricted to authorised personnel only thereby reducing the risk of personnel injury. The risk existed in this case, however, had someone been in the immediate vicinity at the time of the hose failure. Additional restrictions have been put in place to further reduce the risk to personnel. Unit passed fit for purpose by <...>. Operation at the time of the incident was running 9 5/8 casing. At the same time a team of welders were working in the starboard propulsion room supervised by an experience DDL motorman (replacing cooling water pipework). A supply vessel was alongside pumping fuel and potable water to the rig. At 1735 hrs control of the starboard ballast desk was lost and all the remote operated valves went to the open position.The supply vessel was instructed to stop pumping. Instructed the <...> to commence pumping out stbd 5 & 15 using the submersed ballast pumps, proceeded to ballast control. Phoned stbd prop room and instructed the motorman to close all manual valves on the suction side at sea chest. <...> to sound general alarms. Coastguard informed and arranged prompt response from <...> helicopter, <...> also scrambled from R<...>, but was not used. Manual valve closed, Rig trimmed 6 degrees by head but holding at that. Identified 40 personnel for downmanning to <...> platform. Emergency team identified problem in prop. room and rectified same, full control of panel by 1840 hrs, downmanning reduced to 20 persons. Further information as per attached reports. Two oil workers were shocked when an electrical fault left the platform without power for 20 minutes at 1600 hrs. They did not require medical treatment and were not taken off the vessel. The incident had happened when a breaker switch tripped while an electrician was working on the installation's switchboard. Damage was confined to the junction box. Production was resumed some days later. A boat bumper attached to column PC2 became loose due to bad weather. The event was noted on <...> and discussions held with the operator with regards to possible danger if the bumper broke loose. It was not possible to retrieve the loose object due to weather conditions and a perceived danger to anyone attempting to secure the object. All opinions considered that the bumper would drop harmlessly fairly soon. The object did break loose in more bad weather at 0030 on <...> position to be ascertained. One of the rig's legs was damaged during jack-up last month prior to spudding the first of its four-well contract for <...> in the UK's <...>. Repairs undertaken at the <...> yard, <…>, and was completed at <…>. The jackup sustained minor leg damage while moving onto <...> for <...> in the UK sector of the North Sea. There were no injuries and the rig mobilized to <...> shipyard in <...> to assess and repair the damage. The rig was reported to be able to return to work within three to six weeks. It was indicated that sea-floor conditions were not a factor in the incident. <...> - Drilling 12 1/4" hole at 6855 ' md 97.5bbl influx was taken SICP = 1440 psi, SIDPP = 1410 psi, influx occurred at 6844' mud with a 15 ppg mud. Inlfux was calculated to be 18.96ppg brine. After the well was closed in the mud system was weighted up to 19.25ppg (100 psi over balance) and the well was killed using the weight and wait method. The well was opened and flow checked prior to attempting to drilling ahead.



During welltesting operations on well <...>, a small hydrocarbon gas release took place. The well was in the process of being beaned up. A 40/64" choke size was used at the time of the incident. The estimated gas production rate was 21.2 MMscf/D, Solids 1% and Fluids 70%. A small hole developed in a 90 degree elbow on the outlet on the heat exchanger. The heat exchanger is situated on the starboard side main deck. A gas/water plume of approximately 1' by 4' was observed by three persons. One person was about 6' away from the affected area. The two other persons were on the cantilever deck. The welltest crew chief (one of the two on the cantlilever deck) instructed the choke operator to close the well in. The ESD system was not activated. The gas release did last less than 10 seconds. The well was also closed in using the downhole IRDV valve. Upon investigation of the elbow a hole measuring 3.0 by 0.5 millimetre was discovered. The pressure regime in the 4" elbow was 150 psi at the time of the leak. Cause of the leak is sand production leading to erosion damage. After the well was closed in the associated pipe work was inspected and found to be ok. <...> - Well <...>. <...> platform. <...> while drilling top Plattendolomit @ 11655'MD, ROP decreased such that decision made to pull out of hole to pick up a new assembly. While pulling OOH, 6bbl pit gain observed while changing elevators from 5 1/2" to 5". Well shut in & zero pressure observed. BOP opened, with no flow & a0.6bbl loss at trip tank. Operations resumed with no further well control incidents. Sixty oil workers were evacuated from the rig following a major gas leak having occurred about midnight. The drilling operations were suspended after an influx of gas, from a shallow gas pocked, to the well being drilled. A rescue helicopter from RAF <...> was scrambled to fly workers from the rig, located 125 miles off the coast of <...>, to three neighbouring rigs. 22 essential staff remained on board to bring the leak under control, while the 60 non-essential personnel were evacuated. The gas came from a well that was about to be plugged. The leak was under control and situation stabilised shortly after. Nobody was injured in the incident. The evacuated workers returned to the rig over the three following days. <...> - Drill 8 1/2" hole to 16265 (top reservoir) run & cmt liner 7". Failed to set liner packer. run in with 8 1/2" BIJ & BWA to attempt WT set of packer well flowing.Shut in with 378 PSI SICP current operations - stripping to bottom of 9 5/8" csg. Text on OIR9b too long to enter see OIR9b in well file. <...> - A 32 bbl influx was taken 9420'(7818'TVD). MW was 895 pptf. Well was killed using drillers method,gradually increasing mud weight to 900 pptf. SIDPP: psi, SICP=125psi.Rig generator was lost, well control operations were suspended, with pressure monitoring of closed in well. Influx was shown to be brine; no gas ot H2S was observed. String was stuck at, or close to the bit, & attempts were being made to cause a turbine failure by rotating string, without lubrication from pumps. String was being rotated at 50rpm with 10-12 K weight, no pumps. At approx. 1940hrs. Driller & snubbing hand on the floor noticed mist coming fm top of the PCWD. This was assumed to be gas leaking from the PCWD, therefore the differential pressure on the PCWD element was increased from 850psi to 1100psi. This is standard UBD practice. After observing the mist, no improvement was noted. The string was stopped & the PCWD placed in static mode, where 5000 psi. was applied to the PCWD element. Again this is standard UBD practice, in the event of a leaking PCWD. Once stopped, the mist was seen to continue, and small flames seen to emerge from the top of the PCWD. The snubber closed the stripping ram below the PCWD & bled down the pressure between. At the same instant, the driller directed the floormen to use the water hose lying handy, to snuff out the flame. A double barrier was established and tested, below the PCWD, prior to carrying out an investigation of the cause. Once opened up, the PCWD element (Photo 1 & 2 below) was seen to have suffered friction with the drillpipe, causing the overheating and eventual combustion. There was an adequate rubber seal around the pipe to conclude that gas had neither leaked nor ignited, & it was the vapour just prior to combustion that the driller & snubber had witnessed as mist. <...> - While drilling in the reservoir at 10,788 feet the mud logging H2S sensor recorded over 100 ppm in the mud return flow. No H2S was recorded by the (in air) sensors at the flow line and around the rig floor. The well was shut in and all personnel were moved to an upwind area. Production from the <...> platform was shut in and personnel were mustered in the TR area. The situation was evaluated and the following points were brought to light: The well had been drilling in the reservoir for 7.5 hours and had drilled 244 feet immediately prior to the detection of H2S. The well is in the same reservoir compartment as well <...>, which is on production and has not produced any H2S. The detection was coincidental with the addition of ammonium bisulphite oxygen scavenger to the mud. The ammonium bisulphite oxygen scavenger gave a positive reading on a hand held H2S detector. There was no build up of pressure when the well was closed in. There were no indications of a formation change while drilling. It was concluded that the likely source of the H2S was from the oxygen scavenger. It was therefore decided to circulate the well to fresh mud which did not contain oxygen scavenger. However it was agreed to take all precautions in case of the remote possibility that the H2S was formation related. The well was therefore circulated out via the choke manifold, while monitoring for H2S at the logging unit. No further readings of h2s encountered



Just finished washing down to bottom after a bit change when H2S was detected in the mud system. Personnel mustered and well shut in - no H2S detected on the rig. Non essentail personnel were evacuted throughout the next day. Whilst pumping 100 gpm of drilling fluid through the separation package, gas was smelled at various places around the rig. The ESD was manually activated at 0418 shuttling in the well. The gas was discovered to be coming from the return line from the separator to the mud trough. <...> - .The 8 1/2" section on <...> Development sidetrack was being drilled throught the Zechstein (Werra Anhydrite) when a 5% increase in return flow was detected. The well was flow checked negative. Circulation recommenced and H2S was then detected at the flowline at 100ppm. The well was then shut in. After numerous circulations, HS2 was still present in low amounts so the mud weight was increased and circulated round. Once levels were at zero, 10ft was drilled and bottoms up circulated throught the choke to check for gas - none. Drilling continued under controlled conditions, losses, were seen at top reservoir and 13 ppm encountered. This was shut in and circulated out. To minimise potential impact / exposure during the drilling of the reservoir section, TD was revised to a deeper point, 50ft into top sand. At TD, circulation confirmed zero HS2 and the 7" liner was run, cemented and pressure tested successfully. At all times from initial penetration into the Zechstein until the liner was inflow tested, full H2S precautions were in place and all personnel trained and aware. <...> - Drill 8 1/2" hole - Platendolomite from 14578 - 14838 identified lossed. Drilled to 15050 gain of 6 bbls/hr. SIDPP = 0 SICPP = 50psi. Circ bottoms up thrd chole - pressures 0psi no apparent influx. Open well - flow. Close well SIDPP = 140 psi SICPP = 60. Increase mud weight from 10.5 to 11.3 ppg. Circ at kill rate - static. Cont to circ at full rate - losses due to ECD. Cure losses. POOH and run bare BHA. Run BOB2 plugs and finally squeeze cmt. losses stabilized at 24 bbls/hr. POOH to pick up drilling assy. <...> - A problem arose whilst trying to function the BOP due to pilot pressuring being unable to pass the 3000/1500 psi control regulator downstream of the pilot system accumulators, thereby rendering all BOP functions inoperable. At this point, the well was cased and cemented and operations were ongoing to set and test the 13-3/8" seal assy. After investigation, it was found that the problem lay with the regulator itself, caused by a bolt having backed off and not allowing full travel of a sleeve inside the regulator to open flow ports. The fault was rectified and full control obtained at 0700 hrs. Note that in an emergency, it would have been possible to link in an alternative pressure supply to the downstream side of the regulator. However, as a result of the investigation it has been decided to permanently install a manual bypass to this valve, for speedier rectification in a similar event. <...> - Drilling 6" hole at 16,780ft MDRT. Flowchecked well. Shut in and observed for pressure. None seen. Opened well to trip tank. Flowchecked. Decreasing flow and aerated mud observed at flowline. Returned to drilling 1/2 hour later. No further action <...> - Drilling 6" hole at 19,007 feet md. Observed 50 psi pressure loss on pumps and 6 bbl gain. Checked for flow and shut in well. Pressure built up to 20 psi max. Opened well to trip tank. Well static. Returned to drilling 1/2 hour later. No further action <...> - Drilling 12 1/4" hole at 7497 ftmd. A 15bbl influx was taken SICP=780psi. SIDPP=730psi The influx occurred at 7483ftmd with a 16.5 ppg mud. Influx was calculated to be 18.39 ppg brine emw. After the well was closed in the mud system was weighted up to 18.4 ppg & the well was killed using the wait & weight method. The well was opened & flow checked prior to drilling ahead. Update - the well was drilled ahead with losses/gains untill losses could no longer be made up.Section TD was called 200ftmd higher than prognosed. Cement was squeezed through the drill string to cure losses. Cement drilled out and 9 5/8" liner set and cemented. Liner was tied back to surface and cemented. <...>- While running in the hole to tag the first of 2 cement plugs inside 13-3/8" casing, pumps were turned on to wash down last 2 stands. H2S sensors activated in the control room. Upon investigation, portable gas detector showed 1ppm in cuttings cleaning room. As a precautionary measure, no-essential persons were brought into the accomodation, and the accomodation was made secure. The weather at the time was : Wind speed 38 knots Wind Direction 279 deg Wave Height 3.0 mtrs Heave 1.9 mtrs Pitch 0.8 deg Roll 0.8 deg <...> - Well <...>. Well was killed and abandoned with <...> plugs at 9282 ft and 9272 ft and a cement abandonment plug set at 8600 ft. After setting the cement plug the well started to flow. The BOP's were closed and the well was circulated from sea water to brine at 675 PPTF under controlled conditions; the well was killed and stabilised and operations continued. The operation took seven hours in total until the BOP's were re-opened.



<...> - Whilst doing wireline work on well intervention, the wire line parted between the luricator and the Z5 lock out tool. There was a brief leak from the lubricator stuffing box. Stuffing box and BOP blind rams were shut and hot work suspended. Wirelining was to recover the Z5 lock out tool located in SCSSSV. Lock out tool was hung up and could not be retrieved. Base oil pumped in attempt to clear it and remove any debris. Whilst jarring on Z5 with 600lbs wt, line parted inside lub / prod riser and line came out of stuffing box. Base oil at 2400psi sprayed out Wireline BOP closed and well secured. 13 Barrels of "sipdrill 1" oil based mud was released from the telescopic slipjoint in the moonpool. The slipjoint is a component of the well circulating system. The seal at the slip joint is maintained by an air energised packer. An intermittent failure of the seal at the packer allowed oil based mud to ecape to the sea. Operating air pressure on the packer was increased from 30 PSI to 45 PSI and the leak stopped. A watch was posted to observe any recurrence. The operation taking place at the time of the incident was opening the well to run <...> perforating guns. Events The Schlumberger guns had been lowered 150ft in order to take them below the moonpool while an inflow check was carried out to check the integrity of the G2 x-over valve. This was done via the annulus bore and pressure had been bled off above the tubing swab valve. On completion of the inflow test it was decided to open the tubing swab valve in order to continue running the guns in the well. When this was done pressure from the production bore caused tool lift and subsequent shock loading of the wireline as the guns descended. The wireline parted approx. 10ft from the Schlumberger unit drum. The catwalk, drill floor and moonpool areas were barriered off to prevent access during wireline operations. <...> - At Approx 17:30hrs a leak occurred on a wireline lubricator at the stuffing box during the setting of a Schlumberger electric line bridge plug. Wireline BOP's were closed but failed to stop the leak. The leak continued until 22:15hrs when the BOP's eventually sealed. The leak at the stuffing box was then repaired and the BOP's were opened. Total decided to abort the plug setting operation and came out of the hole and check their equipment before resuming the operation. <...> - Whilst circulating bottoms up, alarm alerted the driller to the fact that the BOP control system had lost pilot pressure, thus rendering BOP functions inoperable. On further investigation, the manifold block, which supplies fluid to the diverter housing, below the rotary table, was seen to have a leaking O ring. The diverter function was isolated and the system topped up with control fluid thus restoring full control to the other BOP functions.. Operation Plug and abandon. While tripping in the hole to release 9 5/8" seal assembly, Lifting sub with 65/8 R thread failed and the assembly (6 x DC and retrieval tool) fell down the hole. Weather was good. No one was close at the time. Drilling subs are inspected at the end of each well if used. Last inspection date for this well was <...>. The standby vessel <...> approached the <...> to provide close stand-by cover for planned overside work. The vessel came in contact with the A1 Stbd Fwd Column causing slight superficial damage to the column fender and also an access ladder on Winch No. 2. The standby vessel sustained damage to the bridge and has also damaged the launch davit of the Port FRC boom. At 2009 on <...> the supply vessel <...> was alongside the FPSO <...> to offload deck cargo. The supply vessel had been waiting some time for the weather to abate before coming alongside. The supply vessel Master, InstallationMarine Supv and the Crane Operator had all agreed the weather was within permitted limits when the incident occurred. A lug on an empty skip snagged on the supply vessel's structure when the skip was lifted. At the same time the supply vessel stopped into the trough of a swell. This caused the crane to overload to 20 tonnes (5 tonnes more than the SWL) and one leg of the four leg lifting sling attached to the skip, failed. The skip was lowered back to the supply vessel deck and disconnected.. There were no injuries but the skip was damaged and the hard eyes on the crane pennant wire were possibly slightly distorted. The incident was caused by the supply vessel moving too far from the crane once the skip was hooked on ready to lift. The resultant lateral caused the skip to be dragged up against the supply vessel bulwarks where the protruding lug on the skip caught in the doorway to the deck shelter. The fall wires on lifeboat No1 was being changed out by two <...> Personnel. The original and replacement wires were joined together using rope socks. As the sock entered the first sheave it jammed causing the end of the new wire to come free from the rope sock. The quantity of rope which fell from the sheave and over the side of the platform had sufficient momentum to cause the remaining rope on the lifeboat deck to creep over the side initially, as the amount of wire rope going overboard increased the speed at which the rope went overboard increased accordingly until the complete wire went overboard. A smell of burning was reported coming from below C2 laydown area. The area operator who was sent to investigate reported smoke and an orange glow emanating from beneath the lagging and had begun to burn. Production was shutdown and blowndown and cooling water was applied to the vessel by the Fire Team until deemed to be in a safe condition.



Whilst carrying out grinding operation to prepare pipework for welding a flash incident occurred. The worker was not injured, nor was there any damage to the surrounding plant. Work was temporarily suspended in the immediate area. The plant was already shutdown for maintenance purposes. The line had previously been nitrogen purged by a specialist contractor, before any intrusive work commenced. Prior to cutting out the spool the line had been gas tested adjacent to the work area and at a valve at the other end of the line. with negative results. The work was covered by a Hotwork Permit. Welding/grinding operations has been carried out on the spool before the incident and on adjacent pipework over the previous 7 days, with no indication of residual hydrocarbons within the lines. An investigation revealed approx. 50ml of light condensate at a low point in the line. It is assumed that a spark from the grinding operation travelled along two horizontal sections of pipe before falling down into the low point in the line. <...> will reveiw their internal procedures relating to intrusive work, where there is a potential for residual fluids in low points within the line. Normal process operations at glycol regen package. Person retreiving dropped adjustable spanner from within the skid and knocked open an uncapped pump bleed point. This allowed a discharge of glycol at approx 200oC at approx 1 barg which came into contact with the person's right leg. He made his exit by climbing out of the skid, falling over in the process. The pump vent was then isolated by the same person and the incident reported. During normal production conditions it was noticed by the CCRO that there was a shortfall of export gas. The production supervisor was informed and the area operator was instructed to check over the gas compression system. Shortly after this the CCR was informed of a smell of gas at Winch No 6. The gas operator checked the area with a gas meter but was unable to detect any hydrocarbons. At this time the production supervisor had made his way over to gas treatment and reported a smell of gas around the heating/cooling medium expansion vessels. He quickly identified the leak from a passing PSV 160388 on the second stage suction drum of the 'A' Gas Compressor. An area operator was dispatched with the interlock key from the CCR and the PSV was isolated, stopping the gas leak. The gas compressor was later shut down, the PSV removed, blanked off and the compressor restarted. Low level gas detected above 'A' gas comp auto initiated the GPA. The Area Op noticed a "mist" above the HP and MP compressors. The machine was manually shut down and the blowdown valves manually opened from the CCR. The pressure relieved through blowdown system quickly and the detection cleared. Upon investigation it was found the 2nd stage overhead tank level controller feedback arm was loose leading to incorrect level. The lowdown level switch was checked also as this should have shut the maachine down preventing the incident and this was found to be inoperative. Switch Nos. LT 11343(control), LSLL 11348 (ESD). Following the installation of software mods to the TCM control system for CR-1104A a number of tests were required to prove the integrity of the software installed. As part of the software testing procedure the TCM was downpowered. The downpowering of the TCM panel caused the seal oil pumps, which were on automatic control to shutdown. The resulting loss of seal oil level in the compressor MP seal oil overhead tank caused a low low level S/D alarm to be generated at the ESD control panel and immediate compressor blow down sequence to be activated. (LLSL113348). There then followed a slight release of gas from the seal oil vent which caused coincidence gas detector low level activation (GD-19027 & GD-19028) initiating a platform GPA. The gas compressor had been shutdown as part of the preparatory work for software mods installation and was shutdown at the time of the incident. Shutdown valve SDV-28013 on the liquid outlet line of 'A' gas compressor 1st stage suction drum was being replaced. After several N2 purges the vessel was declared gas free and the valve was removed. During the installation of the replacement valve gas escaped from the 2" open end. The Technician involved quickly tightened up the flange bolts and the gas escape stopped. Gas build up in the vessel was caused by a flare valve being in the open position instead of closed. At approximately 1400 hrs the OIS NDT Inspection Technician informed the OIM OTL and CCR of an oil leak from the 14" oil line from a small area of corroded pipework between the production separator and the <...> vessel. The leak occurred while checking the depth of corrosion on this area of pipework. A check on the leak and a controlled oil and gas system shutdown was immediatley carried out. The area operator identified a slight gas leak coming from the non drive end of 'B' gas compressor LP barrel. The OTL, OIM and rep visited the site where the decision was made to shut the compressor down to remove the LP barrel for overhaul/repair. This form has been completed retrospectively on request by HSE.



On <...> at approximately 08:40 an automatic shutdown and blowdown of gas compressor 'A' occurred due to low seal oil level in the MP stage seal oil overhead tank. An adjacent worksite on gas compressor 'B' experienced a small of gas and an alarm on the worksite portable gas detector. The work party immediately left the worksite and informed an Operations Technician that there was a smell of gas at the gas compressor 'B' worksite. The area was checked by the Operations Technician and found to be clear of gas. At 08:43 the fire and gas VDU within the CCR indicated a single low level gas alarm on GD-19017 which is situated adjacent to the worksite of gas compressor B. All personnel were removed from the site and work was suspended. Investigations are still ongoing. Normal production operations were ongoing. A scale squeeze program was being conducted on Well B3. Environmental conditions were Wind - 32 knots@111 deg. Sea 2-3 metres @ 120 deg. Visibility 10 miles. Temp 10/9degC. A small hydrocarbon sheen was observed by the operations supervisor on the sea surface in the afternoon of <...>. The light failed before any investigation work could be carried out. The onboard ROV unit was under repair at the time. At 10:50 hrs the next morning the ROV unit identified a leak site on Well A3 template line 7-RA-pp-102-3"-S11 as shown in the attached sketch. The well was closed in, the leak decreased and stopped completely within 15 minutes. The well will remain closed in until repairs are completed. It is not possible to estimate the amount of hydrocarbon released due to the unknown durationof the leak. There were no signs of a leak prior to the afternoon of <...>. The failed section of line will be recovered and analysed for failure mode. The replacement pipe spool will be manufactured to a specification to reduce the posssibility of a further failure. The GCM had just been purged as part of the start-up procedure and the system was pressurised to 8 bar. A smell of gas was reported around the GCM which was eventually traced to a flange in the turbine igniter gas system. The leaking flange was split and found to be fitted with an insulation kit. The inner layer of the joint had split, allowing gas to escape. The flange was remade with a new joint. Further investigation revealed that the valve on the fuel gas system must be passing. As it was fuel gas that was leaking from the flange on the propane line, it was also found that the lines with the passing valve and the flange that leaked could be removed as both are not needed. The bottom hole assembly (BHA) had been pulled back to surface and a calibration test on the down hole guages was being conducted, after recovery from the well. After the test was complete the "O" ring seal on the Bowen connector failed to contain the pressure, allowing a fine spray of devolitised crude to be released. This was at a height of approx 65ft above the drill floor. It was projected over the derrick wind wall towards GCM. The riser was already being depressurised and this was accelerated when the drill crew became aware of the leak. It is estimated that 1to 2 gallons of crude was released. The connection was later remade with a new "O" ring and pressure tested. The gas compressor was in normal operation when a duty Operator reported a gas leak from the 3rd stage PSV pilot assembly. He was instructed to shutdown the compressor which he stopped via the emergency stop and closed the 1st stage suction block valve, opened the closed drains to depressurise the compressor. The leak dissipated quickly in a natural environment (open deck) wind 178 degrees at 33 knots. FPU heading 315 degrees. Natural gas leak. Dresser Rand reciprocating type 6HOS-3 Small bore fitting: Parker PN 3/8" tubing. Failure occurred as a fracture between the body of the fitting and the threaded male end - likely cause - vibration induced. The gas compressor was in normal operation when a duty Operator reported a gas leak from the 3rd stage PSV pilot assembly impulse line. He was instructed the shutdown the compressor which he stopped via the emergency stop and closed the 1st stage suction block valve, opened the closed drains to depressurise the compressor. The leak dissipated quickly in a natural environment (open deck) wind 190 degrees at 38 knots. FPU heading 315 degrees. Natural gas leak - minor, no F&G detection. Dresser Rand reciprocating type 6HOS-3. Small bore fitting: Parker PN 3/8" tubing. Failure occurred on the tubing at the end of the ferrule to the PSV valve - likely cause - vibration induced. The gas compressor was in normal operation when a duty Operator reported a gas leak from the 3rd stage PSV pilot assembly. He was instructed to shutdown the compressor which he stopped via the emergency stop and closed the 1st stage suction block valve, opened the closed drains to depressurise the compressor. The leak dissipated quickly in a natural environment (open deck) wind 200 degrees at 32 knots. FPU heading 315 degrees. Natural gas leak. Dresser Rand reciprocating type 6HOS-3. Small bore fitting: Parker PN 3/8" tubing. Failure occurred on the tubing at the end of the ferrule to the PSV valve - likely cause - vibration induced. An engineer was taking vibration readings around the B gas compressor when he felt something blowing onto his neck. He investigated and found a crack in a weld on a 4" line and gas was blowing out to atmosphere. The compressor was shutdown and depressurised. There was wind of 32k blowing at 339 degrees across the deck, which was dispersing the gas. The machinery involved was a <...> reciprocating compressor. The gas compressor was in normal operation when a gas leak was reported from a 3rd stage discharge XV gland. The compressor was shutdown in a controlled manor and depressured to flare. The leak dissipated quickly in a natural environment (open deck). Wind 245 deg at 18 knots. FPU heading 315 deg. Natural gas leak. <...> reciprocating type <...>.



An indication of confirmed gas was annunciated on the Fire & Gas screen of the <...> control system. Investigation of the alarm revealed a diesel leak in the A <...> turbine enclosure which was spraying over the gas detector head. Diesel generators were started, the A <...> was taken offline and the turbine shutdown. The enclosure was then re-entered and the leaking coupling tightened up, the spillage cleaned and the gas head (which had been contaminated with diesel) replaced. The machine was then run back up and all systems were checked and found to be satisfactory. Prior to the incident the process, fire & gas and shutdown systems were operating normally. Wind speed 45 knots @ 270 deg. At 0208 hrs on <...> an alarm, PAH 06032, annunciated in the control room. This alarm is the high seal pressure alarm for the Test Separator Booster Pump MP 0601. An operator was dispatched to investigate, when he got there he could clearly see that the pump seal had failed as process fluid was spraying from the pump casing. The pump was immediately shutdown and the pipework was depressured. Substance involved - Crude Oil. Type of seal: 'Flow serve' single face seal; - spring type. The A gas compressor was in normal operation when a gas leak was reported from a thermowell pocket on 2nd stage discharge dampner. Investigations later revealed that the thermowell tube had fractured. The compressor was shut down in a controlled manner and depressured to flare. The leak dissipated quickly in a natural environment (open deck) wind 245 deg at 14 knots. FPU heading 315 deg. Natural gas leak. <...> reciprocating type <...>. The B gas compressor was in normal operation when a gas leak was reported from the cover of the 1st stage discharge cooler. Investigations later revealed that a crack had developed on the dome end of the cooler. The compressor was shut down in a controlled manner and depressurised to flare. The leak dissipated quickly in a natural environment (open deck) wind 175 deg at 24 knots. FPU heading 315 deg. Natural gas leak.<...> reciprocating type <...>. Gas Turbine (MS7801A) had been out of service for 4 weeks. Following remedial work, the machine was started on liquid fuel and run for test during dayshift. At approximately 20:35 smoke was seen coming from the turbine hood extract ducting, a controlled entry was made where it was seen that the smoke was from fuel oil mist spraying from a compression fitting at the injection coupling on the liquid fuel rail. The machine was shutdown, fittings tightened, lines checked and following clean up of the minor diesel spillage within the enclosure GT'A' restarted. The 'A' gas compressor was in normal operation when a gas leak was discovered by the operator from the cylinder head gasket of No.6 cylinder (first stage). The compressor was shut down in a controlled manner and depressurised to flare. Weather at the time : Wind 360 deg speed 15knts FPU heading 316 deg. <...> reciprocating compressor type <...>. During plant start up operations a hydrocarbon gas leak was noticed coming from the tell tale downstream of bursting disc PSE08164, which protects the shell (coolant) side of 1st stage gas cooler MH0802A. This indicated that the bursting to flare (PSE08168) had burst, allowing flare gas back to the tell tale. At the time the "A" gas compressor was fully isolated for maintenance. The cooling medium side of the cooler was not isolated as no work was being done that required it. The gas was noticed by the <...> engineer as he returned to the site and he reported it to the control room. The senior operator responded immediately to shut the block valve to the flare header, meanwhile all hot work was stopped. At approximately 13:20 on <...>, A & B Compressors tripped due to high pressure in the first stage suction. The Compressors are <...> model type <...>. On investigating the cause of the trips a level control bridle #26-LT-002B was found to be fractured and leaking gas. Whilst pressurising the process plant following a planned process shutdown for maintenance work on <...> a gas leak occurred from a flange downstream of 2" valve GL5123. This valve is located on top of the 1st stage separator directly downstream of 2" valve BA5122 that is connected to vessel nozzle N9 via a stand pipe. These valves are normally in the open position. From the dowstream flange of GL5123 there is a 1/2" instrument needle valve and 1/2" stainless steel instrument pipework which is connected to a similar valve arrangement on the 2nd stage separator and provides a pressurising line between the two vessels. Plant pressurisation had commenced at 19.15hrs with the needle valves on the cross-over line being opened at approx. 21.20hrs, there was no leak from the flange when the needle valves were opened. At approx. 21.30hrs an operator who had been dispatched to the first stage separator to conduct another task, heard the gas release escaping from the flange. He immediately radioed in his findings to the CCR operator & isolated the leak by closing the two isolation valves. The CCR operator also initiated a depressurisation of the vessel.There are two gas detectors located above the 1st stage separator one approx. 1 metre away from the flange at the after end of the vessel and the other approx. 5 metres away from the end of the vessel. Neither of these detectors registered a gas release. However, a later check of both detectors discovered that the aft detector



During normal operations a fault was found with 'A' emergency generator. A NOPRAS (non-standard operation risk assessment) was carried out reaching the conclusion that we were safe to operate providing the other emergency generator 'C' was running. This was to be revisited on <...> as upgrades had been made to the emergency generator starting system and switchboard during a recent shutdown. The generator however failed in service due to a sheared drive on the hydraulic cooling fan pump motor. This consequently caused the engine to trip on high temperature. Production was shut down and the plant blown down. 23 non-essential personnel were downmanned to the <...> platform whilst investigation and repairs were completed on the 'C' emergency generator. <...> - P2 had commenced gas lift operations at 11:05hrs at a rate of 2mms cft/d. The pressure at the tree was building slowly from 7 barg (gauge zero). At 13:20 reported to the control room that gas bubbles could be seen over the sub sea template. The only change in operations over the past 6hrs was P2 gas lift. The gas lift was isolated at the platform and sub sea by the Annulus Injection Valve (AIV). The bas bubbles continued at surface. The Annulus Master Valve (AMV) was then closed, the indicated pressure on the tree fell to 7 barg immediately and the gas bubbles at surface stopped. This indicated that there was a leak between the AIV and AMV. No oil slick or sheen was present, or is present after tests. When surge pump B was started the operator in attendance spotted smoke coming from the pump seal. He radioed the Main Control Room (MCR) to stop the pump, which was done. He then spotted that flames were emanating from the pump. He radioed the MCR to inform them of the existence of fire and stated that he would be extinguishing the fire with a nearby dry powder extinguisher. He also requested back up. At the same time an indication of flames at the pump location appeared on the fire and gas panel. The operator radioed back to the MCR that he had extinguished the fire. No other detection was initiated. One UV initiation does not cause a sounding of the GPA or a platform shutdown. The pump was observed until it had cooled dowm. Then it was mechanically and electrically isolated pending detailed investigation. A fire was detected in the <...> Generator enclosure by two UV detectors. This caused a level 3 shutdown and activation of the halon fire protection system. Fire team members arrived at the generator enclosure and checked for a fire situation, all that was noted at this time was smoke apparently emanating from the the exhaust area around the top of the enclosure. No actual fire was evident. The <...> generator had been running for approximately 5 hours before the incident. It is possible that the ingress of residual oil from the sand trap impregnated into the lagging and flashed off at the high temperature . It was evident that there was a crack between the exhaust and the enclosure of the generator. Actions - all residual oil to cleaned from inside of enclosure and crack repaired in exhaust. More frequent visual inspections of sand trap and structure of exhaust for cracks. Halon protection re-instated. On arrival at the surge pump location, to test run surge pump B, the dayshift Mechanical Operator and Mechanical Technician noted that the running surge pump 'A' had developed an oil leak at the mechanical seal. The Mechanical Operator radioed the Main Control Room to request an inspection of the leak by the Production Supervisor and to change the running pump to surge 'B'. The pumps were changed over. As another operator came to join the existing operator and technician, he noticed a leak had developed on the line. This leak was emanating at height, on the surge to 2nd stage separator. The Production Supervisor arrived at the scene and immediately contacted the Main Control Room to shut down production. Production was shutdown and the line made hydrocarbon free. Following identification of oil sheen on surface, standby vessel <...> monitored oil sheen whilst <...> ROV inspected the pipeline and identified leak. <...> remains shutdown ahead of investigation and repair. <...> - Potential loss of well control on well H12 slot 23. During abandonment of H12, 950psi was identified in the 9." annulus The preceeding operations were a tubing punch that was fired below the packer, then an injectivity test which was unsuccessful indicating the tubing below the packer had not been perforated. The annulus pressure before the injectivity test was 0 psi. The annulus was constantly monitored during all operations so the rise in pressure was identified immediately after the injection test. The pressure in the annulus could only occur if there was communication between the tubing and 9." annulus below the Annular Safety Valve (ASV), plus communication across the ASV. On the launch of a 'remotely operated vehicle' (ROV) from the integral launch pool on board, an attempt was made to raise the submersible out of the latches so that they may be disengaged and the sub could be lowered. No movement was seen at the cursor or launch/recovery monitors. All actions were ceased on the winch controls and rechecked all indications. The operation was executed once again, on doing so only the left-hand side cable had any effect. This caused the cursor to be pulled to one side, damaging the main lift umbilical above the bullet. Whilst transferring a secondary feed pump from a pallet into a half height container by means of the starboard crane, the lifting eye bolt came loose from the motor body. The motor consequently dropped approximately 1 metre onto the deck. No persons were injured.



Engineering staff were moving 2 x crates of conrods with 2 x rods in each, for the main engines stbd. The 3 tonne overhead crane was utilised for this purpose. The rods weighed 203 kg each and were packaged in a wooden crate. The rods were to be moved from between the two engines onto the engine room hatch for a lift up and out of the engine room. One crate had been moved according to the plan. The second was in a position ready to take a second lift position on it. The reason for the second lift was that the load had to be moved under the scaffold as it would not go up high enough to clear the top of the scaffold. The load was moved under the scaffold using a combination of the crane and a scaffold pole. The load was moved using one sling at one end in order to to take the weight and move it aft using a scaffold pole as a lever. This was completed successfully and the weight taken off to obtain a square lift to place it onto the hatch. At this point the wire snapped and the hook fell approx. 400mm to the deck with the wire following. The wire had parted approx. 400mm from the upper pulley on the crane overhead. The engineers said at no time was the load lifted more than a few mm clear. Supply vessel <...>, receiving fuel bunkering hose from the <...>'s Stb'd crane. The hose had been lashed to the side of the supply vessel and lowered down to the deck, between the crash barrier and ship's side. The IP was in the process of disconnecting the lifting hook when the hose was lifted from the deck and whipped athwartships, trapping the IP's hand between the hose and the ship's side. Initial injury thought to be bruising and abrasions along right forearm, later confirmed as a break. IP was 5 hours into shift and 15 days into tour of duty. Wind 20kn @ 340 deg Pitch 3/2 deg Roll 2/2 deg Helideck heave 5.4 mtr <...> into Sea at 005 deg, 3.5 mtr Hs. While preparing to carry out repairs to No9 anchor chain stopper the chain was hooked up to the winch to apply tension. The maximum load indicated on the winch was 6 tons instead of the expected 60-80 tons. The OIM, Barge Officer and a member of the deck crew entered the moonpool area of the turret to investigate. It was noticed that the chain was slowly moving freely in the water. When approximately 17m of chain were pulled in it became apparent that it had parted and the sheared link was clearly visible. It was recovered to the deck for further investigation. During a routine change-out of the offloading hose oil coupler bridle assembly, the hose change-out winch (rated @ 3t SWL) was being used to generate a back tension to aid the movement of the oil hose coupler, back over the aft rail of the FPSO after the bridle change-out. As the load was being taken by the main offloading reel (duty load 55t) the change out winch was being slowly paid out, to steady the transfer of weight over the aft rail whereupon the hose change-out wire parted (wire SWL is 3.4t). Three persons were involved with the task and due to their location no injuries were received. Likely Causes : The hose change-out winch has no compensating properties. This means that an excessive force can be applied to the winch from the offloading hose reel without a relief mechanism built-in. Actions Taken: (1) Winch out of service. (2) Investigation team established and internal report included for information. Weather conditions: Wind 17 knots @ 190. Sea Ht 2 m; Period 4 secs. A load test was in progress adjacent to the GDU, on a lifting beam in the Gas Comp D skid, when a pull hoist being used, failed allowing a SWR to spring loose and strike a bullethead wall on Gasco. This occurred at about 1700 on the <...>. The contract personnel involved did not advise management and left the installation <...>. Management were advised of the matter c/a 0700 <...>. On investigating the incident it appears that the personnel involved directly with the task used the pull hoist improperly, deviated from the PTW and agreed risk assessment, leading to the failure of the pull hoist, later described as "defective". The incident is being followed up with the contractor who supplied defective equipment and personnel whose competence in rigging is questionable. The equipment supplied by the contractor is currently quarantined. Further remedials may be required. Normal operations in progress. Crane driver and assistant accessing crane by vertical ladder. On reaching first landing, the safety bar lifted for access. The bar lifted, then fell to deck narrowly missing assistant. Bar approx. 2kg and 60 cms in length fell approx 8 metres. Bars secured by Tylock nut and bolt. Investigation reveals bolt may be slightly short and tylock not fully taken up. All safety bars checked secure. Review of securing arrangement. Add inspection to <...>. Work had been suspended on the upper decks adjacent to helideck in preparation of scheduled helicopter. The down draft of the landing helicopter resulted in 3 cable reels becoming displaced, and one reel approximate weight 5kg, dropped over the forward blast wall to the main deck below, height of 16.5 metres. The work was controlled under PTW and the risk assessment specifically required site to be checked for loose gear prior to heliops. Following investigation, this was reported to <...> as a dangerous occurrence with potential to cause serious injury, and remedial actions taken onshore to prevent recurrence. Vessel heading 160 deg (C), wind SE @ 18knts, slight sea S'ly swell, minimal vessel movement. While working under produced water flash drum, a part of the grating (130cm x 25cm) person was standing on gave way and fell down to main deck. The grating was put back and secured. No injury to personnel.



Whilst handling in a tote tank into the chemical bund with crane, one of the deluge heads, (nozzle and 20cm pipe), suddenly and of unknown reason fell to the deck about 2m away from a person. The crane operation, the load or the sling, was never close to or touched the pipe work where the deluge head fell off. The nozzle/pipe-end is connected to the pipe work with a union coupling, which over time has become loose. With regard to incident UG-00-03 reported on <...>, this report is to document the failure of a second M64 stud bolt. Due to stipulations stated in previous investigation (still ongoing) the installation has shutdown the production process and depressurised the turret and flowlines as a precautionary measure pending remedial action. Note - no injury, loss of containment. The fractured studbolt broke in two places - top and bottom which allowed the shank of the bolt to drop approx. 4 mtrs onto the walkway of the turret pit area. The walkway had been barriered off after previous incident. Incumbent had arisen and en route to shower had switched on a small fan heater in his cabin. Unfortunately he left his trousers draped over the couch which was nearby the heater, leaving the lower part of his trouser over the front grill of the heater. Whilst in the shower he noticed smoke and discovered his trousers alight and the nearby couch and surrounding carpet smouldering. He dumped the trousers in the shower and attempted to contain the smouldering carpet and couch. He sustained minor burns to his left hand and forearm during this. The accommodation smoke alarms had activated the GPA and assistance was quickly on hand. Gas turbine (<...>) altenator rotor recently installed after rewind onshore. Gas turbine commissioned on <...>. Alternator NDE vibration running intermittently in alarm post commissioning. Vibration survey carried out by <...> <...>. Decision made to cary out a trim balance of the altenator rotor. Alternator NDE vibration caused shutdown of GTA on <...> (23:00). Tripped again during test run early hours <...>. Alternator isolated and prepared for trim balance. <...> mobilised <...> to carry out trim balance. Probes installed on altenator and gas turbine ran up to sync speed for approx 45 mins for base line check. Balance weight and placement calculated (proven programme). Half of calculated 200g weight ie 100g secured to rotor. Gas turbine de-isolated and start sequence initiated. After approx 15 mins during run up to sync speed severe vibration evident from the gas turbine skid (noted by technicians X3) followed immediately by a confirmed fire detection, GPA and automatic activation of CO2 fire protection system. Initial investigation revealed partial failure (unwinding) of one rotor winding making contact with the stator windings. Damage limited to altenator rotor and stator only. No other damage evident in the enclosure. A fire occured inside a plastic ball containing insulation. The fire was detected in central control room. Operators were despatched to investigate. On finding the fire it was extinguished using a hose. This fire has been investigated by hse and ignition source not yet known. At 1858 a partial shutdown took place. Mains electrical power to the forward part of the ship was lost & so was power to systems supplied by the FIER UPS System. The ESD, PESD, F&G & Control Systems (located forward) were among the systems that lost all power. All operator stations in the NCC (Navigation & Control Centre) went dark. The fire pumps started. Deluge was released in the compression area. The mains power generating plant in the aft area continued to operate. The communications and alarm systems worked. The emergency diesel engine started. Attempts were made to reset the systems. This work bringing power back on the FIER UPS System & resetting PLCs (ie ESD, PESD, F&G). It proved difficult to reset the PLCs. While working with resetting of the PLCs, mains & emergency power, as well as all communications systems, were lost. The ship was completely shutdown. Several attempts were made to reset emergency power & PLC Systems. The crew experienced that systems came back on line only to be shut down a few minutes later. During these activities it was discovered that smoke came from UPS unit 60B. This unit is one half of the FIER UPS System. This discovery was done approx 1.5 hour after the start of the incident. A closer investigation revealed that transformer T1 in the UPS unit was defective. The UPS unit 60B was disconnected. After UPS unit 60B was disconnected the PLC reset & power start-up routines were carried out with out difficulties. A section of fibre-glass whip aerial was discovered lodged into deck gratings. The section of aerial, length 6 m and weighs 5kgs, was traced to D deck some 30m above the place of discovery. The aerial is set at an angle to avoid impacting on the helicopter free zone and has sufficient bracing up to the first screwed connection. However the weight and angle of the aerial appears to be causing stress at the second connection, where the unit actually sheared. Inherent support/brace design does not cater for the length nor weight of the aerial. Normal practice is to mount such a long aerial in the perpendicular. Average weather conditions for the previous 24 hrs were:- wind speed 25 - 30 kts, Sea state - 3 to 5 m. Actions to prevent recurrence. (1) Fit new aerial with temporary brace to alleviate stress and prevent dropped objects. (2) Raise engineering query to review aerial type and location. (3) Check with manufacturer of aerials as to the correct orientation to ensure other units are mounted safely.



On the morning of the <...> a production operator was carrying out his routine watchkeeping duties. On entering the PUM (Power & Utilities Module) outer door, a strong burning smell was evident. On opening the inner door, he observed smoke and flames from around the base of the 'B' Seawater Booster Pump. He immediately called his supervisor who was close by. They contacted the CCR. The GPA & ESD2 were manually activated. All personnel to muster stations and the fire team dispatched to investigate. No fire found, pump elelctronically isolated. The area checked out and muster stations sttod down once all clear was given. Pump removed from service. Frequency of greasing routines to be reviewed. 20 L OF CRUDE OIL LEAKED FROM A SEALESS COUPLING. NO INJURIES OR CONTAMINATION . BELIEVED A FAULT DEVELOPED ON THE COUPLING. OIR9B States Mechanical failure of a jet-mix pump resulted in crude oil loss of containment. Approximately 200 litres of crude was spilled, but contained onboard within local bund. Over the past three weeks flow through the <...> swivel bottom seal has fluctuated between 10,000 and 40,000 litres per day into the recuperation system. The recuperation system is designed to handle 70,000 litres per day and the recuperation system tank drains to the cargo slops tanks and has an atmospheric vent 28 metres high. On <...> a water and oil mist was seen to be emanating from the atmospheric vent and dropping on the fwd deck area. Estimated volume of crude 50 Kg. Flow to the recuperaion system was measured at circa 42,000 litres per day. Indications were that the recuperation system was unable to handle the design rate and was allowing liquids to be carried over to the vent. Product through the affected swivel was shut down, depressurised and prepared for swivel seal change out. Isolation of the swivel had been planned for the <...>. After the replacement of the <...> lower seal, the process facility had been brought back on line at 5 bar intervals. Although the Cook lower seal appeared to seal and was being monitored, a few days afterwards with no change in production parameters, a minor emission occurred from the turret leak recuperation vent. After the replacement of the <...> lower seal, the process facilities were being brought back on line at 5 bar intervals. Close monitoring of the swivel and vent was carried out by the operations technician. Normal operating pressures were achieved without problems. Shortly after this minor spotting was detected from the turret leak recuperation vent. On investigation the tech found the Swivel seal had resealed itself and the leak had stopped. Initial investigastions with <...> personnel on board at the time indicated that before the seal reached full operating temperature it allowed a small quantity of gas and fluid to pass. During routine oil production and gas export operations, an ESD 3 (oil, gas and water injection shutdown and blowdown) was automatically initiated on gas detection in the process area. Wind: 180 x 15 knots. Investigations indicate probable failure of tubes within gas coolers associated with gas compression and gas export. The Installation has two metering streams for measurement of export gas to <...>. The vendor contracted to calibrate the metering differential pressure cells was equalising the pressure between cells one and two when a length of 1/4" instrument tubing failed. The tubing should not have been connected and investigation has disclosed that the tubing had been left in position since the last calibration, although it was isolated. When the failure occurred the vendor quickly activated a manual ESD 3 plant shutdown, which included oil production, water injection, gas export and a full muster was held. All persons were accounted for and no injuries had been sustained. The plant blew down automatically and when safe to do so the area was checked. The gas leakage was minimal and no fixed detectors indicated any gas in the area. The wind at the time was from the north at a speed of approx. 23 knots. After a full investigation the plant was restarted on metering stream one with the other stream isolated for further checks. During cargo offtake operation it was necessary to shut down the cargo pumps. Shortly after stopping the pumps, gas was detected in the pump room. Upon investigation (CCTV initially) a leak was discovered at C.O.T. No. 2. A small bore (6mm) pipe fitting had worked loose on the level bridle on the separator tank for that pump causing a spray of crude oil in the immediate vicinity. The level bridle was isolated and the fitting was reconnected. During ROV survey of subsea flowlines a trace of hydraulic oil was seen in the vicinity of Divertor Valve Actuator DV1. Valve was operated and small quantity of hydraulic oil was seen to escape from valve actuator bonnet. Investigation revealed that bonnet vent and hydraulic return line were connected. This allowed full return line pressure into the valve actuator bonnet when full S/D tests had been carried out damaging the bonnet and seals. Valve and hydraulics have been closed and isolated. Refuelling helicopter, HLO continuing until suction lost. Weather good, calm Aviation fuel, kerosene. An air/helifuel aerosol release occurred at the skid. The skid is situated on utility deck, remote from helideck. Observer attempted to contact HLO via heliadmin and CCR to no effect. No emergency stop at skid. Observer stopped unit by closing air valve. Air eliminator was trying to remove air for aerosol mixture. Spill pot was not fitted. Remedial: Fit spill pot, stop refuelling before sucking air on tank. Fit emergency stop. Brief all heli crew. Review and amend procedure.



Normal operations, GT'A' on line (G-80001-A). Fine mist observed from enclosure vent exhaust. Investigated and diesel pigtail to burner 3 found leaking. B GT started and A stopped immediately. Heavy wall instrument pipe removed and crack found under swagelock fitting, extent of half pipe circumference. No F&G activated, auto or manu. Same pigtail has failed before. New pigtail made up and fitted. Damaged pigtail to AGT for investigation and advice on design required. Close monitoring of both GT fuel pigtail piping. Normal operations, drips of hydraulic oil noted from Deck Box No 10. Oil is <...> T15. On opening box oil spilled to deck, contained onboard, no spill to sea. Box isolated. Oil cleaned up. Leak from faulty 'O' ring on pressure gauge, replaced. Further work on deck box pipework refurbishment is planned. <...> GT generator 'B' on diesel fuel. Process plant shut down following gas comp. trip. F & G signal - 'confirmed fire in acoustic hood Zone. U14'. Auto GPA and muster. Machine auto shutdown, no auto release of fixed CO2 system. ERT attend and check enclosure, small flame observed. Knocked down with CO2. Loss of containment of diesel fuel. Foam blanket laid on spillage. Investigation of machine reveals crack in diesel supply main pipework at number 1 burner. Crack on tubing within fitting. Pipework/fitting sent for analysis. Design change request. Close monitoring of pipework. During normal production operations a leak from the inlet to the Test Separator was observed. Process was shutdown manually. On investigation a small (approx - 1mm2) hole was discovered on the hydrocarbon inlet pipe to the Test Separator. Hole is on the periphery of a well. Approximate duration of leak (mainly gas) - 5 minutes. At the time typhoon generator G-8001B was running. Conditions were wind 310 degrees 18 kts, moderate seas. I observed smoke in G-8001B enclosure caused by a diesel leak onto a hot surface. No one else was in that area at the time. I shutdown the generator immediately. During normal production operations I proceeded to the HP separator to investigate a malfunction of the HP separator oil outlet level control valve. To confirm the malfunction I cracked open the bypass valve around the level control valve. At this time the bypass valve gland started to leak. At this stage I called a mechanic to tighten the packing at which time the packing failed resulting in a small hydrocarbon release. I immediately advised the CCR to initiate a level 'D' shutdown. At the time the wind was NNE @ 8 knts and sea slight. The LP/MP gas compression systems had been mechanically isolated prior to commencing maintenance work on the MP compressor suction cooler. After nitrogen purging of the systems and gas testing, the relevant permit to work was issued. Well DP-3 was flowing at that time. The cooler plates were split (one hour later) which led to a low pressure hydrocarbon release. On subsequent investigation and after the MP cooler had been made safe, the LP separator gas outlet shutdown valve (XV) was found to be jammed open. After some coaxing this valve was closed and the system purged again with nitrogen. Wind, light airs and sea state slight. During routine activities around the gas injection compressors an unusual noise, sounding like a air or gas leak was heard. Close investigation identified a pin hole leak on A compressor 3rd stage discharge 1 inch relief line to PSV351A. The control room was informed and the compressor shutdown and depressured in a controlled manner. Environmental conditions: Wind 50kts, direction 200 degrees. Vessel heading 220 degrees. Compressor type: <...> Reciprocating compressor model <...>. Normal operations. Production technician carrying out routine checks around the gas compressors (Dresser reciprocating) identified a minor gas leak after hearing an unusual noise. Minor gas leak traced to a 3/8" swagelok compression fitting on 'B' compressor 3rd stage oil filter, DP indicator tubing. No local instrumentation isolation valves available, compressor was shut down and depressurised to effect repair. Normal operations. Production Technician carrying out routine checks around the gas compressors (Dresser reciprocating) identified a minor gas leak on 'B' compressor 3rd stage oil filter DP indicator tubing, after hearing an unusual noise. Minor gas leak traced to 3/8" swagelok compression fitting. No local isolation valves available, compressor was shut down and depressurised to effect a repair. Normal operations. Wind 10 knots @ 270 deg, fog. During routine watchkeeping duties at the begining of his shift (07:10) production tech observed an accumulation of oil on the main deck (no oil spilled overboard). Further investigation revealed a pin hole leak on a 2" weldolet connection to the 1st stage separator inlet line (1st stage operating pressure 9.3 barg). 1st stage separator was shut down and depressurised. UT inspection of failed nozzle, other connections to the inlet line and the main inlet line to the 1st stage separator started. Investigation ongoing. OIR/12 to follow. Hydrocarbon oil leak detected from pinhole leak in the open hazardous drains discharge line to main oil loading line. Approximately 25 litres oil spilled to deck.



Normal production was in progress at the time of the incident. The wind was from the West at 35 knots. Waves were 5.2 metres max. with 8 miles visibility and a cloud ceiling of 10,000ft. An ESD level 2 shut down occurred, followed by an activation of multiple gas heads in the N2 inerted STP room. This was caused by the loss of the HP barrier seal on the swivel. The <...> in <...> was activated and personnel on board mustered and accounted for. The plant was shut down, blown down and subsea risers and flowlines depressurised from wellheads. Investigations are ongoing to determine what permanent preventative action to take. Activity: Normal production. At 16:00 hrs the production operator detected a leak in the 2" line between fuel gas skid and ground-flare pilots. (2" gas line, WP 1.8 bar). The pipe was isolated and purged with N2 at 16:05 hrs. Further investigation revealed a hole in the pipe in a section covered by insulation. The damaged section was temporarily repaired and has later (<...>) been replaced with a new pipe section. The insulation has been removed to give better access for inspection. The size of the hole was appr. 1.5mm2 and caused by corrosion underneath the insulation. Preparing offloading hose for shuttle tanker. When connecting the cargo hose, one of the securing devices on the coupling "pressed" open the hose end coupling and released a very small amount of crude oil. (3-4 litres). Oil and Gas Production in service. Oil to shuttle tanker. Gas export to CATs line. Water injection to reservoir. Installations fixed gas detection system Gas Detector GD 06-18 Gas Analyser Cubicle HI. HI activated instigating Platform GPA and automatic ESD. At time of GPA, Laboratory technician had opened analyser cabinet to conduct early morning instrument checks, no obvious gas leak was encountered by Technician. Upon hearing GPA closed cabinet and reported to his designated muster station. (Upon investigation of release it was found that the analyser capped drain had become full of analyser buffer solution. This drain level had restricted the vent which built up a gas level in the analyser housing. Upon opening the cabinet door the gas was released which activated the adjacent gas detector). Review of venting and draining of the cabinet actioned and whilst waiting for modification to the drain and vent a revised procedure for draining the analyser cabinet is in place. Oil plant in production, gas export compressor running and commence feeding forward to export. Vessel fixed gas detection system started to pick a low level signal in the metering analyser house. Production and Lab/metering Tech. sent to investigate and were able to locate the source. A small leak path was found where a bleed fitting is screwed into the body of a <...> d.p. transmitter. This particular stream was not in use at the time and the instrument was locally isolated. N.B. Extra vigilance was being taken during the recommencement of gas export, due a hi hi level gas alarm and shut down the previous day, where no reason could be found. Now satisfied that this was the cause of that event. Wind 15kn @ 000 deg. OIR9 received <...>. No previous notification had been received. Call initiated by <...>. Plant in production, Hp/Exp gas compression in use. Liquid Condensate observed splitting from atmospheric vent outlet on starboard side of flare sail by OIM, dropping down onto the top of PAU 10 (flare support structure) and over side. Habitated hot work is in progress in this area. Control room contacted and hot work stopped. Hot work in this area has been suspended whilst gas compression is in use, until a better drain arrangement can be installed for the atmospheric vent line. Wind 28 kn at 300 deg. Sea 2.8 mHs 6.8 sec. Maintenance was being carried out on flowline riser EV 1064. The actuator had been removed from this valve and the export riser EV 1061 with a view to changing them over. During this task 4 of the 6 transition plate bolts, which secure the valve stem seal, were removed in error. The pipeline was under approximately 20 barg pressure at the time. The resultant release of crude oil and gas initiated a GPA via a gas detector in the immediate area. All personnel proceeded to muster stations and one of the Mechanical Technicians reported the incident when he arrived on the bridge. The Fire Team carried out measures to limit the extent of the release while the Production Staff reset part of the plant, which was shut down at the time, to enable the pipework to be depressured via the riser blowdown and the route to the test separator. When the pressure had been reduced to 2 bar the bolts on the transition plate were replaced and pulled up. This contained the release and allowed personnel to proceed with cleaning up operations. It is estimated that some 200 litres of crude were spilled in the area of the turret with less than 10 litres finding their way into the turret annulus. A small leak was observed coming from a flowline flange in the turret area when re-starting the plant. The flowline was isolated, depressured and the bolts pulled up. The flowline was then subjected to a service test and brought back on line. It is estimated tha approximately 1 litre of oil was released onto the deck over a two hour period. All other riser flanges in the turret area were examined and no further leaks were found. The checking of the torque settings will be added to the workscope for dry dock in <...>. <...> - After lost circulation problems and pumping/squeezing of LCM, ROV observed leak at guidebase.



At 10:55 a leak in the cargo offloading <...> sampling system was reported. Cargo operations were suspended and the leak investigated. Oil was found to be leaking from the differential pressure transmitter and this was isolated immediately. Approximately 75 litres of stabilised crude oil had spilled to deck with 50 litres contained within the bund and 25 litres the upper deck covering an area of 5m(sq) at the port side of the upper deck in front of the blast wall. No oil was lost to sea. ACTIONS. 1) Cargo offload operations suspended. 2) Oil pollution prevention equipment deployed and overside spill prevented. 3) Clean up actions commenced 4) Sampling unit isolated and discharge recommenced under controlled conditions. CAUSES (Investigation still ongoing) Leakage caused through failure of seal diaphragm. Reason for failure under investigation. 16:14 GPA heavy smoke forward fire pump room. 16:18 Emergency stop activated on engine. 16:23 Emergency team entering module confirm engine stopped - no fire. 16:24 Area being ventilated of smoke. 16:30 Area clear. Investigations reveal release of hydraulic oil from cooling fan shaft seal, sprayed onto exhaust - melted air inlet ducting and carbonised on to exhaust. Prior to 16:14 Fire Pump had been running since 15:34 following a deluge release on loss of signal air in a seperate module. Minor gas release from 'A' compressor 2nd stage discharge cooler main flange gasket. During ongoing gas export operation from 'A' compressor a noise & minor gas leak was observed from the above equipment. Gas export was immediately shutdown & depressurised & the unit isolated for investigation of causal factors. During the course of the turbine blade removal on A Main Power Generator there was a spurt of diesel observed from the diesel fuel rail burner connections. The A Gas Turbine skid had previously been valve isolated (9126) and spaded (9127) at the gas and liquid fuel points as per isolations certificate No. 7751. From investigations it was determined that the primary and secondary liquid fuel manifold drain solenoid valves XV 47563 and XV 47564 had not been electrically forced to the closed position. However they are shown on the vendor drawings as fail closed. The B Main Power Generator was started on diesel fuel from its 4 hour lock out (post Island mode). The machine failed off light off and tripped. In the trip position the liquid fuel solenoid valves XV 47561B and XV 47562B fail to the closed position and the drain valves XV 47563 and XV 47564 open to the common drain. When the drain valves opened on the B machine a slight pressure was exerted on the common closed drain line and through the open drain valves on the A machine. This caused the residual liquid diesel fuel in the rail to spurt out through the disconnected pipework. The resultant diesel fuel spillage was observed by the <...> personnel in the turbine enclosure who stopped working and reported the problem to the CCR. There then followed discussions with the <...> rep onboard and the source identified and isolated. Gas release in 'A' Turbine Enclosure. Unit was stopped for maintenance: Standard machine stop, (the unit runs on for one hour after stop initiation, to cool down.) After the 'time out' (1hr) the ventilation fans (3 off) were stopped as normal. They were then isolated. The work party then went to enter the enclosure and on opening the door smelt gas, at the same time the CCR operator radioed the party to advise that there was indication of gas from gas heads GP36U 2005A/Fire zones U36. The enclosure door was shut and the ventilation fans started, the gas indications at the heads cleared in approx 1 minute however the fans were maintained on run to allow further ventilation within the enclosure. After the fans were stopped, the area gas heads detected no gas indication. The enclosure was re-entered and an inspection of the equipment found that there were three small leaks. One at the fuel meter valve seal vent (1/2" pipe): 2 at the vent collection header 2 x 1/2" plugs. All fittings where checked/tightened & tested for integrity. (Gas tested). Normal maintenance activities continued. Process plant tripped on a PL2-high pressure in the degasser. At the time of the incident the oil plant was recovered and was running, Gas comp 'A' had been started. The process cooling pumps tripped, and a HH level in the expansion tank was received. To try and remedy the situation the cooling medium vessel was vented and drained. The drain feeds through the Hazardous oil drain (HOD) seal pot No.2 to the Haz Drain (HD) tank. At this time the pumps were not running on the HD tank. A report was received in the CCR that there was oil on the main deck in way of No.3 Starboard COT. On investigation Oil/Water mix was draining from the HD Tk overflow (vent). The CRO checked the HOD MIMIC on the ICSS which indicated a tank level of 50 %. The pump had therefore not yet kicked in as this is the start set point. The CRO started the pump manually which he ran for approx. 5 minutes until the level was reduced to 25%. The draining of the Expansion Vessel was also stopped at this time. Due to the trim of the vessel the oil/water mix did not migrate aft and accumulated at the lift pump position where there is poor drainage. The level was such that a small amount (est 2/3/ bbls) of oil and deck water lipped over the shear strake into the sea. A scupper plug was cracked to drain water away to minimise the effect. The vessel was trimmed by the stern to shift the accumulation aft to the deck drain and into the Starboard slop tank. During routine watchkeeping on 'A' turbine, technician observed an area of the liquid fuel rail was glowing red with a suspicion of flame around the area. The engine was shut down under controlled conditions and inspection revealed a hole (0.5" dia) in the secondary liquid fuel rail at the 12 o'clock position. At the time of the incident the engine was being fuelled by gas and the liquid rail was being purged by compressor air. No activation of the fire detection or protection occurred.



'A' Main Power Generator was run up on fuel Gas (0350) Fuel following a changeout of burner nozzles, high temperature deviation across the burners recurred with a load of 8mm. The load was reduced to 3mm and fuel was changed over to diesel - which had brought down the temperature deviation on previous runs. At 0404 hrs the turbine tripped on fire detection within the enclosure and the fixed Co2 system, was automatically activated. Subsequent inspection showed over heating of the secondary fuel ring and break down of fuel distribution joints on fuel ring. During routine cargo tank filling operation & offloading operations a leak was, 1) observed during routine system checks, 2) annunciated via low level gas alarm in H & CCR emanating from a 125mm flange on a stripping pump discharge line. The line where the leak occurred was not in use but it was connected to the cargo filling line 70MBD & < 1 bar. (Leak estimate at 20 litres on deck). Retrospective report <...>. After detailed investigation it is concluded there is a high probability the gas detection and shut down system worked as intended - Incident. Normal production. Port engine room boiler fired on 50% diesel oil and 50% gas. For a period of 2-3 minutes the fire and gas panel gave fleeting alarms and fleeting levels of gas @ the following locations. Port engine room intake. Starboard accommodation intake. Poop deck area. Fire and gad eventually picked up 2 heads with 20% L.E.L. causing ESD3. Fireteam in BA checked out all areas with portable gas detectors. No level of gas detected anywhere. Initial investigation revealed no problem with fire and gas panel. Boiler restarted on diesel fuel only until vendor arrived. Vendor investigation suggests that strong possibility of unburnt gas to funnel due to incorrect boilrt settings and burner. At 0910hrs the standby boat <...> contacted the <...> to report an oil slick/sheen of approx 500 metre's width, 120 degrees from the vessel on the port side. The start of the slick was at position 56 degrees 00.70 Minutes north, 03 degreess 11.33 minutes East. The slick was brown water at the start leading to a streaky sheen at 4 nautical miles downwind of the vessel. The weather at the time was wind speed 35/40 knots at 220 degrees with a wave height of 4/5m. The process plant was in normal operating mode. The standby boat continued to monitor the situation. After consulation with the <...> office and in-depth review of the field layout drawings it was suspected that the <...> flowline to be the most likely source of the leak. At 1155hrs the <...> well was shut in and depressurised with the SSSV closed at 1430hrs. Monitoring by the the standby boat continues. The HSE and <...> were contacted at 1400hrs and advised of the incident. <...> coastguard were informed at 1420hrs that the PON1 had been completed and faxed to all identified parties. Following further discussions with the <...> Subsea department initial contacts made to mobilise a ROV survey vessel to the field to commence Subsea investigations. At approx 1910 hrs on the above date the outside Prod. Operator reported a gas leak on the <...> Skid. On further investigation the leak was pinpointed to the area around the degasser oil pumps. With the use of portable gas monitors the source was identified as the gooseneck vent on the Produced Water overboard line, the gas originating from the flare system. The quantity leaked is difficult to determine but it was of a high concentration next to the trunking but at 1 metre distance was only reading 20% LEL. The line of site gas detectors situated above the skid did not register hydrocarbon gas and as such no executive action was taken. Operational difficulties with the 1st stage separator level controls were being experienced at the time of the incident. In order to avoid possible oil carryover to <...> and insufficient produced water at the time, the <...> unit was taken off line (normal procedure). Due to heavy sea state affecting vessel motion, the units LT044 was continually in alarm. In order to maintain control of the process plant, on management instruction, the audible alarm was muted, and logged in the CCR log. Within minutes of this action, the level disappeared through the overboard line via LCV 042 (in fully closed position), an occurrence which has never occurred before. This opened a gas path from the flare header via V5804 , and the o'board line to the vac breaker vent. Please see OIR/9b for rest of summary. On the morning of the <...> the process plant was being bought back online following an earlier shutdown. The flare pilot light was lit but there is no confirmation that the flare itself was alight. At 1225 hrs two out of three gas detectors in the PUM HVAC air intake went into alarm due to a quantity of gas being drawn in, this leading to GPA and an ESD 2. Concurrently IG vents were lifted with the IG and hydrocarbons vented to atmosphere. All personnel to muster stations and all work permits suspended.(Please see OIR9b for full report) During normal operations, a release of diesel/residues under pressure from the area of the 3rd stage suction KO drum of the 'B' Gas Compressor was spotted by the Lead Production Technician at approx. 0945hrs. The Control Room Operator was advised and asked to shut down the Unit and blow down the hydrocarbon inventory to flare. No automatic detection deviced activated. No hydrocarbon gas was released to atmosphere. The Unit has been hydrogen purged and isolated. The Unit waill remain shut down until the source of the leak is identified and remedial repairs completed.



During rounds of the deck in the early hours the Marine Supervisor discovered a small spillage of oil (10 litres). No indiection could be found at that time of the source. However at approximately 14:45 hours a leak presumed to be water was spotted forward of the Crude Separation Unit (CSU). On investigation by the Marine & Production Supervisors, the leak was traced to the Produced water line from the CSU to the slops tanks. This water can contain up to 200ppm but at the time was registering 50ppm. No gas detected or automatic systems activated. No injuries. Produced water system diverted overboard via <...> Sand & Water Treatment Unit (SWU) and production plant throughput reduced. Leak located on the top of a long straight run of 200mm bore piping approx. 6mm diameter downstream of the ESDV 751. Line isolated and temporary 'band it' repair effected in the short term, to regain system integrity/containment. Thickness checks carried out on pipe around area of hole reveal metal thickness in excess of 7mm. The noraml pressure experienced upstream of the LCV601/ESDV751 is 1.5 barg. In the section of line concerned, downstream of the above valves the pressure is reduced to approximately 0.5 barg. It is considered that the temporary repair is satisfactory to bring the line back into service, subject to close monitoring, until a permanent repair is effected. At 1405 local time, the SBV BUE Tiree contacted the FPSO to advise of globules of oil appearing on the surface of the sea approximately 2000m from the FPSO bearing 125 degrees. The position of the sheen was given as 56degs 00.27' N, 3degs 12.62' E. The size of the sheen (silver colour) is estimated at 1300m x 15m wide (estimated quantity of oil over an 8 hour period is given as 11 litres). The weather conditions are given as 23kts x 130degrees wave height 2m. The leak has occurred following a field replacement of a section of line from the FPSO out to approx, 1800m from the vessel This was leak tested satisfactorily as per the acceptance criteria to 230barg approx. The DSV in the field has carried out a ROV survey to find the source of the leak. The location has been narrowed down to a 25m square area near a 3m upheaval buckle found on the flowline near <...>. The well has been shut in at the installation topsides, and has been depressurised since the leak source was identified. A wellhead integrity test has also been carried out. The Well flowline is being monitored for pressure rise from the CCR & the SBV will also monitor the flow line for further seepage. The leak is so small that it will require a more advanced class of pipetracker ROV to accurately find the source. On the <...> the production supervisor had instructed one of operators to de-isolate the 'B' crude oil pump prior to test running the recently installed motor. The pump filter unit had intrusive maintenance carried out and following completion of the task was de-isolated without first having a leak test carried out. When the operator opened the pump suction valve crude oil started to leak from the flange joint of the strainer. He immediately closed the valve and tried to contain the leaking oil. A small amount spilled onto the main deck. No oil was spilled over the side of the FPSO. The spillage was some 25-50 litres. No automatic gas detection was activated. The spillage cleaned up and preparations made for remedial repairs and leak testing prior to returning to service. Whilst working on an adjacent task, an instrument technician noticed a gas leak from the 1st stage discharge RV on the 10mm stainless tubing between the pilot valve and the top of the RV (bellows type). The stage pressure was 26 bar. The CCR was informed and the C gas compressor was shutdown. No gas detectors activated. Leak caused by failure of the 10mm stainless steel line at the backing ferrule. Line replaced/tested and machine returned to service. Two electricians were working together on racking in the circuit breaker for 'B' gas export compressor. While attempting to rack the circuit breaker into the source position, an "explosion" and flash occurred within the cubicle. (Time 2050 - electricians on shift 2 hours). Main power generation remains shutdown whilst a complete investigation is undertaken. The investigation includes input from specialist electrical personnel, and the vendor/maufacturer. During platform power outage, a fire hydrant in the process area was opened for operational reasons. The water from this hydrant ran into deck drains and into open hazardous area drain tank. Due to no power, pumps did not start and tank overflowed through vent line onto the deck. During maintenance on the <...> electrical Slip Ring it was noticed that one of the M64 Swivel retaining bolts had been displaced upwards distorting the Slip Ring support frame. Further investigations revealed that the M64 stud bolt had in fact failed at the bottom 150mm threaded length. As the bolts are pre-tensioned the force following fracture has ejected the lower section and propelled the upper into the Slip Ring frame. At the time Gas Compression was shutdown and will remain so. Process conditions left unchanged to avoid generating additional stress. Contact was made with <...> base for assistance and <...> for engineering support. <...> engineering support confirmed that the Swivel integrity had not been compromised. The Swivel will be monitored routinely for any condition change. The lower central area of the Turret has been depressurised and barriered off. No injury was sustained, no loss of process and no loss of containment occurred. Further investigation is being carried out by the Engineering Department in <...> office and as soon as new bolts are available a complete bolt changeout is planned.



Whilst pulling out of hole, 5 inch drillpipe stands were being racked back into the derrick. As a stand was being moved into the fingers by the bridge racker arm, the stand was found to be hard up against the inside of the finger resulting in the stand being pushed out of the vertical. When the racking arm was moved to reposition the stand to vertical, the stand swung out towards a set of breakout tongs and as the injured person attempted to arrest the swing, his hand was caught between the stand and tongs. The injured person was 9 days into his 14 day tour and 30 minutes into his shift. The drilling operation was shutdown until 21:00 hrs on <...> in order to conduct an investigation and identify any remedial actions required prior to recommencing drilling. the remedial actions were: 1. carried out risk assessment of racking operation, 2. revised pipe racking procedure to reflect findings of risk assessment, 3. completed mechanical and functional check of bridge racking system. During removal of a section of flowline from production well <...> a <...> 1.0 T SWL chain block became detached from the safety hook due to shear failure of the retaining bolt. The chain block was being used to support the lower end of the flowline; two other 1.0 T SWL chain blocks were being used to support the load. On failure of the retaining bolt the flowline dropped about about 300mm at one end and rested on some redundant pipework. The task had been subjected to risk assessment and the well in question and an adjacent well were shut in prior to the removal of the flowline. There was no injury to personnel or significant damage to equipment. The work squad stopped the job and made safe and an investigation team has been established to determine the root cause and lessons learned. The failed component has been returned onshore for testing to detemine the mode of failure. The rigging loft was due to be changed out for new equipment to comply with a new <...> srandard. This change out has been accelerated and is now in progress and a representative from our lifting contractor has visited the platform to help identify actions to prevent recurrence. An air hoist on a lifting beam on the patio deck above the drill floor was being used to transfer drilling equipment (elevators). The job was being carried out by two <...> roughnecks <...> and <...>. The beam had only recently been installed and commissioned in <...>. The hoist was directly above the elevators, slings attached tension taken on the sling before the load was raised at all, the bucket on the hoist for holding excess chain fell and hit the patio deck, missing all personnel. The object fell from a height of 10 feet. As procedure was being followed neither man was standing under the load and therefore under the hoist. When the incident occurred the area was made safe, photographed and checked. The equipment has been taken out of service before a detailed inspection from scaffold tomorrow. An investigation has commenced, but early indication suggest that the designed bolted connection of the bucket to the hoist was poor. Well PC3 flowline support wire parted at 0400 hrs <...> and the turnbuckle which weighs approximately 3kg swung down in a 3m arc coming to rest about 1.5m from the deck. There was no equipment damage or personal injury. The weather conditions at the time were not abnormal (4.8m sig wave height). Wireline operations were ongoing in well PC1 at the time and this operation was suspended until all the well flowline support wires were inspected and safety lines attached to all turnbuckles in the area as a further precaution. Wileline operations restarted at 2315 hrs. Investigation ongoing to determine the root cause. <...> - Wireline incident - During routine PLT logging on <...> Platform; well <...> Slot 07. The logging tools were being brought back to surface after a sucessful drift run. The <...> engineer <...> took control of the wireline winch from a junior operator while his crew prepared to handle the toolstring to surface. While pulling out <...> unwittingly pulled the toolstring into the catcher at approx. 30'/min. The force of the collision pulled the 5/16" wire out of the tool lead. The wire went up through the top sheeve before dropping and coiling back down the drill floor. No personnel were in the vicinity of the wire. The grease head ball valve closed (Partially) resulted in a smalll gas relaese from the grease injection head. The driller closed the UMV and secured the well. The remaining gas in the lubricator was bled down and inspected. The toolstring was held within the catcher sub. <...> and <...> are conducting their separate investigation. <...> contacted <...>, <...> deilling superintendent. <...> due to conclude their investigation and a report will be sent to HSE <...> Contacted <...> <...> Operations Manager. Arranged to speak to the crew involved on <...>. <...> review investigation and findings with <...> <...> Internal well ops team review <...> Full investigation report completed and submitted to team leader for review. <...> <...> meeting to present present findings and seek way A scaffolder was using the telephone at the main deck NE corner. On completion of his call, he turned towards the main walkway and noticed a piece of wood fall in front of him about 3 m away. At the same time a production technician also the saw the piece of wood fall. The wood was 2" X 3" and 24" long. There was no bounce which suggests the wood had not fallen very far. The area was searched and it was determined the wood had fallen from an H beam ledge. No work was taking place in the area where the wood fell. Poor houskeeping is being attributed as the root cause, probably during construction or maintenance activities some time in the past. The wood is weathered suggesting it has been outside for quite some time. An investigation was instigated and a search carried out of the process areas looking in similar places. No further wood was found.



Routine sewage transfer was in operation. As a result of a re-boot of the ICCS to resolve alarm annunciation problems, a high level alarm associated with the sewage reception tank was masked. At this time problems were also being experienced with the power supply to the sewage cutting pump causing the pump to fail to start automatically. As a result of these failures, the level in the sewage tank continued to rise to the extent that sewage effluent was released into the the sewage plant room and out from certain drains within the accommodation on the machinery deck level. Investigations as to the cause and preventative measures are ongoing. <...> - Operation in progress: Trip out of hole with drill pipe 3 1/2" 15.5# wt 38. Prior to pulling out of hole the well was circulated with 2.16 sg mud and flow check performed. After 20 stands pulled (10 stands at 3 minutes / stand then 10 stands at 2 min / stand), a second flow check was performed prior to slug the pipe. The trip out operation resumed and after the stabilisation of levels. After 70 stands pulled, a positive flow check was performed. The well was closed using annular bag. SICP: 14 bars - SIDPP: 1 bars. The well was circulated through the choke using Drillers method. At end of circulation SICP: 26 bars - SIDPP: 36 bars. The IBOP was pumped down the string but did not seal. A gray valve was installed on top of the string, the drill pipe was run in hole in stripping mode. The flowlines from the xmas trees on <...> are supported by a designed, fixed system of wire ropes, pulleys and cantilever spring hangers. During adverse weather over the past few months several wires have been broken by heavy sea states which cause the trees and flowlines to move. Temporary lifting equipment has been used to support the lines before a permanent repair, work for which is due to start <...>, is effected. On well PC3 flowline, the temporary rigging was a 1.5T SWL Pull lift with strop. At the time recorded above, the hook was reported to have dislocated from the lift, due to shearing of the retaining pin. As the flowline was then supported by only one other support, the well was shut in. Early indications suggest that recent adverse weather has caused the failure of the pin under repeated or cyclic loading. An investigation has been initiated to confirm the cause of failure, and identify the corrective actions that need to be taken before opening the well and that need to be taken to prevent recurrence. The <…> Flotel had a reportable incident during anchor retrieval and unmooring from the <…> location. The <…> was at the stand off position and was also retrieving two of the last four anchors. An unexpected squall came through the area from a direction of 200 degrees. This squall caused the <…> to pivot in a direction towards the <…>. With the backup resources at hand e.g. the vessel's propulsion and the four anchor handling vessels, the <…> was brought back under full control in a timely manner. The air gap between the <…> and the <…> was reduced. During this situation the <…> OIM was informed and they decided to go into alert and shutdown their platform. The Initial situation was brought under control within 5 minutes and the <…> returned to normal status later in the morning. The incident happened at 04.30 hrs this morning. At 22.45 on <…>, whilst mooring <…> at new location <…>, the pawl on anchor winch #1 was being applied at the same time as the brake. The causation of the incident is still under investigation, but the pawl may have jumped out and jumped back into the next pocket. The resultant damage is that the outer cheek of the Winch wildcat cracked across the top third. The weather at the time was cloudy with 10 knot Sly winds and seas of 2.5m. As stated the causation of the incident is still under investigation and until such a time as this is established, future recurrence prevention measures cannot be actioned. Chain on this wildcat has already been removed to make safe and measures are underway to affect repair soonest. Witnesses to incident were the winch operator and the stand by man. The dropping tension of number 8, mooring line. Line parted & failed. At 23.50 on <…> an alarm was activated in the control room showing loss of tension on # 6 mooring line. At the same time it was felt on the rig a shudder effect & a slight movement of Rig to starboard. Upon investigation it was found that the tension on # 6 line had dropped from 285 kips to 95 kips. The rig had moved off position approx. 20 metres initially settling down to 10 metres off location. Thruster were engaged & remaining mooring lines adjusted to maintain rig position over location. Weather at time of incident was Wind 27 kts direction 040 degrees. Seas 10 feet. Rig heading is 224 degrees. Bearing # 6 mooring line 113 degrees. Current situation is rig maintaining position over location. Awaiting arrival of Anchor handling vessel to assist in recovery of mooring line. The rig standby vessel, <…>, reported unidentified v/l approaching the rig, speed 6-8knts, CPA 0.2m.Weather was thick fog with south easterly x 30 knt wind. <…> was moored to 8 anchors and drilling 12 1/4" hole with water based mud. Unidentified v/l had passed within 0.5 nm of <…> platform and her standby vessel, <…>, had been unable to raise v/l on VHF or see him for identification. <…> tried to contact on VHF. 0853 <…> despatched to try to identify vessel. Suspended drilling ops. Anchor winches all clutched out in preparation to move off location. 0900 <…> coastguard informed. 0902 v/l now 1.8 nm from the rig CPA 0.12nm. 0908 <…> astern of vessel 0.3 nm off unable to identify. OIM instructed <…> to fire flares across his bow to warn vessel. 0910 abandon rig alarm sounded. Muster at aft boats. Men positioned port fwd column with flares. 09.11 <…> reports contact established. 0915 all hands stood down. Vessel was fishing vessel <…>. Supply vessel went under the rig and contacted the legs.



During darkness, in clear visibility, calm seas and a current in full flood two days before spring tide, the supply vessel, <…>, was alongside the rig's port side being loaded and discharged by the rig's port crane. Twenty minutes into the operation a shock wave was felt throughout the rig. Immediately the <…> informed the rig she had made slight contact with the rig's port aft leg with her rubber fender on her own port quarter. The Master of the <…> said he had been set onto the adjacent <…> platform and while pulling clear the stern swung into our port aft leg. Afterwards operations were ceased and immediate visual checks were made using the standby vessel FRC and no damage to the leg was found. All other equipment was checked and nothing untoward was discovered. Normal operations were resumed except for crane operations. In daylight another visual examination was made using the standby vessel FRC and no damage was noted apart from two score marks consistent with the framework securing the top and bottom of the <…>'s rubber fender. At this time crane operations were returned to normal. A special safety meeting was held on the <…> to update personnel on what had happened and the actions being taken to see if there was any damage. A close visual inspection was undertaken by abseilers on <…> when a small indentation was found that would not affect the leg strength. Investigations are still ongoing. <…> standby vessel was checking the <…>'s navigation lights. After completing the inspection it turned back on a course of 210 degrees, the master reported that he forgot to de-clutch one of his engines when he turned on his new course, (while the vessel was checking the lights, both engines were clutched in). He went to the chart table to do some correspondence, the vessel subsequently struck the rig on the starboard AFT Dialogue Brace and Column. No injuries reported. During drilling operations a small piece of a retaining bolt 16mm x 60mm x 120grms was sheared from a spring clamp in the derrick and fell approx. 12mtr to the drillfloor. No personnel were injured & no other equipment damaged. The bolt sheared as a result of the clamp coming into contact with the mud line union nut as the top drive was raised & lowered. The rest of the spring package was checked and was found to be in order. It has since been stripped down & full maintenance overhaul undertaken. This system will eventually be replaced with a hydraulic or pneumatic system to retain the mud hose in its postion. During drilling operations a securing bolt was seen to hit the drill floor. Investigation discovered the bolt had fallen from the framework that supports the top drive. The bolt is 22mm x 75mm and weighs 300 grams, the bolts are a fully threaded design and screw directly into the steel work there is no retaining nut. The bolts are located in banks of 3 with a wire mousing passing through the hex head securing the three bolts together. The top drive was 28mrts above the drill floor when the bolt fell. The bolt was replaced and a full survey of the other bolts was undertaken and found all to be in order. No personnel were injured and no equipment was damaged.



<…>. Pumping down hole, stacking last stand in fingerboard, die fell from inside pipe handler to rig floor 95 feet, behind draw works - no injuries to report. OIR9B to follow with company synopsis of the event. Permission given to disturb the site. Operation- backleading pipework to container. Environmental conditions good. Whilst loading pipework into container IP was assisting to lay pipe on container floor on top of a pre placed piece of wood for the operation. As the pipework was about to be laid down the IP placed his hand behind the steel block which was attached to the pipe, as the weight came off the load the pipe rolled over trapping his hand between the load and another piece of pipe. Time into shift 4hrs 30 mins. Days into tour 12.Remedial action taken , operation stopped and job re-assessed. Prevention safety meeting held with crews, to highlight the need for continuous awareness at all times. IP was pulling the string and the pipe moved, hit bucket and jammed IP's finger. IP was working with another colleague carrying out normal routine operations and they were pulling drilling string out of hole and the mud bucket was there to collect the mud. This bucket was suspended. The bucket was there to prevent the mud being splashed all over the deck. As IP was pulling the string, the pipe moved, hit mud bucket and jammed IP's finger in between the mud bucket and the pipe. IP was taken to hospital.



Whilst picking up an empty half height container from <…>, the Crane Operator noticed during the landing of the load that the load was creeping/lowering on its own. The control lever was at the time in the neutral position. The load was landed safely & the crane shut down. During further investigation it was revealed that the brake band adjusting bolt on the whip line was sheared. At no time was the load in any danger of falling as the hydraulic friction in the hoist was sufficient to allow the load to be landed safely. Whilst pulling out of the hole, with bull nose clean up assembly, a latch for the derrick monkey board finger, fell to the rig floor 85 feet below. No injuries. The crews had turned the starboard jack and were proceeding to turn the portside jack at 12.30 pm. The piston and claw had been picked up using the port crane and the piston chocked. The claw was slackened off to pivot freely on the pin securing the claw to the piston eye and the pin withdrawn clear of the piston eye and retained in the side plate of the claw. The claw was then withdrawn from the piston eye, turned 180 degrees and set down on the skid beam slots, at this point were sitting on top of the skid beam causing the claw to sit at an angle of 8 degrees. The crane was released from the claw and attached to the securing pin using a 1t sling, the pin was withdrawn and manoeuvred into the opposite hole and retained in the side plate ready for installation to the piston eye. As the crane was slacked off leaving the weight of the pin sitting in the side plate, the claw slid home into the skid beam slots trapping the Assistant Driller's foot between the main deck plate and the outer claw guide. The crane was immediately attached to the claw and lifted off the Assistant Driller's foot who was assisted to sick bay. Examination revealed grazing on the bridge of the foot with swelling and bruising becoming apparent. A crew change helicopter was imminent and space made aboard whereby the Assistant Driller was medi-vacced to <…> Hospital. X-Rays at the hospital proved inconclusive, the foot was cast and <…> was released the same day. An object was seen to fall from top-drive, the driller stopped operation and racked stand being drilled. Examination revealed actuator roller from pipe handler had worked loose. The cause was the failure of a locking wire allowing the bolt to work loose. The roller was approx 12oz and fell from 40ft. Guard from aft monkey board air winch detached from the winch frame when the wire tightened up on the winch drum, & fell to the rig floor 90 feet below. Whilst running 12" discharge hose through <…> weather deck hole, using the starboard aft crane on <…>, the safety clamp on the hose slid the hose, hitting the employee on the thumb of his left hand as it passed. At the time of the incident the employee had been manually assisting the run of the hose through the 18" deck hole with two other members of the crew. Man did not discover fracture until he had returned onshore at the end of his trip. <…> 95/8" slip assembly had been set. While in the process of disconnecting one of the secondary support lines the AFT trolley hoist chain failed leaving full weight on the forward trolley and side loading on overshot mandrel. The failure was in static load condition. There were no personnel under or near the load when the failure occurred. The operation was running on the hole with 5" drill pipe, the incident occurred after a strand of drill pipe had been made up to the string. The driller started picking up the string, and pressed the button to open the slips before the full weight of the strings was taken ion the elevators. The elevators opened and released the string. The string dropped through the unopened slips until the tool joint came to rest on the slips. There are a a lot of witness statements which will be forwarded on. Another operator and other roughnecks and derrickman were pumping out of the hole. This had been going on for a few minutes and all operators had their set jobs so a routine was kept. It was a wet trip out of the hole so when a driller started to pull the next stand the operator (witness) would wipe the wire, the pipe and the other two boys would clean away the mud that was on the deck. Then on stand 24, the routine was being done. As the operator took the mud bucket off IP, another operator went to rack the stand back. They pushed it back to the setback then a cry was heard "pick up, pick up". Operator ran over and saw IP lying screaming with the pipe on his hand. The driller picked up and pulled IP away. IP was taken away to a safe corner until the medic arrived. The operations in progress was removing the 6" automatic deluge valve from the port aft transon of the rig, the valve required to be moved three feet horizontally and 1.5 vertically to a position on the main deck. While lowering the valve to the deck using a chain fall, the valve caught up on the scaffold rack adjacent to the work site. The valve was approximately 6" from the deck at the time and as it came free it landed on IP right foot, who was assisting at the time. The valve weighed approximately 250 pounds.



Port fwd crane was being used to bring on cargo & personnel. Dependant on the weight of the lift crane operator was alternating between main block & the whip line. At the time of the near miss the main block was being hoisted up to the bottom tip to part it while the whip line was being used. When the main block was approx 10' from the boom tip, crane operator noticed movement out of corner of his eye on the main hoist drum. He immediately shut down crane & called for assistance. Upon investigation it became apparent that the cable had changed direction half way along the wrap, walked back tothe end of the drum. It had then in turn wrapped itself around the winch body four or five turns & parted the cable. At this time the wraps around the winch were the only things keeping the block attached. Fortunately wraps held while a Bulldog was made fast to the line & a rope attached allowing the boom to be lowered to the helideck & the block landed off. The cable was subsequently been changed out. Wind strength was between 20-30 knots but quite gusty. Crane in question is a Dreco King post 48 DNS. The operation in progress was running 9 and 5, 8 casing. Two joints had been landed on the catwalk and up to the V door ramp. One joint was resting on the backstop within the catwalk but the second joint was resting high, partially on the raised side of the catwalk and against the other joint. While attempting to get both joints flush against the backstop with the use of a pinch bar the high joint slipped off striking the IP. Ip was sent to the monkeyboard level of the derrick to use carousel (control system) manually to latch open a drill pipe retaining finger. As he was standing on the walkway operating the mechanism with his right hand, he placed his left hand above the control compartment. The length of the drill pipe moved quickly and contacted his left hand little finger, trapping it momentarily between the drill pipe and the compartment. IP was 11 hours and 15 mins into a 12 hour shift and was 13 days into a 14 day tour. As a precaution IP was landed to see a company doctor and then x-rayed. No bones broked, and laceration was not stiched, however IP was declared unfit to return to work. During slickline fishing operations, with the grapple tool string and recovered wire at surface, it was deemed necessary to shorten the tool string to allow the fished line to be handled above the surface B.O.P.s ie at a height of 30-40ft above the drill floor.A tool string lifting clamp which weighs about 10lbs and is approx 2' long attached to a small 2 leg bridle, was lifted to the worksite by means of a tugger & hook (safety type). The well serv service hand located up at the worksite in a riding belt on a man riding tugger decided that a wire line clamp would be needed instead of the toolstring clamp. The man removed the tool string clamp from the tugger hook without securing it first. The clamp lifting bridle fell between a gap in the coil tubing grating and cross beam taking the lifting clamp with it. The clamp fell approximately 30' to the drill floor. All personnel in the vicinity had previously been moved clear of the area as per normal precautions dictated by policy and procedures. Weather was fine - all hands have been reminded of the need to secure tools etc. when working at height and told not to interfere with secured equipment. Operation was running 7" liner @ time of incident. Deck crew were lifting liner from pipedeck in bundles of three to "upper catwalk" using Port crane. Load was lifted up approx. two feet from deck when load swung and caught IP on left leg. IP had worked 5 hours into day shift. IP's occupation = assistant crane operator While lifting 9.8T steam generator from supply boat the load was raised 10-12ft. Once clear of the deck the main block brake was applied. The up boom clutch was engaged & full throttle applied. The boom failed to raise. The crane operator decided to inform the supply vessel of his intention of lowering the load back to the supply vessel at which point the boom travelled down of its own accord and the load came to rest on top of the other deck cargo. The boom continued to lower activating the lower limit saver and applying the boom brake. The main block was lowered and the pennant unhooked. The vessel moved off and the boom was raised then lowered into the crane rest. Drilling 36" top hole section, wind 360* x 15 knots. Sea 2.3m maritime hydraulics D.D.M. During the drilling of the 36" top hole section, an adjuster bolt from the DDM torque wrench guide funnel, fell approx. 35' to the drill floor. The operation was stopped and the guide funnel assembly was removed from the DDM to prevent a similar occurrence during the remainder of the drilling programme. The guide funnel assembly was sent ashore for inspection and analysis. Rig activity at time of incident was Drilling ahead 12 1/4" hole. At 11:00hrs on <…>, whilst backloading full cutting skips the Crane Operator was picking up a skip from the Stbd Aft Main deck when he heard a rumbling noise. He immediately stopped lifting to check where the noise came from, he then saw the counterbalance weight for the main hoist line slide down the Main line wire rope. The weight then hit the Main block and on impact caused the two retaining screws on the weight to shear which allowed the weight to drop to the deck in two halves. The crane hook at the time would have been around 30ft in the air, the load was put down on a clear area of the Catwalk by using the boom function in case of damage to the wireline for the Main hoist function. After inspection it was deemed that the chain supporting the counterbalance weight had snagged on the Main line and had been pulled up into the Boom sheaves causing the chain to part allowing the counter weight to fall. One section of the weight was recovered however the other part had struck a container and landed in the Sea at the Aft end of the Rig. No personnel were near the area at the time and no other damage occurred. To prevent the same type of failure we have made the new counter weight in one piece, this will prevent it coming off the wireline should the securing chain fail for any reason.



The drilling of the 36"/42" hole section had been completed and the last stand of BHA racked back in the Derrick. The next operation was to install the PH85 pipe handler, which had been removed 12 hrs earlier for repairs. A subsea pod- shipping skid was placed on the forward pipe receiver in preparation for use on the drill floor, to aid installing the pipe handler. The drill crew were about to begin the process of removing the drilling bails and 5" auto elevators, when a Floorman operated the forward pipe receiver with the intent of bring the shipping skid to the rig floor. When the pipe receiver reached approx. 20 deg the shipping skid slid down the pipe receiver approx.3 feet, came into contact with an 8" drilling jar and due (to) the orientation of the box end caused the shipping skid to be flipped from the pipe receiver and land on the starboard aft pipedeck walkway twenty nine feet below. At the time of the incident the area below the pipe receiver was barriered off to NEPs due to 13.375 casing being laid out and measured. No personnel were in the immediate area at the time of the incident. Dimensions of the shipping skid. Height 31", Width 43", Length 64", Weight 300 KG. Dropped object <…> shackle pin from derrick to drill floor Running BOP had been ongoing for several hours and the slip joint was made up and was in the process of being run from the drill floor, through the rotary and into the cellardeck prior to picking up landing joint. During this operation the slip joint failed and the inner barrel released. The BOP then fell approx 50' to seabed. The blue pod tensioner winch and accumulator bottles were pulled from their mountings. Although personnel were present in the general area no injuries were incurred. A piece of metal piping from the compensator hose guide cage framework weighing 1.3 kg fell out of the derrick onto the drill floor. No injuries were sustained. On investigation it was found that the hoses had over a period of time rubbed against the framework and worn through the pipe weakening it. The rest of the cage was inspected for wear and reported everything was secure. Incident will be discussed @ pre-tour meetings & safety meetings to re-emphasise the importance of thorough derrick inspections while carrying out orders. Crew were removing towing pendants from the storage on wall of pipe deck for transportation to shore. The pendant was lying on the blast wall by a 3 ton sling, a second 3 ton sling was used to tie up a pendant eye to the hang off sling. The pendant was being lifted using 3 ton sling (not choked). As the pendant was lifted (5ft from deck approx) the hang off sling became loose and allowed the tie off sling and pendant eye to fall (10ft approx) to the deck causing a glancing blow to the injured left foot. All pendants are now removed from wall for storage ashore. Injurey occurred 10 hours into workshift. During drilling operations a 24mm nut, washer and part of bolt fell to the drill floor. Operations were suspended and an inspection of the derrick carried out. It was found that the sheared bolt had come from a track beam approximately 100ft above the drill floor. The remaining part of the bolt was removed and replaced with a new bolt. A twice daily visual inspection has been implemented to verify the integrity of bolts in this area. Weather conditions were benign:-wind speed 6kts @ 040 seas 2 pitch nad roll vessel 0.2. No excessive vibration was being generated by the drilling operations. A small chicksan pipe (weighing 40lbs) was being lifted from a temporary installed position on a one tonne sling. As it was being moved it fell into the sea. Although failure of the sling could be the issue, it is unlikely as the sling is new. It is possible that the load /sling could have been caught on a structure during movement. The drilling assembly had been run to the seabed and the well was spudded at 03.15hrs. While filling the hole, some vibration was experienced which is normal while drilling in open water, but this was not excessive. Approximately 35 minutes later, when the elevators were about 10 - 12 feet above the drill floor, a warning plate fell from the elevators. The stainless steel plate measures 9.625" x 3.625" x 3/32" and weighs approximately 220 grams. This was the first time the elevators had been used for drilling since they had been inspected and repaired by <…>. As part of the repair proceess, this warning plate had been fitted as per <…> procedures using brass rivet screws. These screws were not found on the inspection conducted after the event. The elevators concerned are <…> drill pipe elevators, type <…>, and the warning plate is <…>. Servicing top drive, a DSC chain end stiffener broke and fell 25 feet to rig floor. While dismantling the 3" running tool after completion of cementing the casing. The driller went to react the top drive/travelling block with a single 10' pup joint in the elevator, which was initially in the rotary. This was being done over open water. The driller pushed the 'open elevator' button instead of the 'react button'. This was being done so that the hole cover was not on, the light load could not stop them from opening, allowing the pup joint to fall approx. 24m to the sea. The pup joint was only a matter of inches above the rotary table at the time.



The <…> probe was being picked up from the catwalk in order to be installed in the <…> collar (set in slips). This style of probe is lifted with a dedicated (Pathfinder supplied) lifting tool which is then attached to a rig floor holst. The lifting tool was made up to the probe by the <…> Engineer and tool hooked to the tugger line by a roughneck. The probe was lifted to the rig floor with the drill floor hoist when the probe was hanging vertically about 2 ft above the rig floor the probe fell out of the lifting tool. The probe dropped 2ft to the floor standing end up and was prevented from completely falling over by coming to rest on the top drive kelly hose. During the re-instatement of the crown block after overhaul during shipyard, a hammer weighing 2lbs fell from the crown to the drill floor. Crew on drill floor were working on new iron roughneck installation. Conflict of work was recognised and scaffolding with a double boarded roof had been erected for protection. Hammer fell on roof. Other areas in drop zone were barriered off. Job was a shut down for investigation. All other tools were tied off - no one knew how it fell. Whilst working a supply vessel and lifting approx 12 tonne, the whip line went into uncontrolled lowering when the whip line was 30-40ft above the water. The crane in use at the time was the port crane. Weather: wind:320x 20kts, roll 0.5, pitch 0.5 sea 5 ft. We have downloaded the whipline to 10 tonne. We intend to change out the hydraulic motor and the main control valve. Tightening wire on reel that then dragged a light fitting off its mounting. The light fitting then fell fifteen feet to the ground. No shut down, no injuries and no witnesses. While drilling, rig experienced severe vibration due to drilling conditions. This caused bolts to back out allowing cylinder and base plate of elevator pistons to fall to rig floor, a distance of 60 feet. Equipment fell to floor. The lift was not truly balanced and fore end of the lift rested on the catwalk first. The banksman assessed the status of the lift at this time and felt the basket would fit so the crane operator continued to lower away. Whilst continuing to be lowered the basket started to rest on the side of the port most joint of pipe. At this stage the IP crossed over to the starboard side of the catwalk and proceeded forward along the side of the catwalk as far as the pipe stopper and then stepped onto the starboard side of the catwalk. It was then that the pipe moved rapidly to starboard as the weight of the basket pushed it aside. The IP was injured at this point and fell backwards onto the starboard pipe deck. During the time the IP walked to the starboard side of the pipe deck, the banksman did not notice the IP's change of location and the assistant crane operator and crane operator could not see the IP. It was only when he was hurt did personnel realise he had moved. Once it was realised that the IP was hurt, Medic was called to the scene and preperations to move IP to the Sick Bay were actioned. Equipment involved:- <…> top drive, make up tong. Description:- After breaking connection with iron roughneck driller spun stand out with top drive. IP put make up tong onto pin end of stand in top drive, driller engaged torque wrench on top drive to break out top drive connection from stand. After waiting for stand to spin out, driller picked up on the drawworks the stand was still attached to the top drive and the pin end came out of the box causing the IP on the tongs to be knocked over landing on his side on the drillfloor deck. Wind 275 deg, 28 knots. Cloud and light rain. Sea state; Roll 1/2 deg. Pitch 1/2 deg. Heave 1 metre. Swell 1 metre. Crews working 12-12. Commenced running 16" casing at 20.00 hours. 27 joints had already been run by the same crew. Transferring the cases from the port forward outboard pipe bay to the catwalk. Casing was stacked four joints high. Seven joints per bay. Two joints remaining top row. Casing was double choked at either end and spreaders were being used. Roustabout climbed off the casing and confirmed to the banksman that the load (a single joint) was swung correctly. Roustabout proceeded to the pin end of the casing and took up his position in the tag line. The banksman signalled the crane operator to take the strain. The crane was observed to pick up approx 1-2 feet. At this point, the joint of casing slid forward off the end of the casing towards the <…> shack, coming to rest on the pipe deck handrails overhanging the port main desk. Pulling out of hole for wiper trip. Calm sea no rig movement. Slips set and top drive spun in and torqued up. Driller lifted drill string and commenced circulating. Top drive/drill string connection came apart. Drill string fell approx 1 foot and caught in elevators. It is believed the threads were crossed and the drill string weight could not be supported. Offloading supply vessel. SLT Sea S 20kts MOA VIS crane operator reported object falling to deck of supply vessel from crane hook. Crane operations stopped. VI5 moved outside of 500m zone. Object was part of limit cut-out assembly. Inspection indicated that supporting wire parted and assembly slid down whipline. When it struck headache ball the two halves separated and one piece fell to deck of supply vessel. Metal fell approx 9m. After hitting headache ball. Metal piece half round pipe of 470mm x 80mm x 6mm wall thick. Crane inspected. All associated assembly removed. This system was an addition. Original manufacturers limits are satisfactory.



Pulling out of hole to connect next stand of drill pipe. SLT MOD CEA 20kts neg. Movement. Pulled up and set slips. Lowered into slips. Soon out with top drive. Operator thought connection was disconnected and picked up. As he picked up the drill string began to rise distributing slips. Driller stopped spin out but then disconnection made and drill string fell 2 ft and caught in elevators. Damage to elevators no injury caused. Offloading/backloading supply vessel <…>. Low/med sea. SW 20khts. Good visibility. The incident was reported to me by letter 4 days after the incident. Whilst unloading/ backloading a piece of steel 50mm x 55mm 6mm fell to the deck of the supply vessel. At the time of the incident it was not appreciated by the v/l master what had happened. Thus late report. Crane was inspected and no defect found. The operation at the time of the incident had been running sand screens in the hole to commence completions operations. The IP had been stood by the rotary table installing the 'stab-in guide' in preparation for receiving the next joint set in the slips at the rotary table. Primary investigations indicated that the blocks had been raised to remove the elevators from the joint set in the slips at the rotary table i.e. the blocks were lifted to allow the link tilt to reposition the elevators on the joint prepared in the mousehole. It was at this time that the lowest part of the blocks came into contact with the IP's head, pinning the IP between the blocks and thse stab-in guide located on top of the joint at the rotary table, with the stab-in guide lodged in the IP's face. The blocks were immediately raised by the driller in an attempt to assist the IP. At this time the medic was summoned to attend the scene. One attending floorman immediately supported the IP's weight in position as he was pinned in place until such time as a decision was made to remove the IP from the stab-in guide and laid on the deck. The injuries sustained to the IP were to such an extent that no treatment could be given resulting in a fatality. Whilst lifting motor no 3 into position, using tow chain blocks and two slings, motor lift eye. Chain block no 1 was used to lift motor no 3 vertically and chain block no 2 was used to assist motor into position. This being necessary as to the lack of height between the motor platform and the deck head. Lifting eye stripped from main body of motor, causing the motor to drop on top of centrifuge main body. Approx 12-18 inches. This caused damaged to one corner of motor base plate and one nossle on centrifuge also damaged. Failure of lifting equipment. ROV fell from the surface into the sea from the rig. It was on a winch & it has failed. No injuries. The ROV had been recovered to surface to top up hydraulic oil system. Visual inspection conducted & found to be OK. Deck supply was turned on & commenced to refill the system. Deck supply then cut out because of low level lo level in deck supply oil reservoir. Reservoir was refilled & started & continued to top up ROV system. Check was made & system found to be 98% full. Deck supply was then removed & pre-dive preparations carried out. Once all hoses had been cleared from area & umbilical winch was started up & the ROV raised off deck. Moonpool doors were raised & locked in open position. In visual & voice contact with winch operator. ROV was then lowered slowly through moonpool opening. Once TMS was through moonpool opening the umbilical which sounded and appeared to be accelerating the winch operator was asked what was wrong. He stated that he had no control of the winch. He attempted to emergency stop the winch but was unable to restart motor. Crew decided to vacate & secure area as umbilical winch was accelerating faster & faster. By this time rig floor had been informed of problem. ROV crew then posted themselves in positions to prevent anyone approaching area. While conducting TLC Logging operations with drill pipe a stainless steel warning plate fell from the elevators to the drill floor. A distance of approx. 10 meters. The drill floor was barred off due to the on-going drill operations. No personnel were allowed in the vicinity at the time. The stainless steel plate measures 7.25" 3.5" 1/16" & weighs 194 grams. This warning plate had been fitted as per <…> procedures using brass rivet screws. The body of one rivet screw minus the head was still embedded in the elevators. The remaining screws were not found on the inspection conducted after the event. The elevators concerned are <…> drill pipe elevators <…>, the warning plate is <…>. This incident is very similar to a previous occurrence with the same elevators. Until this matter is fully resolved by the manufacturer all warning plates are to be removed from similar elevators before they are used on this installation Whilst heaving in a stand of heavy weight drill pipe from the top drive to the fingers of the monkeyboard, with little load on the tugger, the chain parted and the chain slid down the drill pipe and fell off the pipe approx. half way down the pipe. The chain fell to the drill floor (approx. 20 feet). The weight of the chain is approx. 1.5kg. No persons were injured during the incident.



Picking up dual bore production riser from the pipe deck to the drill floor - a joint riser was suspended at the "v" door. The box end protector was removed and two drifts were inserted in the dual bores. The drill floor end of the joint was then picked up at the box end and the drifts moved through the bores as per procedure, contacting the closed pin end protector. This end of the joint was being tailed in by means of a deck crane. The base of the protector broke off and fell approx. 20ft to the catwalk, closely followed by the two drifts. The crew were standing well clear and no one was injured. Subsequent investigation has shown that the base of the protector was a tack welded on and that the welds were of inferior quality. A Lower rope guide insert segment fell from the crown block approx. 200 ft onto the aft catwalk. Logging services personnel were working on the catwalk at the time but no one was struck by the insert. The service hands reported the incident to the driller immediately. An inspection of the derrick found that the other half of the insert segment was missing from the rope guide. The securing clamps & bolts were still in place. A thorough search was made for the missing segment but it has not been found. A visual check was made on the other three rope guides & they were all found to be in satisfactory condition. After these checks had been carried out normal operations were resumed. The insert segment is made of rubber material. It is semi-cylindrical in shape, 6 inches long, 5 inches in diameter & weighs 420 grammes. The operation was rigging up to run liner, & the travelling blockwas not moving at the time of the incident. The drill line was whipping about slightly in a 37 Knot south westerly wind. Some wear was noted on one side of the retaining clamp which suggests that the missing segment had eroded due to general water & tear from the drill line. While laying out drill pipe prior to rigmove, a single of drill pipe was dropped and came to rest in upright position against the runner beams of the lower racking cab. An experienced Assistant Driller was operating the brake at the time and broke out a single joint of drill pipe with the iron rough neck. He then picked up with the elevators & intended to set the single in the mousehole prior to the crew attaching single joint elevators & laying it out. Instead of operating the link tilt switch the elevator release function was operated which resulted in the air operated elevators opening & the single (325 Kg weight) being released. The roughnecks heard the elevators open & realising what had occured immediately cleared the area. Once it was ascertained that the area was safe, single joint elevators were attached to the drill pipe & the joint laid out. While laying down casing using <…> Single Joint Elevator. Driller picked up with minimum overpull. As joint moved to vertical a crack was heard and SJE slid down the joint of casing and landed on <…> tongs. Unable to ring out to gain quadrant and block. Man riding operation to remove a control line sheave following running the completion string. The sheave was dropped 45' on to the drill floor when it slipped from the mans grasp. There was no rig motion and only light winds. The team involoved with the job held a pre-job meeting and agreed a plan to relieve the sheave. The plan was not followed correctly and as a result the sheave was dropped. At 21.00 hrs on <…> while pulling drill pipe out of the hole by means of the racking system, a pin measuring 6" x 3/4 weighing 120 gramms fell from the upper racking arm claw assembly. The pin fell from it's location at the fingerboard level (80 level) and struck the intermediate rackercab walkway (20 level) coming to rest inside the unoccupied cab through a window opening. The operation was immediately stopped & an investigation ensued. The racking arms is a <…> type telescopic racking arm. The weather conditions at the time where as follows: Wind speed 21 knots, Wave height 2 metres, heave 0.1 metres pitch 0.11, roll 0.1. The racker head was removed & has been modified to ensure a reoccurence cannot happen. <…> have been informed of the incident & the modification carried out. Further information will be passed to <…> in order for them to circulate a bulletin. <…> have circulated an OSR to inform all their assets of the incident. Wire Line lubricator - (8 Tonne). Rigging up & dropped. Sling snapped. The injector head was being picked up to working height (approx. 20 feet) and was being held back by two tuggers at 'V' door, through snatch blocks, ready to swing into position. The sling holding the load failed causing it to first land on the surface tree & then after a few seconds continued to the drill floor. The few seconds allowed personnel to get well clear & no one was injured. The ballast pump in seabed pumproom was being changed out for a new one. The new pump c/w pedestal was being lowered into position with two 3 ton chain hoists, approx. 6 inches from landing out. One of the chain hoists reached its fullest extension. The pump was then picked up to allow the IP to place packing underneath & lowered onto it. A 2 ton sling was then attached between the chain hoist & pump pedestal. The IP then instructed his 2 colleagues on the chain hoists to raise the pump. He then proceeded to remove the packing from underneath the pedestal. As he removed the second piece of packing the pedestal suddenly dropped, trapping his left forearm. Ballast pump weight: approx. 1286 lbs. IP 6 days into tour & 9 hrs into shift.



At 09:25am on 18/5/01, while drilling 26" hole at a depth of 685meters the driller was approached by one of the floorhands who explained he had found a 1/2" bolt laying on the drill floor. The driller stopped drilling, called the other floorhands to search the area, and another 4 were found. Further investigation on the top drive with the aid of a man riding belt found a spacer plate was loose, although not able to fall due to it being a solid ring. Whilst racking back a strand at the after end of the derrick, the floorman heard something clanging as it fell from the derrick. They cleared the floor and saw a nut land beside the rotary table. The job was stopped, a full derrick inspection was instigated to find the source of the nut. The crown and 'A' frame & monkey board were inspected, the nut was found to have come from the safety pin shackle holding the 4" <…> snatch block above the after monkey board tugger drum. On investigation it was found that the required split pin or 'R' clip was not in place. Bolt landed between rotary & doghouse (port fwd quarter of rotary area). Bolt was missing its head. Immediate area was searched to determine if head had also fallen to deck. Head couldn't be found. Blocks were lowered back down to floor level & it was decided to perform a derrick inspection. A man was also asked to perform visual inspection of monkeyboard walkaround & active heave platform level. Bolt head, weighing 0.1kg, was located lying in an H beam on port forward section of active heave platform. Hole the bolt had come from was approx 4" from bolt head. Bolts in surrounding area were visually checked & all appeared OK. Bolthead was brought back down to drill floor. Blocks were being raised up to monkeyboard to receive 1st stand to be run in when it was noticed that MWD depth line had snagged. Blocks were stopped abruptly at approx 60' above drill floor to prevent snagged line from parting. Seconds later, object was heard to fall to drill floor. Blocks were left stationary & the 2 personnel on drill floor at time were asked to evacuate immediate area (neither of them were struck by the object). Inspection revealed dropped object was derrick bolt & washer, approx. 0.6kg. While using the Stb crane to offload containers from supply vessel the crane operator was in the process of booming up over the Stb Deck he noticed an object fall from the boom. The container was landed and the object identified as a small section of SS cable tray angle joining section (approx. 1/8" x 2" x 2" x 8" long). The retaining bolts could not be found. Tray section identified as coming from the second boom section from the cab so estimated height of fall was approx. 20ft. The boom was then inspected and it was confirmed there were no other loose fixtures. the back load operation was completed and both cranes subsequently inspected - Although there were no loose fixtures it was identified that the securing bolts showed corrosion. Additional securing bolts were installed as an interim measure. Stainless steel bolts/ fixtures will be ordered and installed as required. Changing out cutting skips using the aft deck crane. During the above operation a piece of metal fell approx. 10 meters from the crane boom landed on the aft main deck. Upon investigation the piece of metal was found to be a redundant fitting from the crane boom tip. The approx. size of the fitting was 90x60mm weighed approx 1lb. Two men orientating the cement stand using a set of chain tongs. Another crew member noticed an object fall from derrick and land on the rotary table. Operations shut down. Object was an anti rotation keep that had not been fitted correctly. Recommendations: 1. Suppliers to check their quality procedures. 2. Equipment to be thoroughly checked by equipment owner on rig. Using air winches to assist in equipment repair in the derrick when one of the winch wires pulled out of socket. Operation in progress was pulling out of hole with drill collars. Weather p/cloudy, wind 38-40 knots S'ly, seas 10-12' S'ly@ 7 secs, pitch 0.5 deg @ 6 secs, roll 0.9 deg @ 6 sec, heave 1-3 ft @ 10 secs. Driller observed object falling to rig floor. Floor was immediately cleared of personnel while securing of stand of pipe in derrick took place. Object identified as a finger from upper piperack which had landed on rig floor beside break out tong, approx 9' from nearest man & bounced forward port towards red tugger. During securing of stand of drill pipe, a pin fell to rig floor landing beside piperack. Weights of finger = 5.25lbs, pin = 0.25lbs. Height of piperack above rig floor = 85'. After pipe was secured Snr. T.P. mechanic & Ass. Driller went aloft & carried out thorough inspection of fingers & derrick up to limits of upper windwall, due to weather conditions it was deemed unsafe to inspect higher up. No other faults found, an extra observer will be used during next operation until all fingers have been functioned & checked, meanwhile operations continue under risk assessment. Damaged components have been replaced with new parts. Investigation shown threads on end of operating piston which screw into operating link were damaged, had these been good finger wouldn't have fallen off. (Description cont. see oir/9b) Deceased was conducting routine maintenance on the starboard forward elevator. This task involves the replacement of the main elevator hoist wire. During the disconnection of the existing wire operation of the task, the elevator plunged down to the bottom of the shaft. The deceased was standing on top of the elevator at the time. The deck crew was assisting with the task of changing out the wire. The winds were gusting 50knts with occassional snow/sleet showers. Investigations are still ongoing by TSF and HSE at the time of this report of what circumstances caused the elevator to plunge down to the bottom of the shaft.



At approximately 5.45 on Saturday <…> whilst tripping drill pipe out the top drive turned causing the elevators to catch the tong hang of line which in turn caused part approximately 30ft above the tong arm. Tong fell 3ft to the deck the line that broke then fell approximately 30ft to the deck just missing <…> (floorman) by about two feet. The other end of the tong line was swinging from the tong sheave at the crown. The line was pulled through the sheave manually and secured at monkey board level. Running in hole. Drill collar set in slips. Picking -up stand of drill collars/latched in roughnecks in warf/put down. Brake not properly on. Top drive came down/bails came out. Pipe contacted monkey-board. Fingers knocked off. (2x dropped object). Derrick man jumped to side and injured medivac off (3 day injury). Whilst attempting to stab coil tubing through injector bridle, the coil tubing was jammed into the apex of the bridle. I was holding onto the coil tubing to prevent it from springing out. The uncompensated tugger holding the tubing took a heave with the rig forcing the tubing and my hand further into the bridle. No personal injury, equipment damage only. While routine drilling operations were in progress (running pipe in hole), a piece of metal plate (7"x4" weight 0.5kg) was observed on the rig floor in front of the 'v' door. On investigation the plate was found to be one of the protective guard plates from the sides of the rollers attached to the top of the 'A' frame above the 'v' door. A full inspection of the remaining plates and associated equipment was made. All were found to be in a safe condition and operations continued. IP was transferring ram blocks from the BOP ram bonnet to the cellar deck uding two chain blocks in tandem connected to a lifting point with single eye. Whilist releasing one hook from the eye the ram pivoted trapping his finger between the chains. Whilst drilling ahead small items, which were later identified as roller bearings, were seen to fall from the crown to the drill floor. Operations were stopped and derrick inspected. The fast line sheave was found to have sheared bolts on the bearing keep which allowed the sheave to move along the shaft releasing the roller bearings, three of which fell to the floor. Now in process of replacing bearings. Stand lift wire failure. The stand lift wire parted as the weight of a stand of 5 half inch HWDF was taken (2/2 tonne) the wire failed in the vicinity of the sheave and the stand fell a short distance (2 to 3 feet) to the drill floor. There was no-one in the immediate area and no injury endured. The wire had been installed approx. 6 months earlier and was certified. Further investigations are ongoing. riser divertor being lifted and resited by the port crane. The IP was preparing to carry out work on the divertor and had been instructed to stand clear whilst the lift took was carried out. During the course of the lifting operation, the divertor swung and struck against a container which was pushed aft and trapped the IPs left foot against the riser bay bunding plate. Initial medical treatment was given by the medic and IP was sent to ARI for further treatment. Whilst racking stands of drill pipe in the derrick, a small piece of metal (2 ounce) from a pipe rack finger latch on the monkey board became detached and fell to the drill floor. It hit a floorman on his helmet and he alerted the crew. The job was stopped and the other fingers were checked for defects. No other defects were found. The initial examination of the 6cm x 1cm peice of metal suggests that the latch broke due to wear and tear rather than a single event. The weather was good at the time of the incident. Further measures including MPI being taken to improve the integrity of this type of finger and latch. These fingers are in use on one row only. On a S/Rig secured by a shackle, held in place by a nut, the securing pin worked its way out of the nut and the pin fell to deck away from workers on the rig floor. Employee was assisting to change out coflex hose below overhead winches. The winch had been placed in position and on operation of the hoisting system the exhaust air muffler dropped off and struck the employee on his hard hat. Whilst skidding canty lever inboard, the starboard canter lever stairs were dislodged and dropped apprx. 10 feet to main deck. Tripping in hole with 5 1/2 dp. Shane had just finished laying down some subs, the tugger was secured. He then proceeded to close the port side sliding 'V' door. He was half way closed with the door when the door fell forward/inward trapping him against the port forward tugger. The top of the door came to rest against the drill pipe racking in the derrick. Weather: 40 knot winds NW Rig Bow heading: 313 Deg Whilst removing sheaves with help of a pinch bar, the bar caught the scaffolding and dropped onto the scaffold boards and then fell through the scaffold tower and onto the deck below. Investigation findings: Insufficient room on top of scaffold tower. Exposure to cold on platform. Immediate Action: Work stopped and barriers extended. Crew to rotate to lessen effects of cold. Tools to be tied off. Working to retrieve BOP. Lifted hatch on port side of moon pool at main deck level, to gain access to equipment. A roughneck <…> stepped into the open hatch and fell to the sea. He was thrown a life ring, and one person went in riding belt who was working on BOP, went down, lifted him out just clear of the water until the FRC arrived and transferred him to the standby vessel. Medic due to transfer to stand by vessel to check out the roughneck. If OK he will transfer back to rig to resume normal duties.



AD & D Man working in moonpool area removing guide lines from guide frame for protection cap running tool. Toolbox talk identified need to tie of tool & equipment. On removing the keeps, one fell into the sea. After removing the first, it was noticed that the keeper was not secured to the frame, yet the men continued removing the remaining three without securing them to the frame. Drillquip information that all equipment should have safety chains. Keep measured 12" long and was 1/2" thick. Wt 5lbs. Prior to the incident IP had been mixing mud in the sack store area. Mixing was completed and he required to go to the mud pit room to assist with pit cleaning operations. The derrickman & IP proceeded up the stairs from the sack store level to the mud pit room. There is an air lock double door arranged at this entry to the pits. Each door is fitted with a door-closing device that consists of a counter-weight contained in a vertical tube connected to the door by 1/8 inch wire passing through a sheaves arrangement. Person 1 opened the first door & held it open for IP. Person 1 released the door when IP had hold of it & commenced opening the inner door. IP stepped through the outer door & as he did so the door closing device wire apparently jumped off it's sheave striking IP across the right side of neck. IP cried out & fell to the floor. IP had been on shift since 1200 hrs & was 2 hrs & 20 mins into his shift. He had been on the rig for 6 days & had 12 hours of shift resting prior to going to work. IP went to medic who found injuries as detailed. Medic checked vital signs & applied ice pack. Prescribed analgesics. The medic monitored IP overnight & due to his complaining of a continued headache he was ashore for further assessment by Co. Doc. Signed off as unfit to return to work. Roustabouts were carrying out task of drifting 41/2 " production tubing approximate length 43ft. At some point during task, one of the joints of tubing was longer than previous joints. This resulted in the rope being too short & not passing through the full length of joint of tubing. At this juncture the Teflon drift had already been inserted into the tubing joint & couldn't be retrieved. Roustabouts then decided to use some compressed air to facilitate the drift to travel along the full length of tubing joint. Upon applying compressed air the <…> drift exited the tubing joint in an uncontrolled manner, passing the end of the tubing joint & continuing for approx an additional 6'. This resulted in <…> drift passing over structural hand rail surrounding cantilever deck, coming to a final resting place some 20' below, on the main deck in an empty cargo basket. No persons injured; equipment damage limited to one end of <…> drift. Further investigation revealed <…> service personnel were working in a cargo basket on main deck, approx 10' away from <…> drift's final resting place. Items fell from a clamp owned by third party contractor . The bolt had worked loose from the clamp, also allowing the roller to fall a distance of 50ft. <…> in combined operations with <…>, block <…>. Two men from <…> were cleaning the inside of the kill tank using hose oil. One man stood on the deck hosing down the tank inside. A flash fire occurred from the tank. The fire was extinguished by the fire team. They also put foam in the tank. The rig went to full muster. One person hurt, <…>. The fire alarm sounded at 10.04 indicating a fire in the engine room. The radio operator made a tannoy announcement asking for responsible person to investigate. Simultaneously the duty rig electrician had entered the engine room just prior to the alarm sounding and he observed flames starting around the turbo charger of No. 1 engine. He then went to raise the alarm at the same time as the PA announcement was made. He then began fighting the fire with a portable extinguisher, he was joined by the duty motor men, mechanic and shortly after by the rig's fire team. The fire was then extinguished at 10.20. The rig went to full muster. Repairing bund around refuelling cabinet there was a permit in place, a fire watcher was present & a welder. There was a flash over the cabinet which caught on fire. The watch put it out. Because of the location & potential of the fire the installation was brought to muster. Mustered in approx. 7 mins. <…> Summary of attachments - Smoke coming from the #3 main engine activated alarm. Well secured, all personnel to muster stations. Fire/BA teams sent to investigate cause of smoke. Smoke found to be coming from #3 engine. Overpressure in crank case (no fire). Bending over coil tubing tool to bleed off test pressure. Circulating sub in motor head activated and released pressure. I.P. was struck on side of face with potassium formate brine. I.P. received medical treatment offshore and returned to work. I.P. <…>. From OIR9b: <…> was about to bleed off presure between coil and motorhead assembly. Just prior to opening bleed valve, the shear pins in the circulating sub sheared resulting in brine discharged under pressure (approximately 10,000psi). Man sustained grazing to the right side of his face. The pressure failed to hold between the circulating sub shear pins and the motohead assembly check valve due to potassium brine crystallisation. This caused the pins to shear and release the brine through the circulating ports. Well testing for 7 hours. Well test operator detected small leak from the tell tale on the stem seal on the steam heat exchanger choke valve. Operator activated Well test ESD and repaired stem seal As the IP was removing bonnet bolts from the BOP using the Hy-Torq machine, the last bolt required a higher pressure. The IP moved personnel away from the area and applied 6000psi. A crack was heard and the driller stepped out from the protection of the BOP to investigate. At the same time thr Hy-Torq head came off the bolt striking his forearm.



Operation in progress was flowing the well for testing, flaring over the starboard flare boom. Condensate was injected into the gas line for removal by burning in the flare. A total of 10 barrels of condensate had been pumped when a percentage was seen to fall into the sea continuing to burn. An area of approximately 20 square feet was alight on the water onboard of the starboard leg. The well was immediately shut in. The alight area of the sea was monitored and foam fire fighting gear was prepared but not used. The fire burnt itself out. At no time was the rig of platform in danger. It is estimated that less than half a barrel of condensate dropped to the sea. IP was removing a test plug from a "logging while drilling" sonic tool when the plug was ejected by force, stripping the remaining threads and striking IP on upper lip/front teeth. The test plug was being removed to insert an interrelation tool in to download information. The chamber behind the plug contained a bank of seven lithium batteries, On investigation it appeared that drilling mud had entered the chamber and caused the batteries to burst, give off gas and build up pressure. The tool is to be sent ashore for a more detailed examination. Closer examination on rig was not possible as we could not ascertain whether close proximity to this tool was safe. Mostly contained to banded areas but some DBM spilled outside banded area. While circulating bottoms up from within the casing after re-entering well P2 (temp suspended <…>) low level H2S gas alarm activated. The gas alarm was sounded and a PA announcement made. All personnel mustered in TR and safe bearing area (starb aft). 1140 all personnel accounted for. 1143 control room report zero gas level on H2s sensors. Shakers and sack room checked with portable meter and found clear. 11.46 normal operations resume. At this gas was from untreated water in the casing we expected it to clear quickly and not recoccur. Rig alongside <…>. Windy with heavy snow. Winches functioned last @ 01:30 - 01:45 4/2 - Adjustment for gangway position. Weekly checks performed 3/2. At 08:00 control room reported loss of power to winches & thrusters. Electrician identified burnt relays/wiring in 3,4 winch control console at winch house causing control power breaker to trip. DC motive power to 3,4 winches isolated & fault finding commenced. During this control circuits were powered up & a faulty logic card (identified in subsequent investigation) sent a control signal to the 3,4 backstopping brake (BB) solenoid supplying air for brake release. Band brakes on the winches were unable to hold tension. 55ft & 33ft respectively paid out. Control power was isolated & BB's applied in failsafe mode. Weekly muster drill was ongoing & gangway was closed. Crane op was dispatched to gangway cab to disconnect. <…> OIM informed to prepare for disconnect. Gangway disconnected at 11:00. Rig secured & all air to winches isolated at 11:40. Control circuit power to 3,4 winches bypassed. Control circuit & DC motive power reinstated to other winches while fault finding & repairs conducted Thrusters powered up Rig secured at stand off position & 2 faulty logic cards replaced. Blowing snow thru improperly dogged winch house door thought to be initial cause op failure of control circuits While refuelling with rotors turning the helicopter overturned. The co-pilot sustained serious leg injuries and has been air-lifted to <…>. The helicopter is lashed to the helideck. The <…> will be making its way to port. The unit was carrying out preload operations and during the initial stages rapid settlement was experienced on the bow leg. The rig was levelled, as per the Operations Manual, and satisfactory preload without further incident. The only apparent damage was to a keeper plate above the left hand upper wear plate of 'B' chord on the starboard leg. While undergoing pre-tensioning operations the #4 horizontal lead sheave for traction winch #4 became detached from the axle pin and sheave housing falling approx 20ft to the deck below and came to rest at the base of the support structure above. There were no personnel in the immediate vicinity at the time of the incident. The 92mm mooring wire had been pre-tensioned to 218 tonnes and left for a period of 15 minutes. The operator of the winch was in the process of attempting to pay off to working tension when the sheave became detached. The mooring wire caused some damage to an access ladder and platform to the top of the traction winch and a drive gear cover. Loading on the sheave is from the back tension supplied from the storage winch, which is in the region of 6 to 7 tonnes. Diameter of sheave - 5 feet, Width - 7 inches, Weight - 1670 KG SWL - 25 tonnes Weather conditions:- Wind - 16 kts@ 150 deg, Sea - 2-3 m @ 340 deg, Roll - 0.4 deg Pitch - 0.6 deg, Heave 0.5 - 1.0m Initial investigations indicate the failure of the axle pin, further investigation ongoing at time of report. While setting cement on casing, the excess mud in the header was on the instructions of the company man. Pressure released by operating the casing low torque value and not the standard stand pipe release (procedure). While carrying out this procedure <…> a roughneck was slightly sprayed by the escaping mud (pressure 1100 psi) (7.5 ph) no injuries, but suffered cut to face Company asked to forward OIR9b and a company report. Crown O Matic Failure



<…> - Drilling operations were inprogress on the 8-1/2" section of well <…> with a mud weight of 11.3ppg Losses had been experienced from 5700', suspected to be in the Brockelschiefer. The top Plattendolomit was encountered at 6091'. At 6100' the loss rate increased from 25 BPH to 60BPH. Drilling operations were halted while an LCM pill was pumped and allowed to soak. Whilst monitoring the well on the trip tank, an increase of 3bbls was noted. The well was shut in and pressures were monitored - SIDDP = 0psi, SICP 11 psi. The well was opened and observed as being static. Drilling operations progressed. <…>. Drilling operations were in progress on the 8-1/2" section of well <…> with a mud weight of 11.3ppg. Losses had been experienced from 5700', suspected to be in the Brockelscheifer with LCM being pumped as requried. The top Plattendolomit was encountered at 6091' and the Hauptdolomit at 6433'. At 6530' the well was shutwith a gain of 8 BPH - SIDPP=0psi, SICP=37psi. The pressure was bled off and a flowcheck indicated the well was gaining 4.5 BPH, observed to be a mud weight imbalance. Two circulations were made and the well shut in - SIDPP=0psi, SICP=37psi. Pressure was bled off, the well was observed to be static and drilling operations continued, raising the mud weight to 11.4ppg. At 6606' hydrocarbons were noted in the mud and the wellwas shut in - SIDPP=58psi, SICP= 73psi. Presures were beld off and the well flowchecked ; a 24 BPH gain was observed. The well was again shut in and circulated on the choke. H2S was detected by the mudloggers with a maximum of 293ppm recorded, the alarm was sounded and personnel mustered. The well was circulated to even 11.6ppg mud. During circulation the maximum H2S recorded was 92ppm. The well was shut in and monitored, SIDPP=0psi, SICP=27psi. The well was circulated to 11.7ppg and observed to be static. Drilling operations continued to 7000' (top Werranhydrit at 6695') and bottoms up circulated. The well was shut in when a gain of 3.5bbl in 5 minutes was observed - SIDPP=0psi, SICP=27psi. See OIR9b for complete details. <…> - Operations were underway to retrieve the completion as part of a workover. On retrieval, six cross-coupling cable clamps were missing; probably lost when the original completion running was interrupted by weather. It was not possible to properly land the wear bushing, investigation showed that the 10 3/4" pack off had been dislodged and was jammed in a ram cavity on the BOP stack. Discussions ongoing with Drillquip, into implications of accidental removal of pack-off on SS10 wellheads. <…>. While drilling 8 1/2" hole at 13735 MDRT' using 12.5ppg oil based mud, a drilling break occurred. Drilling was stopped and a flow check carried out. The well was found to be flowing and it was shut in with the upper annular BOP. After completing the shut in procedure SIDPP was 80psi,SICP was 220psi and a total pit gain of 15 bbl was noted. The mud wt. required to balance the formation pressure was calculated to be 12.65ppg. The lower variable bore pipe rams(VBR's)were then closed and the well was circulated to 13.00ppg OBM using the wait and weight method. After displacing the well to kill mud surface pressures were zero: a flow check was carried out and the well appeared to be stable. The choke and kill lines and riser were then displaced to kill mud and the VBR's and the upper annular BOP opened. A further flow check was then performed before resuming drilling operations. No gas was released to the atmosphere during the well kill operation. During this incident wind speed was25-28 knots from 170 deg. swell height was 8-10ft from 170 deg. swell height was 8-10ft. from 170 deg, heave was 0.3ft. and visibility was 7-8 miles. Well brought under control using acceptable industry practices. No further action required. <…>. At 08.30 hrs., drilling operations were in progress on the 26" section of well <…> with a sea water and guar gum fluid system. At 1301', an 11% increase in flow was observed, possibly due to supercharging the formation (tertiary). The pumps were shut down and on a flow check, the well appeared to be flowing. The diverter was closed and circulation commenced at 800 gpm through the port side line. All non-essential personnel were cleared from the rig floor and muster procedures were inititiated. The coast guard was informed of the situation and the standby boat and supply vessel were moved to an upwind location.Circulation continued with steady returns until bottoms up, but no gas was observed. At 09.05 hrs. the well was flow checked and observed to be static. The diverter was opened and circulation commenced through the flow line at 800gpm. The flow meter was observed to have original parameters. At 09.45 hrs. drilling parameters were reestablished and drilling operations continued. Uncontrolled fluid flow from well - No gas to surface - believed to be water charged formation. No further action required <…>. Background data- drilling hole section through Zechstein Formation at 8379 ft. MDBRT. Operation at the time-tripping in hole with drill string, well flowed on flow check. Shut in well and observed pressure build up to 475 psi. Bled off pressure rim to casing shoe. Circulate through choke. Well dead, flow check static. Ran to TD and circulate brine contaminated mud to surface. Continued with normal operations.



<…> Drilling ahead in 12 1/4" x 13 1/2" hole @ 11054 ft. driller observed a 3 bbls increase in active system. A flow check was taken and a measured flow rate determined to be +/- 18 bbls/hr. The well was shut in for 1 hour period allowing the pressures to build up . At the end of the 1 hour period the SIDPP = 75 psi and SCIP = 205psi. The first circulation of the driller's method was performed. On bottoms up no indication of gas was performed, however brine cutting of the mud system was seen with mud weight cut from 14.0 ppg to 13.9/13.8 PPG. The circulation was stopped after the first circulation of the driller's method and the well was shut in with the SIDPP = 296psi and SCIP = 400 psi over 15 minutes. The well was opened and allowed to flow to establish a flowing rate. Initial flow rate was 18 bbbls/hr decreasing to 6 bbls/hr. Conventional circulation was established and the mud weight was raised to 14.2ppg. A flow check was carried out with 14.2 ppg all around and was found to be static. The operation of drilling ahead was resumed. <…>. 14.00hrs. While drilling at 11287',observed an increase in pit level. Flow checked well - showed pit gain of 2.3 bbls over 10 minutes. Closed in well - no pressure on drill pipe or annulus. Opened well to trip tank- no flow. Returned to drilling. <…>, 2001. 02.30 hrs. While drilling at 11415', observed pit gain. Flow check - 2 bbl increase over 10 mins.. Shut well in. No pressure. Opened well to trip tank and monitored well - no flow. Returned to drilling. Background:- Drilling 12 1/4" hole in the Aller hailte formation of the Zechstein. MW 15.6 ppg. Mud showing signs of Magnesium Chloride brine contamination , requiring additions of barite and antifoam to maintain mud weight. No indications of hydrocarbons on bottoms up. Indications that hole is washing out with salts. Currently weighting mud to +/- 17 ppg to combat brine flow and mud weight losses. Consideration now being given to change in casing setting depth. This should be covered under material change to notification. Discussed with duty holder and requested that problem should be fully contained prior to submission of next OIR9b - No further action required at this time <…>. 21.30hrs. <…>.Drilling 12 1/4" hole at 12447' MD. Held flowcheck. Observed flow of 2.6 bbls in 6 minutes. Closed well in. Circulated drillers method through choke - no gas observed. Monitored pressures - 790 psi casing pressure and 780 drillpipe pressure. Circulated 16.5 ppg mud. Observed 250psi SIDPP and SICP. Circulated well to 17.7 ppg. Flow checked - 2.7 bbl/hr gain. Drilled ahead to 14068' MD. Tripped for bit/motor. Flowchecked at shoe - small gain- circulated to 17ppg mud inside casing for trip. Drilled ahead to 14510' MD in the Silverpit (casing Point). POOH and ran 9 5/8" casing. (Commenced running casing <…>). Note: While drilling, the return mud was light, requiring copious additions of barite to maintain the weight. There was also evidence of Magnesium Chloride contamination of the mud. Typical brine influx from SNS formations. No further action <…>. External casing packer was set inadvertently during the first stage cement job and that was the cause of the lost circulation. Drilled through Zechstein sequence and run 9 5/8" casing. External ECP thought to have set and first stage cement pumped to formation. DV collar failed to operate - no second stage cementing performed. RIH to drill out FC and shoe. Drilled FC and part of shoe track. Well flowed - closed in well on BOP and wait on mud chemicals - weigh up mud - unable to circulate - plugged string - perforate 1250 ft. above bit and kill well. Forward plan is to jar free drill string - drill out shoe - squeeze cement at shoe drill to section TD and run liner. Notification includes scab liner from PBR to above DV collar. 9 5/8"/13 3/8" annulus has been tested to 2000 psi (1000 psi above FIT at shoe) May elect to s/t well - Will review options for 9 5/8" / 13 3/8" annulus. Comments :- Requested further information on annulus options. Incident should be followed up during an office visit with <…> focal point <…> During drilling <…> formations, the drilling string became stuck and plugged. The drilling string was freed after 6 hours. Several attempts were made to unplug the string without success. The string was pulled back in a safe position inside the casing shoe. During these operations 6.8 square metres of influx was taken. Annular preventer was closed and pressure monitored. Drill pipe pressure +> 0 (float in string and string plugged). Annulus pressure stablized at 97 bar. <…> - Prior to drilling out the casing shoe, the drilling fluid in the well was changed out to Oil Mud Based (OBM). A leak was detected in the yellow pod; one of two hydraulic control systems used to operate the BOP's and riser connection. The pod was withdrawn to surface for test and possible repair. During diagnostic checks on the yellow pod on surface, the marine riser disconnected above the BOP. 130 barrels of OBM was lost to the sea. The riser was reconnected using the blue pod; checks were made to verify the connection and the riser contents were circulated to surface using seawater to establish the volume lost. There were no injuries to personnel. A full investigation in the circumstances of the riser release is ongoing.



<…>. Prior to incident, rig operation was one of running a dual string of 5" liner with 2 7/8" inner string. Drill floor was busy due to an incorrect stinging of a packer & failed pressure test. Whilst this was ongoing, well was already flowing but it was not picked up earlier & gains at time of failed pressure test were misread as being related to operation at the time. When it was realised that rig was taking returns from well it was decided to shut well by dropping dual completion string & shutting shear rams. Due to difficulties in rigging up to drope string, this was not achieved before rig had taken some hydrocarbon gas to surface in pit room, shaker room & drill floor. Gas alarm was sounded & all POB mustered. Relevant shore authorities & services were informed of situation. Weather at time was 30knot Westerley winds, with 12' seas giving a rig roll of 2deg, pitch 1deg. & heave of 4'. Once well was closed in, gas dispersed rapidly. Situation was assessed & when considered safe to do so all personnel were stood down & relevant shore personnel updated on status. Rig actioned precautionary down maninng next day to reduce personnel to those only required for continuing operations of planned bullheading of well. Drilling out cement plug that was set between 600'-1000' inside the 103/4" casing. The bit depth at the time of the incident was 702'. During the above operation using a 91/2" bit, and after having just made a connection to another stand of 5" drill pipe, the driller was about to continue with drilling out the cement, when the drill string was hydraulically forced out of the hole. This resulted in the drill pipe being buckled in the derrick between the top drive and the rotary table. <…> wireline was rigged up & pressure tested as per work permit. All barriers were in place on the drill floor & catwalk. The sub sea tree valves were opened & wireline RIH & latched the 5.75" tree cap plug at 325' BRT after several attempts, attempting to pull the plug with the jars releasing a 1000lbs. No movement of the plug was recorded. Supervisor requested the <…> controls to apply 250psi to the cap test line & up under the plug. After the pressure was applied, <…> Wireline commenced jarring. After several jars (1300lbs, max line tension reported) supervisor witnessed through the doghhouse the wire parting. No personnel were present on the drill floor & catwalk. The wire broke 25'-30' from the hay pulley on the drill floor. The wire stayed through the stuffing box and well fluid containment kept. There was no well pressure present. The rig operation at the time of the testing was well testing, specifically flushing riser after running tools with wireline. A sub surface XOV crossover was opened instead of the LX0V during flushing of user operations. This caused wellhead pressure to enter the annulus. When the ASV valve was opened wellhead pressure was observed at surface. The valve was closed immediately and the pressure relief valve on the annulus bleed line vented off into the shaker house. A low level H2S (10ppm) and a high level hydrocarbon alarm (50% LEL) was indicated in the control room at this time. These alarms cleared after approx 3 minutes. No personnel were in the vicinity of the shaker house during this operation. During bleeding off of annulus pressure it was observed that the TFSSSV control line pressure had dropped and was unable to maintain pressure to hold the valve open. Operations were suspended and <…> and <…> were advised of the situation. <...> - Drilling operations were in progress on the 17-1/2" section of well <...> with a mud weight of 9.4 ppg. Losses had been experienced from 9,770', suspected to be at the 20" shoe. The riser had become overloaded with cuttings and the LOT at the 20" shoe, which was 9.83 ppg. 74bbls of mud were lost. Drilling operations were halted while the riser was circulated out using both the riser boost lines and the choke and kill lines. Drilling resumed once full returns were established, and at 9799' an increase in pit volume was observed. The well was shut in and pressures were monitored - SIDDP = 0 psi, SICP 0-20 psi. The well was opened and monitored on the trip tank and observed as being static. Drilling operations resumed. The increase in pit volume was found to be due to the shifting of fluids. This incident due to poor drilling practices by <...> and <...> - closed out on 2nd well to be drilled <...> - No further action <...> . Following TD logging operations on Well <...>, a cement stinger was run into the well to commence P&A operations. During circulation prior to cementing, gas readings increased to a maximum of 35% (mudloggers readings). This gas value was expected, as the well had not been circulated during the extensive logging programme. In order to reduce gas levels to acceptable levels, prior to commencing the abandonment operaton, the well was circulated for 7 hours with minimal decrease in gas concentrations due to retention of gas in the mud system. The annular preventor was subsequently closed in order to circulate the riser volume. No shut-in pressures were expected or observed. When gas levels reduced significantly in the riser, the annular preventor was opened to less than 3%. Abandonment operations were resumed safely. Incident handled as per procedures. No further action required A spool piece was suspended from the crane backed up by a chain block. As the spool piece was being inched into its final position, there was a communication break down due to the driver of the crane not hearing the banksman's commands. The crane operator continued to lift the load and this resulted in the lift snagging on the scaffold work platform. This then resulted in the failure of the sling, and the spool piece then dropped down onto the deluge pipework on one end, the backup chain block taking up the slack and keeping it suspended in the other end. During de-rigging of the toe bridle to <...> a sling parted and a snatch block fell to the deck causing superficial damage to H-beam and hand rails.



When working a supply vessel, a basket with gratings, was overloaded. The basket was not overloaded in weight, but in height, and the gratings were not properly secured. The result was that 3pcs of grating sheets fell out of the basket just before the basket was landed on deck. (approx. 1.5m). There was no injury to personnel. Preheater plates, approx. weight 500kg. Dropping of object into the water nearby the offshore location. During the transfer of a chemical tote tank from P8 laydown to U1 laydown area using the starboard crane the IP was involved in final positioning of the tank. The tank had been positioned near to its final position and was being "slewed" into final position and the IP was guiding the tank by pushing with his left hand. As the tank came to rest it was very close to the "bumper bar" upright stanchion. The IP left the site after "unhooking" the crane and while walking forward, became aware of a pain in his left thumb. On removing his glove, he then realised that his thumb was badly "squashed" and split. He reported to the medic, who cleaned up the wound and IP was referred onshore to ARI where he was treated and referred to his own doctor. The conclusions of the team had been confirmed with the IP by telephone. Original report started by phone <...>. System crashed - report lost, hence report submitted by fax. They were using the engine room gantry crane to transport a piece of equipment. When they came to stop the crane using the transverse stop button, the crane didn't stop. They pressed the emergency stop which also didn't work, so they had to run into the control room and pull the circuit breaker. The power was cut to the crane and it continued until lit hit the stop at the end of track. The damage to the crane is unknown. Crane wire was being lowered. The banksman gave the instruction to stop lowering. The crane op put the control stick to stop/neutral but the crane wire continued to lower. The crane op then operated the motor stop button and this stopped the crane wire lowering. There was no load on the wire at this time. Crane taken out of service. Warning signs posted. Investigation into failure initiated. Other crane and hoisting devices with suspended load including offshore personnel transfer equipement eg <...> plough. In an attempt to seal a partially closed blow down valve BDV 1008 the down stream block valve was partially closed. This caused the gasket on the upstream flange on the block valve to over pressure and blow out. Resulting in an escape of hydrocarbon gas, for approx. 20 mins until the process plant was shutdown and blown down. ABRIDGED REPORT _ SEE OIR/9B Installation of cable tray to carry power cables for of new satellite TV system. This work was being carried out during windy conditions (wind speed approx 30 kts). At one point the tray (approx 12 mtr in length) was not being supported by either technician and was blown off the bridge wing by the wind and fell to B-deck (three decks from bridge), landing about 6 ft from another three man working party. No injuries. Cable tray recovered, dismantled and an investigation into the incident carried out. Object fell three decks. There was a fire in one of the main engines. It was extinguished straight away. 25 minutes later it was back into normal phase. Prior to the event, no maintenance jobs were outstanding, no work was carried out on the engine, normal operation engine rooms alarms activated in control rooms, indicated smoke detection on 60-02B "HOTBOX" enclosure. Smoke detection / location confirmed by emergency technical response team who took immediate action to prevent escalation of the incident. All POB accounted for, no injuries to pers. Action:- 6A alarm, engine 60-02B shut down, discovered small flame inside engine enclosure at port side cylinder head No 8 A. Extinguished manually and area vented. Cause:- Gas injection valve failure. Potential quick closing valve failure. Action to prevent recurrence: issued standing instruction after internal and external investigation, completed <...>. S.I 77. No attempt to change back to gas shall be made if a high exhaust temperature alarm occurs and engine on diesel until the gas injection valve is checked. Habitat was erected around a steel stiffener outside habitat of vessel. It was planned to weld inside habitat later. Steel was kept at ambient temperature by heating mats (approx. 15 x 100cm). Mats held in place by magnets. The glove smouldered due to the heat. Smoke detected by individual. Alarm raised. Process shut down initiated manually. Site cleared by fire team. No more fire due to the habitat floor having nonflammable lining. Two smoke alarms activated. Electrical Operations Technician investigated & smelled smoke from switch gear panel. Openned panel - IP received flash burns to face and hand. Made own way to medic. Medevaced to <...>. Admitted to hospital & detained > 24hrs. At present production shut-in, unable to get power to galley. Downmanning possible in next 24 hours. At 06:45 a flash over occurred in the MV switchboard Room in an isolator cubicle. The door of the cubicle was open and an electrical technician standing in front of the cubicle received burns to his hands and face. This caused a smoke indication in the MV switch room and workshop and installation GA was initiated and ERT investigated and controlled the incident. Actions: (1) IP proceeded directly to the medic for treatment. (2) Installation GA, muster and <...> ERC mobilised. (3) ERT intervention in to workshop & MV switch room. (4) Medivac of IP. (5) Mobilisation of incident investigation team. Causes: Investigation still ongoing. Failure to earth of 440v bus phases in isolator cabinet.



Normal starting of 'A' Gas Export compressor electric motor. (CM-1103A). Start signal given to the compressor motor @ 1445hrs. Compressor tripped at 1446hrs with simultaneous fire indication from single UV flame detector. This was immediately checked out in the field. The neutral (Star) junction box was found to be burnt out. CO2 portable extinguisher used to prevent any reignition. Unit isolated for inspection. On <...> at around 1600, during a test of deluge system for the oil offtake, it was noted that smoke was coming from a circuit breaker in the deluge switchroom. The smoke set off smoke alarms, which in turn caused partial power shutdown, and the startup of the emergency generators. There was no fire, nor any injuries, and the powerdown worked appropriately. Crew all went to muster. Later the circuit breaker was isolated and all returned to normal operation by 1800 hours. The circuit breaker was removed for investigation. [<...> phoned the HSE Duty Officer at around 2100. HSE Duty Officer phoned OSD Inspector at around 2115. OSD Duty Inspector phoned <...> Team Leader, <...> at around 2140. ADR tried to contact company on a number of occasions until 2300, but no replies from company. <...> Spoke to <...> at 0900 on <...>, and substantiated the above details. The inital details indicated more serious consequences, <...> having comms difficulties last evening. <...> have been asked to contact the <...> with details. They were unhappy to do so, and expressed dismay at the introduction of the <...>, which they saw as breaking already established communications lines with their HSE focal points in OSD. During routine maintenance of deluge system, AFT electric fire pump was started. Motor circuit and small fire (localised to MCC panel/cabinet). Whilst carrying out weld repairs in slop banks using abseling methods, weld splatter dropped onto a flanged joint. Some oily residue on the afterside of the flange surfaces some distance below the welder which had not been removed by earlier hot washing, ignited. The welder attracted the attention of the fire watcher who passed the hose up to the welder who extinguished the flame within two minutes of the event. All other flanges are being checked and cleaned and wrapped in fire blanket. The task risk assessment has been amended accordingly to prevent recurrence of this incident. Ar 21.10 the installation went to hazard status due to level gas indication in the turbine hood of G8010. All safety systems worked as per design and the unit shut down immediately. The turbine was on a test run after a water wash. The turbine shut down within 4 minutes of starting. The small smount of gas released was cleared immediately by the ventilation system. On investigation it was found that No2 pigtail fitting was 1/4 turn loose. The fault was rectified, and a subsequent run revealed all systems intact. During crude oil Washing Operations, a 4 inch line started to leak crude oil at a joint. This leak occurred after approx. 30 mins into the operation. The leak was quickly noticed by the deck patrol who contacted the control room. The operation was immediately terminated and the area made secure and cleaned. The wind was from the South, approx. 35 knots. The outside operator was making his routine rounds and noticed water coming from one of the flanges on the scale squeeze isolation valve 535-BV-1069.The valve is the tie in for water from the Water Injection System for scale squeeze and was isolated as per its normal state. The leak occured on the live side of the system. The flowing well has a high water cut and the majority of the leakage was produced water. The header was isolated, depressurised and drained. The flange was tensioned to correct torque valve and leak tested for security. The original leakage rate was minimal and the residual fluid on pipe work was estimated at less than 2 litres in total. Weather conditions at time were - Wind 175 deg x 7 kts wave 0.5 m @ 5 secs, viz 8 nm. The gas export metering skid was being prepared for maintenance by two production operators who were to isolate and purge the equipment. The operators checked that the equipment was isolated and then connected the purge hoses. The hoses were then pressurised with nitrogen to 8 bar for purging. The purge valve was then partially opened which released trapped pressure in the equipment. This resulted in the hose being blown off the end fitting. The valve was immediately closed again but some hydrocarbon gas would have been released. The operators smelt no gas, no gas was detected by any fixed detection equipment. The module is exposed on 3 sides and wind speed approx 20 knots. Off loading operation underway between <...> & Shuttle Tanker <...>. <...> was connected to <...> by means of mooring hawser but off loading is carried out under full Dynamic positioning utilising DARPS & Artemis reference systems. <...> had moored successfully<...> at 17.30. Weather conditions pretty consistent & within operations weather window. Conditions at time were, wind 170degs & 7secs.Viz 5miles & cloud 4/8. Off loading had been previously suspended due to fault on IG plant decision had been taken after consulting joint operator vessel & superintendent & Master of <...> to remain moored while repairs carried out. At time of failure there was 1 cargo pump in operation discharging approx 1800m3/hr. At 17.40, manner supervisor was on duty at morns console monitoring off loading operation when he noticed the tension on hose was increasing & approaching 80ton mark. Weaklink is designed to fail at 280tons. Manner supervisor made <...> bridge officer aware of this & requested the tension should be reduced. Tension continued to rise & resulted in failure of hawser weaklink. Immediate actions were to stop offloading pump in operation, communicate with <...> & commence disconnect of off loading. Hose was recovered successfully.



Routine operations with 2 water injection pumps each being driven by a <...> Turbine running on diesel Fuel. During routine checks by the production operator diesel was found to be coming out of the turbine enclosure doorway. the unit was immediately shutdown and the diesel system isolated. Happened at water Injection module <...> Turbine 'B' enclosure During the early hours of the morning, the subsea wells were being "beaned" back in preparation for a planned plant shutdown. Wind 142degrees T x 25 knots. Sea state moderate. At 0240, clouds of steam/gas were observed rising from the Glycol Skid. I proceeded to investigate & advised the CCR to shut-down the plant. As i arrived at the area the deluge was activated, resulting in a level 'C' shutdown. The leak was from the topside of the glycol reboiler. After a full muster the fire team investigated the problem further and advised the leak was glycol/gas & steam. The oil leak was detected by a low level gas alarm. The leak was from a Hague on the pump voulute casing. The pump was stopped manually and the leak repaired. Maintenence work was proceeding on the LP/MP stage of gas compressor. <...> field well <...> was being introduced into process after a shutdown. See page of gas at LP/MP comp. no gas detection activate. Low pressure, low volume seep. Well shut in and system blowdown. Single valve isolation on gas line from LP Sep. to LP comp. Single valve due to plant configuration. Valve actuator under investigation. Pressure test held after seal work at comp. Propose fitting of double bleed to line. Mechanical isolation inflow and monitoring in place. Normal oil and gas operations. During routine field logs on the process deck, gas release was heard and loss of containment found to be from Gas Compressor B 1st stage cylinder 2, between cylinder head and volume clearance pocket bonnet. Action: CCR informed and gas compressor immediately shut down from local control panel. On completion of blowdown, valve isolation and N2 purging commenced. Weather: wind SE x10 knots, slight sea 1.0 metre heading 140 deg. Compressor details: Dresser Rand C/S model 4HOS-3, 4 cylinders, Rated speed and load (HP)891 and 2500. Fuel mist observed at No 1 Diesel Generator. Fuel pump return pipe found to fractured. This fuel pump return pipe on No 1 cylinder had been replaced due to failure on the <...> and the engine run for a total of 100 hours when the new pipe suffered a similar fate. A GVI has been carried out on several engine fuel pipes and there are a number of possible fault indications at the heat effected zone of the welds Normal production operations - Operator heard an egress of hydrocarbon from a disused instrument gland on the redundant interface transmitter on the 1st stage separator (LT-0301-1) No detection recorded from the fixed gas detection system. (Gas detector adjacent proven correct) Instrument could not be isolated. Production shut down immediately and separator de-pressurised for investigation. Hydrocarbon release emanated from redundant instrument EX 20mm transmitter cable band blanking plug. Separator N2 purged and new blanking plug inserted. Separator service tested with N2 but transmitter failed test. Separator depressurised. Redundant transmitter Ex enclosure removed from separator and rated plug fitted to removed transmitter connection point. Separator service pressure tested - proven correct. All other similar redundant transmitters to be inspected. Conditions - weather N NE 5-10 knots Sig wave 1.0 m Vis 10+ We had a leak of gas due to a pin hole leak in pipework.This activated a gas detector and the plant was shut down. The leak was detected, the piping was isolated and depressured. There was a leak from a high pressure hydraulic oil line from a blown gasket. System pressure is 230 bar. The gas compression system was in the process of being returned to normal service after some extensive shut down activities. All of the systems had been leak tested and proved tight. The 3rd stage gas compressor had been run up to its normal operating discharge pressure of 350 barg without any problems prior to recommencing gas injection. In order to reinstate the pressure relief valves fro the 3rd stage gas compressor to normal service i.e. only one on line, an operator was requested to close the upstream isolation block valve of 26b-PSV 5613. During this procedure a gas release occurred from the downstream body joint of the manual valve 26b-BL-0157. The operator immediately moved to a safe location and contacted the control room. The gas compression system was shut down and made safe. A verbal notification to the HSE out-of-hours telephone contact was made at approximately 10:30hrs. The defective valve will be removed from service and returned onshore for strip down and investigation into the immediate cause for failure. Complete an investigation based on the above results to determine if there are any underlying causes. ATTACHED: Handwritten, signed report from the operator mentioned above. GPA/ESD1 caused by gas detection in Gas Export metering house. On investigation it was discovered that two 6mm v/vs on stream #2 redundant densitometer vacuum calibration line were partially open causing over pressurisation of an atmospheric vent header. The back pressure from this header resulted in gas migrating into the analysis house via the H2S detector heads and setting off two gas heads resulting in GPA/ESD1.



The incident occurred on the process deck, Fuel Gas System, elevation 15 mtr from deck level. During routine plant monitoring an operations technician discovered process gas escaping from a pin hole leak on a 3/4" dia vent line, length of stub 140mm. At a 1 mtr distance, portable gas detection could not pick up any gas readings. The operating pressure of the 3" line with 3/4" vent stub is 47 barg. The class of pipework is 160 schedule. Quantity of gas released is unknown as the timing of leak occurring unknown. The actions taken were:1 Transfer gas turbines to diesel, fuel gas skid shut down and isolated. 2 Stub piece and welds tested by MPI techniques - found 20mm crack at 6 o'clock position on stub. 3 New spool on order and being fabricated. Likely causes: Possible poor fabrication techniques compounded by local vibration. Investigations and inspection ongoing. Weather conditions: Wind speed 25kts @ 090 deg. Sea conditions: 3m wave height. Minor Gas Release from 'A' Compressor 2nd Discharge coller main flange gasket. (@>1m3). During normal gas compression & export operation a minor gas release was observed by the local area operator & managing from the flange an H1105A end cover. The 'A' compressor was depressurised & isolated to investigate the causal factors. Diesel bunkers being taken from supply vessel <...> section of bunker hose burst at 4.5 (approx) - spraying diesel onto main deck.Estimated 100l (approx) entered sea over gunnhales - pumping stopped and crew deployed on clean-up ops. Investigation initiated / ongoing. There was a minor gas leak from a relief valve during start up. The leak was noticed by an operator and was shut down. During the purging stage of the start up of B gas compressor the operator in attendance identified a leak from the weld on the 10mm instument tubing between the PV inlet flange and the valve pivot. The start sequence was aborted, the control room informed and the unit depressurised then isolated. The unit remains shutdown and isolated pending the failure analysis report and recommendations from the PV manufacturer. At 10.01 lead production tech noted a leak of aprox 5 litres under the 'B' crude oil pump. He contacted the control team and was instructed to close the discharge valve and to stop the pump in a controlled manner. The leakage was contained in the pump bunded area. No gas was detected or evident. <...> suffered total power failure early on <...>. The emergency generator was started but soon overheated and was shut down. The black start system was giving problems and the vessel went on to emergency battery power. The process system was shut down and depressurised. There were 35 crew on board. It was intended to downman 11 non-essential crew by using the helicopter that was intended for the <...>. The remaining 24 crew remained on board to sort out the problem. Because of lack of power,<...> are having to partially down-man the installation. On <...> at 18.45, as a precautionary measure a partial down-man was carried out from the <...> to <...>. The platform was in the process of an annual SPS & ESD testing prior to carrying out engineering & maintenance work. After loss of power to essential basic utilities (toilets & portable water supply) a down man of 21 non-essential personnel was considered to be appropriate for personnel comfort reason. Specialist vendor support was mobilised immediately & full services have subsequently been restored. <...> FPSO - An ROV inspection of the <...> well was carried out on <...>. Video footage indicated a very small leak coming from the stab in plate. It is currently thought that the leak is hydrocarbon gas passing from upstream of the wing valve through the methanol injection line. The attached drawing (see file with OIR/9B) shows the suspected leak path. It is not possible to confirm the leak path until further diagnostic checks are completed. The isolation valve XV 93161 has since been closed which has likely stopped the leak. There is no threat to the safety of personnel. The operation in progress was a crude oil transfer from the FSU to the shuttle tanker <...>. A tandem system was used with 80 metre hawser and 16 inch hose. After successful pre-discharge DP trials with the FSU systems the vessel made a routine approach and on completion of hook-up operation, the crude transfer was commenced at 1849hrs on <...>. From vessels log <...>. "0132hrs <...> 1&2 failed. 0133hrs off-loading position alarm, stop cargo - DP in manual. 0138hrs position stable - re-select DP loading mode. 1335hrs completed loading. With <...> restored, the operation was resumed by mutual agreement. The DP system operated without fault for the remainder of the operation; the disconnection and unmooring was uneventful. When failure of both <...> occurred there was erroneous gyro information presented on the vessel's systems - no failures/faults of associated systems were observed on the FSU. Although manual control was selected correctly, in good time and with no other system failures evident, potential for collision was deemed to exist. The charterer of the <...>, is to arrange, with the agreement of the owners and <...>, verification trials at the <...> FSU under the direction of DP systems manufacturer <...>. Projected trials date is <...>. The results of the <...> verification trials and the <...>'s incident report will be used to form conclusions on how to prevent a similar inc.



During transport of a 500 kg valve, it was necessary to pull the trolley which the valve was carried on, on the ramp through the fire wall. A chain fall was used to pull the trolley up the ramp. The pulling chain parted when the estimated pulling force was about 300kg. Action: The chain fall was immediately taken out of use and brought back in the bosun work shop. The rigging loft was locked, and the crew was instructed not to use any of the equipment belongs to the rigging loft. A verbal information was passed on to the <...>, which forwarded the information to the Health & Safety & Executive. <...> 14:30 hydrocarbon gas was detected in cofferdam 2. A manual check was carried out without any hydrocarbon reading. Resumed gas sampling from cofferdam 2, the sample unit indicated hydrocarbon gas. At 1930 <...>, the sample indicated hydrocarbon gas in WT 1 s. the sounding in cofferdam 2 and WT 1S have been monitored through out the night with no changes of the sounding readings. A watercut with the MMC have been carried out in cofferdam 2 and WT 1S in cofferdam 2 there have been calculated to be an amount of 4 cubicmeter with oil. In WT 1S there have not been traced any oil. At the present moment the conclusions is that the reason for hydrocarbon gas reading in WT 1S is that the vant pipes are common for these tanks. Cofferdam 2 are being emptied at this moment, brining the water and oil into CT9. When cofferdam 2 is emptied, the tank will be ventilated. When the tank is safe to enter an inspection of the tank will be carried out. As part of the 5 yearly inspection work in the derrick, the bridge racker was to be dismantled for overhaul onshore.While lowering the bridge racker dropping arm from above the monkey board with the rig floor tugger, the rigging failed. This caused the load weighing 1987kg to fall approx 28 metres to the rig floor. The weather was good, all PTW control measures were in place. Barriers were erected at the site and a specialist rig-building vendor was carrying out the task. The load has been made secure, the area quaratined and an investigation team from onshore has been selected for mobilistaion to the platform<...>, logistics permitting. A scaffolder was working in the adjacent area and noticed something fall and bounce near to where he was. A small piece of wood was recognised as the item. Another scaffolder in the area confirmed he had also witnessed the item fall and identified it was from directly above on the platform's North Laydown area (NLDA) . Wooden battens are routinely used for storage purposes on the NDLA but this particular piece of wood was 11" long and 3"x 3" and had been cut to provide what is assumed to be a wedge. The investigation team believe high winds may have caused the piece of wood to be blown off the NDLA, however the investigation is still in progress. A 3' scaffold board fell approximately 5 metres from the manway door of the water injection drum to the main deck. A work party were below. The board struck a pipe support and was deflected away from the work party so no injury occurred. The work party had gained access to the area because no barriers had been erected and they were not aware of the scaffold team overhead. After routine operation of the firepump a UV flame detector was initiated in the control room indicating a problem inside the C firepump housing. This was investigated by an inspector and no indication of flame or burning was detected. The operator gave a local start to the firepump at which point a flashover and explosion occurred in the voltage transformer T24 and a critical component failure occurred. The incident is under investigation and vendors are due to assist the investigation upon arrival on site <…>. Preliminary indications following initial discussions with the manufacturers point to the failure being due to a batch fault in the manufacturing process. The dangerous occurrence being reported is a release of gas. It occurred in the amine absorber where the internal instrument leads to the sub tank. It is believed that the incident was caused due to condensation in the sub tank. Both detectors on board detected the release of gas and the Platform Alarm was raised. Sixty Two persons were mustered up on deck efficiently and quickly and the shut down procedure took place. Due to the time of the incident being a very calm evening with practically no wind, it is thought that the gas exited through the vent, which is situated NE of the vessel away from the platform. The Duty Officer<…>, from the <…> Office was unable to be contacted but will be visiting the company on <…> concerning other matters, so he will be informed of the incident. A full investigation is currently being conducted. During the process of starting production from the <...> field for the first time, a process slug was received in the <...> slug catcher located on the <...>. This caused a sudden rise in pressure in the slug catcher resulting in three PSV's activating. At this time, gas detection was initiated in the area of the <...> slug catcher causing an ESD1 and platform GPA. Franklin wells were shut in and the slug catcher fully depressurised and isolated. The wells remain shut in pending the results of the investigation. The <...> was steadily producing gas and condensate from the <...> and <...>. 'A' power generators was offline for maintenence.Wind speed and direction was 27knts ar 319 degrees. A crash stop occured on 'B' generator at a time when a sudden increase in load demand occured. The loss of power to the plant resulted in automatic shutdown. At this time gas detectors on the <...> Process, Mezzanine, and main decks were activated. Initial investigation confirmed that gas escaped from PSV's fitted to the <...> slug catcher. An investigation into the cause of the incident is ongoing. The wells were shut in and remain so pending the results of the investigation.



An NDT Technician was about to carry out some NDT work on drain lines from the 4" gas lift manifold which is fed from the HP gas compressor. As part of his work he uses a portable gas detector. When he got to the site he smelled gas which was confirmed by a gas reading on the portable detector. He contacted the CCR who arranged for a production tech to check the area. A small leak was confirmed from a ring type joint on the gas lift manifold, upstream of the ESV. The release was not significant enough to activate the platform based gas detectors. The compressor was shut down and the gas lift manifold depressurised. An incident investigation has been started. The weather conditions at the time was 25knts southerly wind. The operation involves reverse circulating out old brime from the annulus after pulling the gas lift mandrel. A slug of oil/gas was experienced which breached the fluid seal in the poorboy degasser, allowing oil into the flowline, subsequently activating the gas alarm which activated the platform shutdown and general alarm. Pumping was stopped immediately, the well secured and all persons went to muster. The response team checked the drill floor when the gas levels dispersed. The system was flushed with clean brime re-establising a fluid seal and the contents of the riser were flushed down into the production closed drain. Circulation then continued directly to closed drain. Hydrocarbon gas release estimated quantity 0.31kg - duration of leak 40 mins - cause of leak - gas compressor on main deck. The release was detected after a gas compressor trip. Initially gas was smelt while investigating the trip and further investigation revealed that the channel end of the 1st stage discharge cooler was leaking. One of the local platform based gas detectors was also indicating 7% LEL. The channel end cover has since been re-torqued and the cooler successfully pressure tested. During re-commissioning of the "B" gas turbine after engine change out the unit was being test run on diesel. A mechanical technician observed a diesel leak within the turbine enclosure and immediately shutdown the unit manually. The weather was good, the turbine is a <...> and a specialist vendor was carrying out the work. Investigation has revealed that an isolation valve on the diesel spill back line had been left in the closed position. This caused overpressure and resulted in a fracture to a 2" elbow on the diesel system. The estimated loss of diesel is 115 litres which was contained onboard, there was no spill to sea. <...>- During well operations to side track the gas injection well GI1 slot 12, the drilling team were in the process of removing the Xmas Tree when it was noticed that the wireline deployed hangar plug was sitting within the bore of the tree rather than being locked into the hangar neck profile. The tree was immediately replaced, the fastlock connector made up and the system integrity confirmed with a2500 psi test on the hangar void. No one was injured and there was no damage to the environment. There was a 10Knot SE wind and the sea state was 2m, the weather is not considered a factor in this event. This is a mechanical failure of well control equipment reportable under RIDDOR schedule 2:13(e) and while it's a serious breach of isolating procedure because the second barrier was removed, the potential is low due to additional barriers already in place. There is a deep-set plug which had been tested, a column of kill brine above that plug and the DHSV was also in the closed position. The crane operator was instructed to put the port crane into the Mtce Rest on C6 laydown, to allow a 6 monthly inspection by "certex" engineer. The banksman on deck informed the crane op' that 2 tote tanks on C2 laydown required to be moved to allow the boom to land on the MTce rest and reeve in the whipline at the same time, on doing this, the headache ball was pulled up through its limits to the cathead. Half of the limit parted, dropped (weight approx 4kg) and landed on C2 laydown area. The crane operator stopped the operation and lowered the whipline off. The banksman then instructed the crane operator to put the crane boom into the main rest to allow a full inspection. The weather conditions at this time were wind, 22-30 knots, direction 216 degrees, Sea 4.2 sig 5.4m Max. Platform movement, heave 1.3m, Pitch 1 1/4, Roll 2 degrees deemed within limits for this type of crane operation. The inner basket filter is secured inside the vessel by locating the lower flange of the basket filter over 12 studs. Nuts then have to be applied/removed using an 8ft T-spanner which will reach to bottom of vessel. The nuts cannot be seen at the bottom of the vessel. The performing authority (P/A) must "feel" for them when trying to unscrew and retrieve them, and they could be dropped or lost without the PA realising. Nine nuts were removed, and the collar type eyebolt (SWL 0.4 tonne) secured to the top of the basket filter and a shackle and sling attached (both 1 tonne SWL) to the stbd G90 crane pendant. An attempt was made to remove the basket filter with a straight lift using the crane, without exceeding the SWL of the eyebolt, but this failed. Repeated attempts were made to lift the filter basket clear of the vessel and each time between the P/A made an attempt to check for nuts still in place to no avail. The crane finally applied an additional pull in excess of the SWL of the eyebolt, shearing the thread. The eyebolt, although in new condition, was not colour coded in accordance with the current permanent platform lifting equipment colour coding. It was coloured purple rather than brown. There are several similar eyebolts, only used for this purpose , which were kept stored in a drawer ready for use. One was taken from the drawer and given to the P/A by his supervisor. For rest of report please see OIR9B



An <...> Operated 4.536t SWL Winch was being used for guiding a lower riser package on to a sub sea manifold to facilitate coilled tubing operations. The winch was the starboard of the two winches used for this purpose. The wire was routed through a 5.8t SWL sheave located on the moonpool deckhead from the winch to the lower riser package. This arrangement has been in place for six days. The unmanned winch operated automatically paying out and taking in as the installation moved with the 2 - 5ft heaves being experienced in the previous 24 hours due to the sea state. It was discovered that the 19mm 4.6t SWL winch wire had parted. Actions taken since the occurrence - air supply to winch is isolated other winch wire checked for patent defect, sheave checked for correct operation, equipment certification checked, section of failed wire sent for failure mode analysis, review slip and out procedures, review guide wire procedures, check winch regulator for correct function, change starboard guide wire sheave for a larger diameter model, specify langs lay for replacement wires. During deck operation, the IP was involved in the lifting of a cement batch tank skid, using the Stbd. G90 crane. This was a blind lift. During the lifting operation , the skid snagged on a uni-strutt and bracket which was projecting from lower edge of a structural support beam on the top side of the main deck. When the load was raised it swung out towards two of the deck crew, striking two of them and injuring one. The banksman had tried to stop the crane operator raising the load clear of the deck, but the crane operator had not heard him. This incident is still in the initial stages of investigation. A full report will be forwarded as soon as it is completed. Further details and action to prevent recurrence will be included in <...> report. Normal supply boat operations were being carried out. A skip was being positioned on the supply boat deck using the platform stbd crane. The skip caught on the crash barriers on the supply vessels decks coinciding with a vessel roll, this caused the sling to tension and one of the slings legs to part. The skip was immediately lowered to the deck of the vessel and the crane hook disconnected. Wind : 280 deg @ 4k. Sea height : 1.5 m swell : 2.5m. Confused sea. Janice motion : Roll = +/- 0.3 deg; Pitch +/- 0.5deg, Heave 1m. The handle from a single cylinder hydraulic hand pump was allowed to fall from a work platform 40ft up in the derrick to the drill floor. No damage to plant or personnel sustained. A piece of alloy metal, 25cm long and 5cm wide, weighing 0.3 kgs, fell approx 8 metres to the deck in the moonpool, in the vicinity of the personnel working there. It was discovered to have occurred when the forward hydraulic hose carrier assembly, which lays out the track as the crane traverses, had fouled on a structural beam adjacent to the track, and buckled. The dropped object was part of the carrier assembly. The track guides in which the carrier layouts were found to be in poor condition and were missing altogether in the area of the damage. The poor condition of these guides allowed the carrier to misalign slightly and catch the edge of the beam. The actions to prevent reoccurrence are:- 1) Instruction to be put in place to state that until the permanent track repairs are complete the Moonpool crane is not to be traversed without an observer stationed to monitor the forward hose carrier, by <...>. 2) Full survey of tracks and associated structure to be carried out as suitable remedial measures identified. 3) Complete remedial measures prior to next years CTD programme by <...>. A condensate pump was running noisily, when this was checked out sparks were observed coming from the coupling housing. The pump was stopped, it was evident that there was a small fire in the coupling housing. Dry powder extinguisher was used and water cooling applied. Stopped work for over 24 hours. The planned workscope involved the replacement of the LP Hydraluic accumulators within the hydraulic package. This work was being carried out by specialist personnel who had supplied the accumulators. The incident occurred when a hydraulic technician had just fitted a replacement accumulator to the Subsea Hydraulic Power Unit LP hydraulic supply. After reinstating the accumulator supply pipework downstream of the accumulator isolation valves, the technician entered the skid to view the installed pipework from a different angle, to check the pipe alignment. At this moment a 3/4" Parker A-Lok compression elbow on the LP hydraulic supply line, (upstream of the acummulator double block and bleed isolation valves), blew off. A discharge of HW 540 hydraulic fluid approx. at 207 bar struck the technician of the right forearm. Some of the HW 540 was deflected behind the technician's safety glasses and into his eyes. The technician isolated the supply and went immediately for medical attention. After consultation with the duty doctor, as a precaution it was recommended that the technician be medivac-ed for onshore evaluation.



Two painters observed an oil leak coming from a 6" pipe in the process area. The leak from a weld at an elbow on the pipe, at a position about 3 metres forward from the port end of the freewater knockout vessel at a height of about 6 metres above deck level. The leak was reported to the Central Control Room. Area Operator was contacted to carry out a check. The Area Operator contacted the CCR requesting a process shutdown. Shutdown and blowdown via BDV-01464 of the oil process system commenced immediately. Hotwork permits were withdrawn and all other installations were informed of the shutdown. Using the P&IS's, the oil leak was identified to be coming from the 14" production separator oil outlet flowline. All valves were closed. Containment barriers were installed in the immediate vicinity of the oil leak and central process area barriered off. When the process inventory from the production separator and FWKO vessel had been routed to the pontoon reclaimed oil tank the production separator, FWKO vessel and associated pipework were flushed. Flushing was carried out using the water injection pressurisation header and routing injection water up the Ivanhoe riser through the oil processing system. The oil was cleaned from the central process main deck area using an air driven industrial vacuum cleaner. Process isolations as per process isolation certificate No 8808 were applied to allow further localised flushing of the 6" vent line and an assessment of work requirements. Following a process system trip & prior to start-up hydrocarbons were observed dripping from the installation on a LP Fuel gas purge line in the process plant remains shut-down for investigation & repair. <...> - Normal production ops were in progress. It was decided to pack B6 annulus with gas to enable future plant start up. A changeover to fuel gas for the turbine was planned. A plant trip was thought to be likely as this was the first changeover after a prolonged shutdown. Gas was detected at the F & G panel for the HPPU returns tank. Initial checks did not identify a problem. Attempts to reset the panel failed and further investigation revealed an oil level on the returns tank sight glass. This was reported to the CCR. The oil was drained down to the open drain system and the valve closed. A further telephone call to the CCR was made., and on returning to the tank the oil level had risen again and was overflowing from the flame arrestor and tank vent. A small spillage occurred which was easily cleaned up with absorbant pads.Hot work permits were withdrawn and barriers erected to restrict access to the Moonpool. B6 annulus riser was vented to flare. Pressure was applied to the downhole safety valve control line. These actions seemed to reduce oil returns but there was still gas present. Further investigation confirmed that pressure was present from control line of B6 production downhole safety valve. This has now been disconnected at the bulkhead panel and fitted with a guage and valve to enable it to be monitored. Operations Tech on Gas Compression duty noticed a smell of gas in the Gas Drier area. On closer inspection he detected a leak coming from the flange to the inlet to 'A' Gas Drier. He immediately reported this to the CCR. The Process was shut down under controlled conditions . Bolts were retightened on the flange. 'B' gas drier was found to be developing a similar problem. This too was corrected and the system was pressure tested with nitrogen to 30 barg. The duty oil technician was in the pigging room lining up wells for gas injection when he noticed ice formation and vapour around the end cap of the tapping adjacent to XXV 2203. He immediately sourced a portable gas detector which confirmed a gas release. The CCR was contacted and the OSA was asked to investigate. The minor leak was monitored whilst a decision to manually shut down the plant was agreed in order to correct the leak. However, before the plant could be shutdown a GCM trip occurred due to a Hi- Hi Level in D2090, which caused a blue shutdown. A purple shutdown was then manually actuated to blowdown the GCM. The mechanical supervisor then inspected the leaking cap and it was found to be insufficiently tightened and no thread sealant used. The end cap connection was re-made and the system leak tested to 180 Bar. The B Solar Turbine was being prepared for start up after maintenance - water wash of engine and Fire and Gas Preventative maintenance program. (Fuel gas system had not been touched on mtce program). Platform F+G alarm from solar enclosure. Platform went to muster. System shutdown and de-pressurised. Investigation for leak using N2, identified joint on Pilot gas filter body. Initial investigation is that the gas system had been isolated and de-pressurissed - hence seal relaxed. When system re-pressurised seal did not take back up and started to leak. All similar seals being checked by maintenance prior to start-up. To allow the inspection of flanged joints on 'B' gas compressor, isolation of the machine was planned for operations nightshift of <…>. This was to include draining of hydrocarbons, nitrogen purge, depressurisation and isolation in accordance with the isolation certificate raised. Cold work permit <…> was issued to <…> on dayshift of 13th to allow checking of 5 flanges in a random sample, when the first flange was loosened (first stage suction cooler outlet) gas escaped from the flange. The flange was immediately retightened, incident reported and work permit withdrawn. A portable gas detector on site for hot work alarmed at high %LEL CH4. Fixed acoustic and line of site detectors did not alarm. On investigation it was found that there was a level of condensate in the first stage suction scrubber (visible in sight glass). Gas leak found on thermo well on the second stage discharge of B compressor. Natural gas.The equipment was shut down and isolated. Compressor on line, leak was noticed by operator. Compressor then shut down.



Normal operating conditions, environmental conditions were normal. Time into shift was approx 5 hours. There was a gas leak due to a cracked weld. Plant was shut down. As the plant was started, an impulse line on a pressure transmitter cracked and leaked gas. The plant was immediately shut down. Whilst depressurising an isolated section of the gas export pipework, gas was noted to be leaking from the closure of the Oil Mist Eliminator vessel MV-1102. No fixed gas detection system detected the leak. The leak dissipated quickly in a natural environment (open deck at height) wind 220 deg @ 30 knots. FPU heading 315 deg. Oil mist eliminator manufactured by <...> Engineering. <…> 2 seal type on closure. The steam reciprocating stripping pump located in the bottom port side of the aft marine pumproom mechanically failed while transferring dead crude from the ships storage tanks to the residue tank. Initial checks indicate that the lower piston to travel further striking the lower cast metal casing which crackle around the bottom. Approx. 5m3 of oil was released before the pump was isolated. This was caught in the pumproom bilges and later transferred back to tankage. "A" process gas compressor had been shut down to facilitate maintenance repairs to the signal feed back arm on the 2nd stage anti-surge valve. The compressor train was being re-pressurised and prepared for a return to operational service. The outside operator was carrying out start checks throughout , at the compression chain when he smelt gas and could audibly detect a leak at a 1" 1500 RTJ flange joint. The flange is located in the 2nd stage gas re-cycle line on the gas scrubber skid, the skid is open to the atmosphere although there were no gas alarms initiated for the area. The operator immediately radioed the central control room and the compressor was vented down. During skidding operations the rig had reached the end of its travel, Injured Person (IP) reached under the top surface of the control console for the shut off valve, when a 1/2" hydraulic coupling immediately below the valve failed. This caused the 1/2" stainless steel line to spring upwards catching the IP's hand between the pipe and the control valve he was operating breaking his finger. Following maintenance on an empty used diesel generator, it was a test run. Once started the unit went into overspeed and it appeared to fail to respond attempts to shut it down. The injured person (IP) headed to the switchroom when the generator failed. The IP was hit by the generator housing as he walked past and fell against other equipment. A failure of link pin in the operations to retrieve work overpool. While tensioner chains were slackened off during nipping down activities, a section of a link pin fell to the area beneath, the which was a scaffold section. The pin is connected to a shackle, and on the work overspool tensioner sing and is one of four tensioner chains. The pin which failed was a greasing type , an NDT test revealed a crack from the pin had failed. Area was made safe and the three remaining tensioner chain link pins were replaced and an investigation is ongoing. Approximately 1 hour into shift whilst undertaking routine checks an operator spotted pinhole in seal oil line to main oil pump, on A line. Oil was being sprayed out from the pinhole on to pump housing and pump bed. A clamp was fitted to the pinhole until a long term repair could be manufactured for installation. Previous checks of location had been made throughout the day and no leaks noticed. Leak must have occurred just prior to inspection walkabout by operator. Whilst walking around the platform operator noticed a leak of what looked like water emanating from a pipe, running underneath the grated walkway. The leak was coming from a hole in pipework. The inventory of the pipework was indentified as possible oily contaminated water running from the slop tank to the surge tank. On investigation of an alarm on <…> "D" the Wellbay operator discovered oil spraying out of a parted hydraulic compression fitting. The fitting had not had sufficient pipe inside the fitting to maintain a correct seal. This fitting is in excess of 17 years old. <…>'s alarm worked as per design. While working in the Well Bay the operator had just opened the choke on well -38. He walked away from the area when a <…> flow line hose burst close to the coupling. There was a small release of gas and oily water mixture. Remedial action - Choke valve was closed, all manual master valves closed and pressure bled off to test separator. Running 9 5/8" casing, SE 25 30 Kt, Ambient temperature 5 deg, STBD Deck Crane. While picking up joint from Cat Walk, pin end protector fell off. The joint was laid against the stop on the Cat Walk with the other end resting against top of V-Door. In order to reinstall proctector, the crane was attached to a sling at the pin end. Box end to be connected to pick up elevators. Banksman signalled crane driver to pick up, not noticing that pick up elevator was not latched to box end causing joint of casing to slip down V-Door along the Cat Walk. Banksman stood clear of casing when signalling crane. While racking back on a double 8 1/4 collars with a set of drilling jars on top, the bottom bolt of the jars clamp sheared off falling approx 90 feet to the rig floor. The weight of the sheared bolt was approx 1kg. The job was shut down. The clamp still secured by one bold was reinforced with rope securing on the return into the well the clamp was replaced.



At approx. 23.15hrs on<…> while back loading the PSV <…> a BJ half height number EPDJ422 / SWJ422 containing casing handling gear & weighing 7ST became snagged on one of the openings in bulkhead surrounding main deck on boat. Load was about 4' above boat deck when it became snagged. As crane operator continued to lower half height, it tipped & some of the equipment came out onto the boat deck. Crane operator spoke to Captain who confirmed one of the lower legs of the 5 part lifting bridle had parted either when load became snagged or when it came free from the snag. Load was the 3rd & last main block lift down to the boat. Net on half height was installed prior to lift being made to the boat.No injury to personnel on the boat as the deck crew were well out of the way of the load within protection afforded by enclosed gangway around boat's deck. The supply vessel "<…>" was manoeuvring close to the starboard side of the rig in order to work cargo. The vessel's bow struck column C1 above the boat bumper, 18ft below the main deck. (108ft level). There is a large dent in the plating and deformation of the two ring beams , but no penetration. The vessel master advised that he inadvertently cancelled the yaw setting which caused the DOW to shear away and strike the rig. Operation in progress was to recover BOP's to surface, split BOP stack & LMRP and move them to the storage/maintenance area on deck. Weather conditions at time of accident were 17 knots wind @ 250 dgrees, 3 feet seas with negligible rig motions ( roll, pitch & heave).The BOP assembly had been landed off on the Moonpool spider support beams & the 4 guidelines had been removed. Operations were in progress to lower the BOP guideposts into the BOP frame. This is to create room for lifting the LMRP using the overhead gantry crane and moving it to it's test/storage stump on the portside of the rig.The IP a roustabout and an assistant driller were in the process of lowering the STBD. A 3ft x2 ton SWL sling was attached to a moonpool utility winch using a 12 ton SWL shackle. A 1.5 ton SWL bow shackle was attached to the free end of the sling. The sling was inserted into the slot on the top of the post such that the weight of the post would be taken on top of the bow of the 1.5 ton shackle. The post is fitted with a REGAN profile top. Rig involved in the Completion of <…>, <…> Development. While attempting to achieve a satisfactory inflow test on the downhole safety valve (TRDHSV), it was necessary to vent some of the pressure above the valve via the rig choke manifold and mud gas separator (MGS). The operation had been carried out successfully during the night (<…>) and early morning (<…>). The TRDSV was cycled three times to remove any possible debris which may have been preventing a satisfactory inflow test. After cycling for the third time the inflow test was initiated. It rapidly became apparent that the pressure drop which had been expected did not occur. Choke shut in. Ballast Control Room notified rig floor of high gas levels in the shakers shortly thereafter. The higher than anticipated flow rate broke the liquid seal in the MGS thus allowing the release of gas into the shakers. On investigation, it was confirmed by a 3rd party that the TRDHSV was in the open position. The gas rapidly dissipated with the action of the extractor fans in the shale shakers. During rig mooring operations, the stbd crane was working the anchor handling vessel <…>. At the time of the incident, the crane had lowered a strop back to the vessel and was picking up on the whip line and the boom with no load on the crane. The crane had come up a few feet when the boom started to lower in an uncontrolled manner. The anchor handling vessel reacted to this by moving clear of the rig. the crane boom came to rest hanging down the side of the rig with the boom tip in the water. The ongoing operations on the rig were shut down at this time. The Incident occurred @ 14:00hr on <…>. the crane remains secured to the structure by the boom heel pins wind - 27-34 knots @248 degrees seas - 4 miles @7 secs heave - 1.3 metres pitch - 1.5 - 2.0 degrees roll - 1.5 degrees . 15 minutes into Night Shift a floorman found and gave to Driller on tour a 5/16" X 1" cap screw. It was found on the rig floor below the recently installed top drive. He searched the rest of the floor area and found 5 more cap screws. Upon investigation it was found that 8 cap screws were missing from the retainer ring that contains the cylinder rod for the pipe handler. Further investigation showed that the 8 cap screws on the make up piston had also worked loose but had not become detached. The cap screws were replaced and everything tightened. The rest of the top drive was thoroughly checked and no more loose items were found. Positioning a cutting skip with the starboard crane. IP was banksman and another roustabout was landing the skip, when it hung up and then slipped free. As it swung back and fore on crane IP stepped forward and tried to stop it swinging. Load swung back and caught finger bwtween two skips. Operation was back loading empty containers with starboard deck crane. While manoeuvring empty container within 1015' of attending vessel & compensating for boats movements, "Boom Saver" limit switch activated on whip line. This prevented e operator from picking up as control lever is forced into neutral posn & brakes disengaged; under normal conditions, control of whip line is resumed once contact broken. Crane operator boomed up & slewed left to safer posn & instructed boat to stand off. Believing it was main block interfering with boom save limit switch, he partially lowered main block but this made no difference & limit switch remained activated. To complicate matters, whip line was slowly paying out & brakes were having no obvious effect. Reverting back to whip line & still unable to pick up, the crane operator engaged emergency stop. By this time, empty container was at sea level. With mechanics & electricians now attending crane, boom saver limit was overridden & load safely recovered.



While testing the Dreco Crane upper boom limits prior to working a supply vessel, boom limit failed to operate. The crane operator activated the emergency stop but due to the time delay the boom sustained damage to the heel section. The drill crew were having a toolbox talk inside the dog house prior to pumping out of the hole. No-one was on the drill floor at the time of the incident. A light fitting broke loose from its fixings. It broke into pieces, came loose from its safety wire and dropped to the aft set back area on the drill floor. The light fitting dropped from approx. 120 feet hitting derrick equipment and structure on its way down. No-one was injured. Weather prior to the incident had been 90 knot gusts. At the time of the incident the wind was 40 knots. The high pressure riser had been removed from the wellhead and was being lifted through the rotary table. As the riser was passing through the rotary with about 5ft to go the fastlock connector fitted to the bottom hung up on a steel beam in the diverter overpull causing one of the 3.5 tonne slings to part. No one was injured and the riser didn't fall as it was still held by the other 3.5 tonne sling. Operations at that time was taking cargo from supply boat. Long basket, 50 feet long was lifted from the boat, weather good, wind 25 knots at 50M. When lifted over the accommodation, wind caught basket and made it rotate. Banksman instructed to lower basket to stay clear of crane boom. At this height it came into contact with top navigation light, which was knocked off and fell onto top of jacking control room and then down to 6 metre on top of accommodation roof. Basket safely landed on main deck making use of tag lines attached to basket, no one was hurt. While pulling out of the hole with 5" drillpipe, an object was heard to fall to the rig floor. Work was stopped and the head of a derrick bolt (250 gms) was found approx 3 metres from the rotary table. A time out for safety was taken & subsequent investigation found the other half of the bolt still in place in a beam at the active heave platform in the derrick. This beam is approx 30 metres above the rotary table. Weather conditions at the time of the incident were fine. Carried out a full inspection of the derrick and checked the bolts in the surrounding area. Area underneath dolly tracks was barriered to restrict access. Replaced failed bolts and installed sheeting around the beam at the fish plates to capture any further failed bolts. Further investigation being carried out by Derrick manufacturers and Morinoak (MIL) Derrick specialist. At about 09.15 hrs, <…>, a seaman on the supply vessel alongside the <…> was injured on deck while containers were transferring between the supply boat and <…>. The IP suffered fractured pelvis. The MODU is drilling at <…>. Report received by HSE duty officer 17.30 hrs. While pulling out of the hole with 5" drill pipe, the rig crew were in the process of setting the slips when an object was heard to fall onto the rig floor. It was found to be a 12"x1/2" OD bolt 450grms and came from the 5"drill pipe air operated elevators. Work was stopped and the rig floor made safe. Investigation carried out to determine the cause of the failure. Elevators to be sent to shore for examination by manufacturer Varco. Replaced elevators with rental set. Full examination of elevators carried out prior to use. Rig procedure and task risk assessment carried out and additinal precautions in place to revent incident recurring. When re-establishing main line pump (re-fitting fuses) after maintenance work on the fire main, there was a flash-over in the starter block. The flash-over happened because the pump tried to start due to it receiving a start signal from a presssure switch in the fire main. The signal should not have been present as the fire main was pressed up to 6bar at the time and the switch setting is 4bar. This caused supply breakers to trip and the rig to 'black out' and also damage adjoining starters. The emergency generator came on line automatically within 30 seconds and all safety critical equipment was supplied with power, until main power was re-established at 19.45. The damaged starters were removed for inspection and repair. At no time was there any danger to any persons on the rig. The weather at the time was overcast with 15-20 knot winds. Working on the main deck using port crane. "W-ly wind 5 knots Temp +10deg port Crane Maine Block whilst working, a roustabout heard a sound like metal being dropped around the area he was working. Due to previous incident with broken cutter pins on the main block wire protections guards REF <…>, the crane driver lowered the main block to the main deck for investigation. The bar holding the sheave guard was found missing. The bar was later found on the main deck. The derrickman was trying to transfer Barytes from No 5 bulk tank to the dedicated surge tank in the pump, room when he encountered problems. As a result it was decided to swap over to the dedicated Bentonite tank. He contacted the SSL to blow air through the lines to establish a vent and closed down the filling lines and vent to the Barytes hopper, whilst opening the lines to the Bentonite tank. The SSL started to purge the line and after about 30 seconds, the Baryte tank manhole cover blew open, and the surrounding area was covered with Barytes. On investigation it was discovered that the SSL was unaware that No 5 tank could only be transferred to the Barytes hopper.



Loading container onto Boat (free fall deck) when crane failed. No injuries, minor damage. <…> form- Incident occurred during backload operations using starboard crane to supply vessel <…>. Operation at time of incident was lowering 10' open basket, weight 8.5tonnes (measured by crane weight indicator) using auxiliary line (SWL 9.1tonnes) to <…> deck. Load was lowered to position approx 20' above <…> deck & held for short time in that position prior to final lowering. Crane operator then commenced to boom down & lower on auxiliary line simultaneously at which time he experienced an uncontrolled line pay out causing load to land heavily on <…> deck. Immediately following this event the crane operator was able to lift and finally position the load. The rig was tripping out of the hole with 3.5 inch drill pipe. The weather was fair with 15 knot winds from 340 degree winds. The port crane mechanical angle indicator body (6kg) fell from crane boom to the main deck 40 foot below. No personnel were injured. Both cranes were checked and found satisfactory, with attaching bolts found to be welding to the boom foot. Boltf ound to be sheared (bolt is missing, presumedto have fallen over the side), as evidence as bolt remains can be seen in threaded hole. All angle indicators removed to facilitate fitting of safety slings. Port angle indicator attachment bolt will be welded to boom foot if reinstated. Task: Removing Suction Module from Mud Pump no: 1. Weight of the module 500kg. The module was lifted out of the pump by a 1 ton chain hoist. The weight was then transferred to a 5 ton chain hoist suspended from a trolley beam. The load was pushed along the trolley beam towards the doorway into the sack store. When the load was at the doorway the 1 was starting to be lowered to deck level. the load suddenly came crashing down. The module fell 2 feet hitting 1 9 inch high step and fell to the deck. The chain hoist has been removed from service, and will be sent in for third party inspection. EARLY DAY REPORT Death of <…> (During Deck Operations During offloading of supply vessel deceased was struck by a large tool basket resulting in a crush injury to head, death was instantaneous. The deceased was carrying out the role of banksman/slinger a position for which he had been trained. During offloading of supply vessel deceased was struck by a large tool basket resulting in a crush injury to head, death was instantaneous. The deceased was carrying out the role of banksman/slinger a position for which he had been trained. During offloading of supply vessel deceased was struck by a large tool basket resulting in a crush injury to head, death was instantaneous. TD for 8 1/2" section had just been reached and the driller was picking up off bottom for circulating, prior to pulling out of the hole, when the incident occurred. All three mud pumps were running at the time. The Control room operator heard a loud noise from the low voltage switch gear room, which is immediately adjacent to the control room. The rig lighting dimmed, SCRs tripped out and alarms registered on the Emergency panel. Smoke was observed from the low voltage room and the Control room operator sounded the General Alarm. All personnel were mustered and the Emergency team together with rig electricians were sent to investigate the situation. All personnel were accounted for, with no injuries reported. The well was made secure at this time.On arrival at the scene, the Emergency team found the smoke had dispersed, and there was no evidence of fire. The rig tripping out of the hole with 3.5 inch (WP38 drill pipe) a stand had been backed out using the FRANKS hydraulic tongues. As the AD took weight to lift the drill pipe, the stands popped, jumping 3-4 feet. Startled by the pipe, the IP stepped back from the pipe and slipped on a wiper rubber hose, and fell over the manual tongues snub line, injuring his shoulder. A reel in a frame weight 10 tons was being lifted with the starboard crane from the aft deck to the pipe deck. The wind was 23-25 knots north west. The pitch was 0.8 degrees at 6 seconds the roll was 0.7 degrees at 6 seconds. The load was lifted and the crane boomed up. Due to a slight increase in rig motion the load swung and contacted 2 lacings on the crane boom. One of the lacings fell 30 feet to the deck. The lacing was 3" in diameter 70" long and weighed 35 pounds. Due to good risk assessment prior to the job, extended tag lines were in use and all personnel had been cleared from the area prior to the lift going ahead. It is intended to make even closer assessment of the weather criteria prior to such a lift in future. The <…>I port crane was back loading equipment down to the<…>. Whilst nitrogen converter 8889 A1 was being lowered on the deck at approximately 3-4 metres on the deck an object was seen to fall from the nitrogen converter. On investigation it was found to be a 24" pipe wrench. At the time of the incident no personnel were in the vicinity. <…> <…> alongside stbd side of <…> to discharge tubulars. 285 joints of 5" drill pipe on the vessels port aft deck lying fwd/aft. 92 joints of 11.3/4" casing lying adjacent to the drill pipe on the stbd side. Offloading of the drill pipe commenced at 22.20 hours. 24 bundles of drill pipe (8 joints per bundle) had been offloaded. No casing had been offloaded.At 22.13 hours while the IP was about to hook the aft sling of one of the drill pipe bundles onto one leg of the rig crane spreaders, a bundle of the casing (3 joints per bundle) moved and trapped the IP's right ankle between casing and drill pipe.



The motor vessel <…> struck the <…> on the middle of the starboard side of the bow leg, at a height of 318. Operation was backloading drill cutting from the <…>I through a five inch, 206 foot hose on the starboard side. Motor Vessel <…> had been engaged in this operation from 08.26 hours on the <…>. Motor Vessel <…>First Mate, Mr <…> reported all equipment was working correctly and the contact had been caused by a lapse in concentration by Second Mate <…>, who had the driving position at this time under the supervision of Mr <…>. From observation Motor Vessel <…> suffered minor damage. <…>I had photographs taken by the <…>, these were examined and no signs of minor structural damage could be seen. Removing mud 'PROBh Toul'. 10" pup joint resting on floor. Elevators opened without warning or activation from control panel. Pup fell out of the elevators and struck the stump which was in the rotary at the time. As it fell over it narrowly missed the mud hand. Wind speed, 40-50 knots, rig roll 1.5 degrees, pitch 0.8 degrees. 2 X dropped objects from drilling derrick both to be registered as separate incidents: small bolt from top drive 'dolly ' track fell onto the monkey board. Incidents were not connected in any wayall similar bolts checked and found to be ok. No injuries to personnel. Drilling ops resumed after checks were completed. 2 X dropped objects from drilling derrick. Small bolt securing a latch mechanism at the monkey board fell to rig floor. Incidents were not conected in any way-all similar bolts checked and found to be ok. No injuries to personnel. Drilling ops resumed after checks were completed. <…> During operation of MH1833 racking arm, the claw of the racking arm was opened and the retaining bolt backed out of its housing & fell 90 feet to the drill floor. The falling bolt struck the handle of iron roughneck(MH) deflected onto left leg of drill crew member who was operating the iron rouchneck. Time into shift 4.5 hrs day / 4 days work stopped, area secured racking arm head and systems examined. No secondary re-aiming method evident bolt resecured with 2 retaining devices & torqued to manufacturer's recommendation. <…> notified of failure. Review of safety alerts requires industry alert. On the <…> - working using a burning torch was being undertaken in the mudpits when smoke appeared & smoke alarm went off. Rig went to muster. <…> An access holehatch was being cut into mud pit 2 from main deck to allow a long section of piping to be lowered into pit. This was part of an ongoing project which was the addition of a 3rd mud pump & all the associated piping to be lowered into pit. The tank had been vented, gas checks carried out & in addition, tank was flushed with water & cleaning agent. The work was started using a grinding disk & a bang was heard & smoke was observed coming from pit room. Work was terminated, alarm sounded & fire teams mustered. Lowering <…> Wireline conveyed Fluid Sample Catchers into wireline BOP through the <…> Coil Tubing lift frame. There was a man positioned at the Monkey board observing and guiding samplers past the Coil Tubing Lift frame. The sampler was being lowered on the Grey Tugger (Port Forward) whilst lowering on the tugger the rope socket of the hoist wire hung up on the guard connected to the Lift frame. At that point the tugger operator stopped lowering and we can only assume the heave of the Rig lifted the guard off its hinges. The Guard then fell to the Drill floor ( 80 feet) Guard weight = 11 LBS. Guard dimensions Approx 3ft x 1.9 ft. Guard made of steel mesh surrounded by 1" x1/4" flat bar. Welding deck support structure in Engine Room around Main Engine #2. At approx 1700 hrs, after turning off his equipment and checking the area, the welder left the work side. The welder stated that the last not-work prior to leaving the site had been completed at 1630, the intermediate 1/2 hrs was taken up with preparations. At 1720 the flame sensors on the engine room were activated. On investigation a fire was discovered emanating from an area under main engine #2. The observation was reported to radio room and the general alarm was sounded at 17.22. A leak was detected in the starboard propulsion room which on investigation turned out to be a blown gasket. It is on a hydraulic operated valve on the sea-water cooling system. Unable to isolate this valve due to the ships-side manual valve not sealing. Attempt to nip up flange, this was unsuccessful. Technical superintendant onboard and carried out a visual inspection . Leak monitored daily and low level bilge alarm for this area tested daily. There does not appear to be any increase in the ingress of water. The steelwork in the immediate area is relatively new and in good condition. Blanking plates are being sourced so that the sea-chest can be isolated and repairs carried out. Weather conditions at the time were as follows: Seas 11ft, Wind 35knots Roll 0.9deg, Pitch 1.0 deg, Heave 5ft. Loading riser baskets from supply boat using the stbd crane and loading drill water through a bulk hose at the same time. Weight of riser baskets required using the main block. Attached to the mainblock was a 5.3 metre safety pennant. Request made by the supply boat to remove the hose on completion of loading drill water. The main block was hoisted clear into its normal storage position, leaving the safety pennant attached to the mainblock hook. The whipline was lowered and a safety pennant attached. The bulk hose was lifted clear of the supply boat deck but became entangled around the lower fairleader of the rig. As the Crane operator was moving the crane boom to free the hose, this caused the mainblock to swing considerably.



Whilst running a stand of pipe through the rotary table the blocks came into contact with the top racking arm causing it to break two shear pins in the mechanism that then fell to the drill floor from a height of 90 feet. During casing operation (running 13 3/8). The blocks contacted the retractable stabbing board. When the stabbing board is in the full upright position contact is impossible. After the blocks which were slowly being lowered, contacted the stabbing board, it was pulled away and fell out of its fasteners, causing it to drop approximately 40 feet to the drill floor. The weight of the stabbing board is approximately 1 T. One minor first aid was reported by ?, who was standing on unit when it gave way when his safety line which prevented him falling gave an abrasion (slight) to right side of his neck. The operation in progress at the time was back loading of a supply vessel using the rigs port crane. The starboard crane was passing equipment from the starboard bow to the main deck. The accommodation roof has three transverse sections of removable hand rail directly forward of the starboard crane. The crane operator had hooked on a waste skip at approx. 99 feet radius. As the crane slewed clockwise to place the load on the main deck it is thought that the winch hydraulic hoses caught up with the hand rail easing it out of the inboard socket. It would have appeared to have contacted the cab support strut and as slewing continued, the hand rail was ejected from the outboard socket and over the side into the sea. Whilst having No. 3 anchor in order to cross tension against No.9 anchor, the chain parted on the gypsy. The Rig end fell into the chain locker and outbound end fell into the water. The chain tension had only just begun to rise and was reported under 200kips just below the breakage. Approximately 1080 metres of chain was lost overboard. The anchor handling vessel <…> recovered the anchor and all the chain which was then wet stowed in a safe location. Weather conditions were SEly wind at approx. 25 kts. SE seas approx. 3m, fine and clear. Location approval was then obtained for operating with 11 anchors for this well only. During the operations of the port crane a pipe wrench (12th) fell from the crane to the pipe deck, a height of approximately 130 ft. No injury or damage occurred. At approximately 15.35 on the <…> the <…> was moving on the <…> with 4 angers deployed, to tractor tugs on the beams and <…>on the bow. Contact was made between a perimeter walkway at the rear of the <…> drill floor and a railing and light below the Franklin weather deck. The conditions at the time were wind 12 knots from the south east to south south east, seas 0.5 metres tide flow was south west away from the platform. The rig was moving infrom stand off location to alongside <…> platfrom. A low northernly swell was inducing a fluctuating oscillation in the rig structure. Whilst the rig was alongside in position it experienced such an oscillation which grew to such an extent that contact was made between the two installations. This oscillation masked the true position of the rig and led the person in charge of positioning to believe the rig was further off. The <…> towmaster was person in charge of positioning rig. Whilst racking back a stand of drill pipe using both racking arms, a piece of metal fell to deck. It was identified as a sensor indicator bracket from the upper racking arm retract system. The sensor was found to have been in physical contact with the sensor indicator over a long period of time, this had weakened the weld causing it to fall. PM carried out <…> (wkly) Hyd. Eng insp. <…> (mly). Indicator to be fitted in correct position, no contact. All others checked - 4mm gap. PM to include gap check. Dye penitration on welds. A.S.A.P. The cantilever deck was being skidded in to enable mating of the subsea xmas tree situated on the aft main deck to its running tool, which was situated in the rotary table. The four guidelines attached to the subsea protection frame and reeved onto air winches situated on the port and starboard cantilever platforms wre being slacked off as the cantilever moved inboard. The no. 3 guideline (port fwd) came under tension, one side of the winch was pulled off its mounting which allowed the drum to jump free and the wire to unspool. Winch model: Ingersoll, Rand utility winch. Model no. FA5A-LXKI - E. SWL: 4536K9. Weather fine and clear, wind 15 kts. Operation at time was R.I.H. After a number of stands of drill pipe were run in the hole a manrider line became caught behind a bracket on the top drive and was then caught behind a bracket which held back the travelling assembly hang-off line. The hang-off line bracket failed and fell to the drill floor. The operation was halted. The crew then inspected the top drive area, the manrider tugger and the tugger wire. The wire was determined to be damaged. The manrider tugger is now out of service until a new wire is installed. The bracket weight was approx. 0.5kg and fell 40ft (12m). Environmental conditions at the time: light variable wind, clear dry weather.



Advice will be requested from the makers as to why the lifting points are located where hinged lifting eyes can not be used. The incident was discussed at the rig safety meeting on <…>. Operation: Removing piston (weight approx 1/2 tonne) from upper annular of BOP to main deck. When lifting the piston it is necessary to use extended lifting eyes. They are suitable for vertical lifting only. The bridge crane does not travel port/starboard sufficiently to load equipment on the main deck so a snatch block and tugger were rigged to pull the piston to the main deck. The extended lifting eyes failed when side load was applied and the piston slid 10 feet down into the forward cellar deck. A folding platform (swl 5 tonnes) has been purchased to overcome this problem but it is still to be fitted. This will allow BOP parts to be landed with the bridge crane and the platform is installed, which is now a priority standard lifting procedure 8.010 will be amended. Weather at time - wind 17 knots, seas - 4ft, pitch - 0.2 degrees , roll - 0.2 degrees, hoave - 1ft. Offloading Supply VesselEvents prior to the incident are as follows: Load lifted from <…> deck being landed on<…> pipedeck by deckcrew. At this time the <…> pulled off further from the stbd side and lifted his fwd 'jib crane' and started to move an empty skip just below and aft of his bridge windows. At this time he was in a safe position to carry out this operation.As this deck operation was taking place on the <…> the <…> stbd crane slewed round from the pipedeck ready to take another lift. At this time the Crane Op was instructed to stop and standby until deck operations on the <…>were completed.As the deck operations continued to be carried out on the <…>, the vessel started to move in closer to the rig. The <…> master was instructed that he should start to pull away as he was getting closer to the rig. This request was repeated 2 or 3 times but there was no response from the vessel master. While drilling 12 ¼ section hole the Driller heard a thud type noise . He stopped the job and informed the Toolpusher/OIM. He was instructed to suspend operation and investigate to source of the noise. On inspection of the Drillfloor a pin of 3 ½ inch in length, 2 inch diameter weighing 3 lbs was found at the foot of the starboard side of the Drillpipe set back area. The investigation then focused on the area directly above this point. At the Monkey board level it was discovered that a pin was missing from one of the hinges of an empty drill collar finger. The finger was at this point still attached due to a connection to its actuator. Further investigation of the Derrick eliminated any other probable source of the pin. At this time all hinge pins on all fingers were examined and integrity checked and were found all good. A Derrick inspection was conducted with no further anomalies identified. At 0110, at fire alarm was indicated on fire & gas panel. CRO advised duty crane OP & rousabout who went to area & discovered smouldering rags lying on stainless steel bench opposite dryer. Heat was disappated with H2O water extinguisher, OIM informed, area checked, adjacent materrials removed. spaces ventilated & fire detection system reset. Investigation in crush of clothes catching fire after wash & tumble drying ongoing. Burnt remains & scorched towels being sent to <…> for analysis. Laundry machinery checked for correct cycle of operation. Operation was RIH of tubing nut and pin from a 35 ton shackle fell down to rig floor from 40' height. Weight 16lbs together. Shackle had not been secured from last slip and cut job. Cable from tugger is interfering with hang off line, causing nut to back off. No one was hurt. Other hang off line inspected and secured. Derrick inspected and tool box talk held with crew on shift. DOP operation procedures checked and securing of shackles added. It will be investigated if it is possible to secure a safety pin on a safety sling to the shackle. Will be discussed on night shift pre-shift meeting. <…> will be raised to discuss incident with other crew. Well <…> - The dual bore riser was being displaced to nitrogen via the well test choke manifold to the surge tank. While bleeding down pressure from the production bore of the well <…>, an over pressurisation occurred in the surge tank. The over pressurisation caused the tank to exceed its working pressure. The pressure relief valve opened and vented and at the same time a pin hole leak occurred in a test gauge spigot attached to the side of the tank. The surge tank had a working pressure rating of 50 psi, test pressure of 75 psi. The pressure noted on the tank prior to the incident was observed as 90 psi as a slug of nitrogen passed the choke manifold. The tank was approx 2/3 full of fluid at the time of the incident. The choke manifold upstream of the surge tank had been left open and unattended while the operatives were distracted with emptying the surge tank. The surge tank vent line was found to be blocked with foreign material in the flame arrester. At the time of this incident, the well was isolated at the xmas tree. <…>-Dropped stone container following failure of spragg clutch on crane. 15-20 ft. No injuries to personnel. Large dent in pipe deck.Crane isolated pending invesitgation <…> The operation was clearing the starboard aft pipedeck of excess equipment to make way for the 20" casing to come on board from the boat. The assistant crane operator was in the crane. The crane op and 2 roustabouts were working the deck. A half height containing stabilisers was hooked on to the crane whip line. The assistant crane op after signals by radio from the banksman took the strain to ensure he was centered over the load. the banksman after checking everyone was clear, instructed the load to be picked up. The load weighed apporx 5T. The assistant crane operator picked up on the load to a height of apporx 15-20'. At this point the load fell back to the deck. No-one was injured in this incident. The job was immediately shut down and the OIM and <…> informed.



Bundles of drillpipe were being lifted from the deck onto the catwalk, and the up to the drill floor. This operation had been ongoing for several hours and the incident occurred on the last lift. The crew in question were on the point of being relieved by the 0000 to 1200 shift. The lift consisted of a bundle of two pipes, and another set of slings with a single joint of 5" drill pipe. As the pipes were being lifted over the catwalk the banksman signalled the crane driver to lower the pipes which he did. However they were not completely clear of the "goal posts" at the side of the catwalk and the single joint caught on the top of the post and swung downwards striking the IP on the shoulder and squashing him against the post. He was next to a stairway to the deck and he went down this (under his own power) and finished sitting /lying on the deck. He was in some pain and was taken by stretcher to the Sick Bay for treatment. Company Doctor contacted and medevac arranged. Hospital > 24hrs During drilling in Underbalanced Drilling Mode it was observed that a mist was released from around the SSV (Secondary Separation Vessel) area. Because the operator was not sure of the source of the release the ESD (Emergency ShutDown) was triggered. Then it appeared that the release came from a partially opened ball valve, positioned on top of a sightglass at the SSV. The sightglass was isolated and the valve was closed. A 1/4" NPT plug was installed in the valve and operations resumed. <…>. Whilst hanging in the elevators a stand of 16" casing dropped approx 5 feet to the drill floor. The casing then leaned over in the derrick and came to rest against the monkey board walkway. No one was hurt in the incident. First investigations suggest that the elevators were fully latched. Operation in process was routine drilling operations. Washing in hole for fishing operation. At 23:45 night shift radio operator and steward hear a series of bangs that appeared to come from the radio room roof. On investigation they found a section of pipe support lying on the port side acommodation top deck. The pipe support details - 2inch diameter by 48 inches in length, pipe weighing 6.2kg. Investigation confirmed a fracture of the well had caused an obsolete support beam near the top of the navigation light mast to part. The section fell 24ft to the radio roof , then fell 5ft to land on the acommodation top deck. While replacing #5 gearbox on port leg jackhouse (weight approximately 3.7 tons) using port crane. Break on whip line allowed load to slip to approximately 15' and as a result damaged a handrail on port jack house and bent handrail on the emergency break was applied and held the load fully. The load was transferred to main block and returned to the main deck. The whole work area had been barriered off during lift and no one allowed to enter area New crew members were being trained in the use of pipe deck machine. Prior to start the PDM tracks and the casing stack were inspected and found to be OK. Whilst the PDM was tracking to the port side, it collided with 2 float collars that were on top of the casing stack. One of the collars was pushed off the stack. One end of it falling 2 metres to the deck in between the stack and the conveyor. The other end rested on the Samson post at the end of the stack of casing. The second collar remained on top of the stack. No-one was in the vincinity at the time and no-one was injured. We were performing a flip and cut operation, and a RBF tong jaw dimensions 5" x 1" x 0.5" weighing about 6oz dropped from 15ft and hit a roughneck on the back. There were no injuries sustained at all. Everybody else was clear. It hit him on the back and then landed on the floor. We then called a time out for safety. We than carried out a full inspection of the area and no other potential dropped objects were found. We believe that the object had been there for some time and had moved loose due to vibration. We had a dropped object on the <…>. This highlighted a need for a review of our existing tool management, this revised policy has since been implemented. We believe this object had been there prior to the new policy being implemented. Whilst carrying out the first pressure test on the BOP's it was noticed the string was starting to float, instructions were given for the three roughnecks to leave the rig floor as it was also seen that the dead man anchor had become loose. At this point the name blocks were seen to rise and topple over to the horizontal, the pressure test was vented down at which point the blocks descended back into the main drilling line. No injuries were sustained and investigation teams have been mobilised today. During the hooking up of the cutting recovery, the following event took place. Deck crew and SCS operators were lifting scales which are to measure the weight of cutting skips out of 10' half weights. It was noticed that a box was mounted underneath. It was decided to lower the scale down to remove box. While lowering, tyrap broke which had been used to fasten box in place. No one was hurt. Box 26" x 16" x 10". 20Kgs. Recommendation: Supplier of equipment informed. No equipment to be mounted under equipment that has to be lifted. Gauge to be stored inside box as per instructions or tied down separate on a pallet. Equipment that needs to be shipped to be checked at <…> before lifting onto a supply boat. Suggest QA Officer at <…>inspecting cargo before transport.



Whilst flowing well <…> following an acid job a small leak was noticed on the <…> junk catcher. The union connected directly down stream of the junk catcher to a 6" target elbow had fluid and gas leaking from the bottom of the union. The well was shut in using the ESD on the control panel. After raising a programme amendment and carrying out a risk assessment the flowline was flushed with 20 bbls of water. The connection with the leak was checked for torque and found to be within 200 to 250 ft-lbs (which is as per manufacturers recommendation). The elbow was removed and confirmed that alignment in the line was good. The union and the elbow showed three small gas cut grooves on the flowline and three corresponding small gas cut grooves in the elbow. The elbow and the techlok gasket were replaced and pressure tested successfully to 500/5000 psi. Completion tubing was being run in the hole. The string was hanging up and the cause investigated. To do this it was required to lift out the bushings with the aid of a tugger. The tugger wire passed in close proximity to the top drive unit. When the bushings were lifted about two feet, one of the link tilt extension chain's pins fell from approx. 40' and glanced off the IP on the rig floor. The derrick and top drive were immediately checked and no other loose or missing equip. found. Pin weighed 150 grams, dimens. 3" x 1/2" dia. The IP was 9 hours into his shift 12-24 and day 3 of 21 days. Previous day to the incident (<…>) a temporary repair had been carried out on the Top Drive System 2" instrument umbilical (SCAB) and TDS junction box. Part of the repair consisted of securing a temporary mounting plate with two junction boxes to the TDS by a sling and shackle arrangement.The Incident; After running in the hole to resume drilling operations (8.1/2" hole) the drilling stand was made up and mud pumps turned on. The Drill String Compensator (DSC) lockbar was unlocked and the DSC stroked open. At this point a brass cable gland (weight; 14 ounces, length; 3.1/2", width; 2") fell onto the rig floor from approximately 100 feet, landing on the drill pipe set-back area. The nearest individual on the rig floor at that point was 15 feet away from the dropped object.The operation was shut down and the rig floor cleared of all Personnel. The Chief Electrician was called and he suspected the brass gland had come from one of the junction boxes on the temporary mounting plate. All power had been lost to the TDS at the same time as the dropped object. Engine No 4 was started @ 09:00hrs approx during warm up a smell (burning) was noticed by mechanic & E T. On inspection smoke was seen from generator engine fuel supply was spotted. On stopping an internal fire & heat was seen in No 4 generator. The viewing port was broken and a co2 trolley fire extinguisher used to extnguish flames internally. On investigation after cooling found generator seized (heat fused) to casing internals. Generator removed from engine to deck for inspection and repair specialists 3 rd party attended to exp unit to determine root cause & exact conditions that lead to failure. Full technical report to follow. Whilst making a connection with the top drive the break out tong line became snagged on the loggers height sensor. This broke the securing tie wraps and tape and caused the senor to fall approx. 10 feet. The sensor weighed 3.5kg. Whilst working a supply vessel the whip hook was suspended over the pipe deck waiting for the next lift. The whip line was observed to be paying out very slowly. On inspection it was found that the weld had failed where the dead end eye attaches the ship line brake band. This weld had been MPL'D under the PM system. There was no load on the crane at the time of the incident and no one was injured. The rig electrician was fault finding on the well test deluge pump, running the pump for test. At approx 1120 there was an electrical flash from the deluge pump control cubicle in the MCC2 cabinet in the SCR room. This was accompanied by production of thick black smoke which was cleared by the SCR room ventilation system. No fire was detected at this time. At 1130 the OIM was informed by the Driller that dense black smoke could be seen from the Drill Floor, coming from the battery room vents. The OIM immediately sounded the general alarm and brought the rig to emergency muster stations. <…>, the standby v/l, <…> and the operator <…>, were informed of the situation. At 1136 it was established that there was a fire in the MCC2 cabinet. While running 30" casing, the air hoist line was fed through a sheave at the 'V' door and was used to pull the elevators from the rotary table area to the 'V' door in readiness for the next joint to be picked up. The elevators were pulled across and landed on wood, on the floor whereby the air hoist line was slacked off and as <…> went to release the air hoist line from the sheave the elevators slipped on the wood, trapping the ring finger on <…> left hand. <…> suffered an evulsion to the tip of his finger, minor lacerations to his index finger. Information received from the hospital stated that he also sustained a fracrure to the index finger. While drilling 26x36" hole section through the template a pressure loss was noted. the ROV was used and observed 8" collars lying on top of and through the over trawable structure. the drill string corss over sub had failed. WIND 360 degrees SPEED 14-17 kts SEAS 0.5 -0.8m VIS 10 miles, PITCH 0.4degree ROLL 0.6degrees HEAVE 0.4m



Port crane in operation for 45 minutes moving general lifts around the deck. Smoke was seen coming from the engine compartment vent. Crane operator immediately shut down the crane and contacted the control room. An attempt was made to extinguish the fire using portable extinguishers. Fire team were called to the sea and proceed to make area safe. Upon investigation, it was found that the left bank engine driven hydraulic pump (pumps the hydraulic oil to the cooling radiator on the crane A frame), front seal had blown , which quickly caused high pressure (40 bar) hydraulic oil to be injected into the engine sump. The resulting action quickly filled the engine and carried over through the engine breather pipework which leaked over the turbo charger and ignited. Due to the quick reaction of the Crane operator and Fire team, damaged caused was minimum. Replaced all damaged parts and tested crane. Contact to be made with crane manufacturer (Liebherr) to recommend modifications so that there is no direct contact between hydraulic and engine drives. The operation at the time of the incident was to rig down wireline perforating guns, one set of guns had been laid out and the floorman in the riding belt assisting the Wireline operator changed out with another floorman who had been for a break. When the gun had been broken out the floorman lowered the chain-tong attached to his harness by ¼" manila rope. At this point the 4 ½" chain tong weighing 6.4kg was dropped to the rig floor from a height of Approximately 12m. The area was clear at the time of the incident. Whilst testing the emergency release on anchor No 1, the controlled pay out failed to work. The brakes also failed to come on causing a complete loss of No 1 chain to the sea bed. <…> instructed to attend the rig and carry out a full investigation. Whilst lifting a 9" diameter mud motor using the port crane to prepare it for backloading, the motor assembly, which is approximately 30 feet long, swung in such a manner as to contact the injured party who was holding a tag line to control the lift. The lift was approximately 2 to 2.5 feet off the catwalk. This incident is still under investigation but witnesses have stated that the tool was moving fairly slowly and that the man lost his balance and fell backwards onto 12 1/4" drilling tubulars which were lying starboard of the catwalk. At 0300 the elevators came into contact with the monkey board, resulting in part of the toe board detaching and falling to the drill floor. No personnal were injured. The operation in progress was breaking down 5" drill pipe stands and DSTR's and laying out from the derrick via the mousehole. To avoid contaminating the well which had recently displaced to inhibit fresh water, instructions were in place to break out singles using the mousehole. The Night pusher was in the chair and had picked up a stand and placed it on a peg in the rotary to break out the DSTR. After breaking it out the NTP 'picked up' and the DSTR was removed. Once over and into the mousehole he then lowered the blocks, and activated the link tilt prematurely. This resulted in the elevators contacting with the monkeyboard, breaking the toe board extension, which then fell to the drill floor. The IP was repairing a 'phone under the 'V' doop ramp. The 'V' door ramp was sheathed in plywood. One joint of comp tubing dislodged a section of board, 42" x 48" x 1" wt. 12Kgs. The board fell 8', struck a pipe and toppled over 3' onto the IP's shoulder and neck. The work was stopped (Running completion tubing). IP taken to medic for treatment. Sheathing securing arrangements put on a periodical check programme. Toolbox talk held with crew. Incident to be discussed at crew handover/changeover. Incident to be brought up at weekly safely meetings. They were picking up a scope joint, as scope joint was about to be raised into the vertical position, a section of coneuit protector came loose and fell approx. 25ft to the drill floor. The protector is made out of 3/4" steel and weighs approx. 93kgs. After a period on waiting on weather due to rig motion and winds circs 50knots the operation had resumed. The entailed lowering the well completion string with the Drawworks into its hang off position in the wellhead. During this process a floor man noted something had fallen into the drawworks from an opening in the roof where the drill line passes through. The driller was informed and stopped the operation. He then proceeded to the area where upon the object was identified as a piece of rubber hose 3/8" in a diameter approx. 3.5 metres long. No one was in the immediate area of the drawworks at the time of the incident. The completion was then lowered at least 1.5 metres into position in the wellhead and then the operation shutdown. An investigation / derrick inspection ensued. The wind speed at the time of the incident was 30 knots, heave was 1 metre, pitch 0.7' and roll 0.3'.



Whilst trapping out of a hole wet, the mud bucket was utilised on the first wet stand and moved from the storage point to the starboard pipe bay for easy access. Once the stand had been racked and the blocks lowered, the tugger wire parted resulting in the mud bucket and line falling to the rig floor aft end. From the investigation subsequently carried out it appears that the tugger wire had been passed round the wrong side of the hand off lines during the the slip and cut earlier in the day. This had brought the line to a position at the monkey board in the direct path of the blocks. As the blocks were lowered, the tugger line became trapped under the aft compensator chains. This resulted in the wire parting at a height above the rig floor of approximately 73ft resulting in the mud bucket falling back to the deck from a height of 8-10ft, along with the parted wire, shortly followed by the remaining tugger line left suspended in the derrick. Rig was drilling ahead at<…>, <…> field. A 4 gang extension lead in the driller's cabin developed an electrical fault and caught fire. There was a television and a personal laptop computer plugged into the extension lead, the televsion was on standby and the laptop switched off. The rapid and correct action by an on scene commander using a portable dry powder fire extingusiher rapidly contained and extinguished the fire. Damage to the area was limited to a burnt out extension lead and smoke damage. As a result of the incident, all extension leads from the accommodation were immediately impounded for testing. While moving waste oil tank into a tight area, tank caught Riser saddle retaining pin which was hanging on chain welded to Stanchion post causing chain to part and pin to fall 21 feet (Weight of pin 4 kg) Job stopped and TOFS taken, discussed potential. Tank relocated to alternative position. Rest of pins checked to ensure they have been replaced and secured in Stanchion locating hole and not left hanging on chain While Rigging Up for Casing and bringing necessary Equipment onto Rig Floor, a set of Casing Rotary Bushings were being landed on the Drill Floor at Top of V-Door. When they were put down, the Crane was released, Crane slewed away from the Derrick, and at that point a Section of Windwall fell to the Drill Floor. TOFS, and Job Completely shut down, all Personnel brought into Doghouse for their wellbeing and Safety. OIM advised and he and his Team proceeded to Drill Floor. A.D. and Asst. Derrickman were sent up Mast to check Security of all other sections. Meanwhile P.A. made to keep surrounding decks completely clear. Crane integrity checked out. Full Derrick and Windwall Inspection ongoing. While POOH and Racking back BHA, on last Stand of Collars, containing, from top down, 2x 9 ½? Monel D.C. , 1x26? Stab, Anderdrift, Shock Sub, 1x26? Stab, total length of 104.35? the Tugger Wire on the Derrick Pull Back Tugger parted about 7? behind the 4? Chain. Elevators were still on the Lifting Sub and the whole Stand was Landed. The Chain stayed around the Collars and slid down about 40?, met the Stab and the Chain hook came off and the whole thing fell to the Drill Floor, about 50?. It landed right beside the bottom Stab. T.O.F.S. by taking everyone into the Doghouse, shutting down the Operation. Discussed the Incident. Inspected the Derrick Tugger and the remaining Wire. Job was shut down for considerable time to prove reliability of Equipment. Whilst the Port <…> Crane was stationary over the pipe deck a plate was observed to fall from the crane main block at an approximate height of 90ft above the deck to finally come to rest on the pipe deck below. The cast alloy plate weighed approximately 2lb and on inspection was found to have shared from the mian block where it is a designed integral part of the block used as a stopper plate to activate the upper switch chandelier, when the main block is raised to the stowed position at the boom tip. The main block had not been in use either prior to or at the time of the incident. There were no personnel in the vicinity and no injury to personnel. Rig floor activity was running hole with sand screen expansion assembly. Weather was fine and clear, negligible rig motion (not a factor). A noise was heard from up the derrick and on investigation it was found that a 'racking finger' weighing 4lbs had come free of it's securing arrangement and fallen from the derrick. The object fell 60 ft landing on a motor shed roof adjacent to the derrick, having been deflected on it's descent. No persons were injured or close to the objects fall path. Rig floor operations were shut down after the incident and did not re-start until 0400hrs 19th when all derrick fingers had been inspected for similar problems. The primary cause of the finger dropping, was the failure of a locking bolt that secures the racking finger hinge pin. The operation in progress was tripping in to the hole. A disused sheave block, 4" in diameter weighing 1 1/4lb, (567g), failed and dropped from it's position (at a height of 160ft in the derrick) to the rig floor. Two persons were on the rig floor but were not struck by the object. No wire was run through the block at the time, which was intended for geolograph wire. Weather conditions were not a factor. The job was stopped and investigation made to make sure no other related equipment had the potential to fall. Additionally, when daylight came, the rig floor was shut down again for a more detailed derrick inspection. The sheave was one of a number of inaccessible items on a list of objects to be removed from the derrick using rope access in the near future. The list originates from an independent 'Dropped Objects' audit carried out in <…>. The work was likely to occur at the end of our present Well but will now be brought forward and carried out as soon as possible, within the next two weeks.



Whilst the riser was displaced to base oil, a small seepage was observed from the slip joint. This was base oil. The seepage was stopped by increasing slip joint packer pressure. A sheen was seen on the sea surface, estimated release was one gallon. Operations-run completion Wind-SW x 8 kts: sea 2.3m. Event-At some time during the previous day a 20' section of cooling water pipe was swept from the outer shell of S1 column. A thorough search of the seabed was carried out but no trace of the pipe could be found. Attached report from <…> Operations: slick line approx 5 mins after the<…> slick line operator left the floor to redress the tools.. The AD decided to re-position the lubricator 5ft higher, ready for the next run. Whilst picking up, the slick line and socket bottomed out inside the lubricator and the slick line parted. The tools fell approx 35ft to the floor, weight approx 40lbs length of tools approx 11ft. Contributory factors: lack of communication between drill crew and well operators. Corrective Actions: 1) Wireline lubricator not to be moved without inst. from well operators 2) Discuss above at TB talks Whilst carrying out system checks on the hydroacoustic positioning system, a subsea beacon had been lowered into the moonpool suspended utilising the port forward tugger line. On completion of the checks and on recovering the beacon to deck level. At approx two feet away below maindeck level and out of sight of the persons standing by at maindeck level. The tugger line appeared to go slack and on inspection it was found that the beacon and lifting assembly had failed resulting in the beacon and lifting assembly being dropped from this height direct through the moonpool coming to rest on the seabed. Approx weight of the beacon 30lb. After carrrying out an extensive search of the seabed area in an attempt to recover the beacon and determine the cause of the failure it has not been possible to locate the beacon. Hence it has further not been possible to determine the exact cause of the failure. Rig was rigging for up coiled tubing in preparation for well completion @ well <…> <…> field. Picking up coiled tubing lifting frame (CTLF) complete with cased wear joint. A rig floor tugger was being used to control the sideways movement (starboard to port) of the assembly as it was being tailed in the V door. The tugger was attached to a padeye directly to starboard of the rotary table and strung through a sheave attached to the CTLF. While lifting the assembly, the tugger wire slipped from in front of the fingerboard and began rubbing on the collar finger. This caused the collar finger to be lifted upward, shearing its retaining pin and pulling the finger from the fingerboard. <…> - While drilling 8 1/2" hole there was a drilling break. Drilling was halted for a flow check. A net gain of 8 bbls observed in the trip tank. The well was shut in with the Blow Out Preventers and the influx circulated out. The mud weight was subsequently increased to provide a trip margin and operations continued. Original MW = 11.6ppg, Kill Wt. MW = 12.2ppg. SIDPP = 375psi, SICP = 535psi. Slip and cut operations had been completed. Two stands of pipe had been pulled dry, a third stand pulled wet requiring use of the mud bucket. As the blocks were descending to pick up the fourth stand, the assistent derrickman in the upper racker noticed that the bluetugger wire had become caught by the compensator chain/guard on the top drive. He shouted a warning over the talkback system and the driller applied the brakes while personnel on the rig floor moved to safe areas. As the blocks came to a stop the tugger line parted, the mud bucket on the rig floor below coming to rest in the aft portion of the rig floor. The senior Toolpusher and O.I.M were notified recovery of the tugger line took place. Whilst carrying out cargo operations loading and offloading the platform supply vessel "<…>" along side the starboard side of the rig with the vessel starboard side to (bow to stern). Have completed Bulk hose transfers of cement and oil base mud with only the Baryte hose remaining,the vessel master contacted the control room to advise that the vessel had suffered a gyro compass failure and was unable to remain on position. The Master requested to cease the Baryte transfer immediately and have the hose removed. Shortly after this request the vessels starboard quarter stem region came into contact with <…> starboard centre caisson outboard midships at the waterline region. Whilst pressure testing BOPs the pin from a McKissick snatch block and shackle assembly worked loose and fell approximately 15 feet to the drillers' dog house roof. The assembly is part of a semi permanent top drive blower hose tie back arrangement. No person was injured or other damage sustained. Weather: Wind 15 knots. Sea Confused 10-15 ft. Heave 0.4 mtr. 9 secs. Roll 1.2° Pitch 1°. A production liner of 6,625 feet was set to a well TD of 20,379 feet, it was cemented and tested to 3,000 psi. A cleanout string of 3.5" drill pipe (for liner) and 5.5" drill pipe was run to clean out and displace 14.2 ppg mud with base oil for completion and to re-test the casing to 6,500 psi. A side entry sub (SES) was installed below the TDS for displacement of base oil with the cement unit and tested to 8,500 psi. Whilst pressure testing the liner and casing to 6,500 psi against the closed upper pipe rams, the choke and kill failsafe valves, the upper IBOP and the cement unit low torque valves a leak path was detected at this pressure. The well pressure decreased then stabilised at about 4130psi.



While drilling ahead, the varco TDS4 Top Drive System was being hoisted up the derrick. The instrumentation service loop (cable bundle) caught on one of the derrick beams supporting the Top Drive rails. The cabling was pulled from the junction box on the Top Drive and fell 26ft to the rig floor. Functionality of the Top Drive was lost requiring intervention to the well to ensure its safe suspension pending repair of the Top Drive assembly. Weather conditions contributed to the incident. Valves between a dismantled cargo pump and the sea chest were opened, allowing free flow of sea water into the pump room. Preparations were being made to run the third string of perforating guns on wireline. As the manual surface tree production swab valve (PSV) was being opened a small gas bubble below the PSV caused wellbore fluids to be discharged from the top of the production riser connection. A volume of hydrocarbons, considered to be less than five gallons was lost to the sea. Prior to the opening of the PSV the production riser had been partially displaced with a mixture of glycol and water through the Xmas tree production manifold to the <…>. The riser was then fully displaced with glycol/water and vented through as needle valve above the PSV. Following which the PSV was closed for approx 2.5 hours. It is thought that insufficient displacement may have allowed a small pocket of gas to remain in the production bore. While the PSV was closed the gas migrated and expanded. The procedures for displacing the production riser during wireline operations have been reviewed and steps taken to ensure that this incident cannot re-occur. Running 10" casing using 'eagle light' pipe handling machine. Joint of casing improperly stabbed into preceding joint, pin end dropped to rig floor, releasing from elevators, casing joint fell across rig floor. No injuries, minor damage to equipment. Moderate weather . Heave 50cm Pitch 4 o roll 2 o Personnel moved into safe areas before joint fell across rig floor Operation at the time of the incident was waiting on Weather, in the safe handling area. The Bop?s and LMRP were connected to 405ft of Marine riser and held in tension by a riser lifting nubbin (Approximate total wt 230 Tons) in a 500 Ton Double Latch Elevator, the lifting nubbin parted at 04:23hrs. There were four personnel in the moon-pool at the time of the Incident who were watching the marine riser, they reported hearing a loud bang and observed the Marine riser dropping. All four personnel ran for cover and the night Barge Engineer Activated the ESD button that shut down the <…> Template. The OIM was informed of the incident and the rig was brought to an Emergency Muster. Rig ops-running completion. Wind NW 20 Knots, Sea 7ft, Roll 0.2deg, Pitch 0.3deg Heave 2ft. Whilst raising a stool, which was supporting a 5" 1/2 x 27ft tubing pup joint (wt approx 440lbs), it was necessary to pick up on the tugger attached to the extended mousehole line. The mousehole line is specific for the job and has correct certification. During the lift the open spelter socket of the mousehole line caught up on a 'K' brace at Monkeyboard level causing the socket to splay open and part the connection with the tugger. The mousehole line fell back to the rig floor (connection approx 80ft above). The nearest person to the area where the line fell was 10ft away. The crew were preparing to rig down the coil tubing injector head from the surface tree.It was noted that one of the running lines that was attatched to the injector head was snagged up. The IP was trying to "flick" the wire out from the snagging point when the snatch block came adrift from the shackle that had inadvertantly backed out.This allowed the McKissick Snatch Block to slide down the running line to the drill floor. At this point the IP fell backwards and incurred some brusing to his hand. Following unlatching of the Xmas Tree during abandonment of<…> Well <…> the rig was skidded to a safe Handling Area for recovery of the XT and Dual Bore Riser. The tension joint was raised to allow the KT (riser tensioner) ring to be locked below the rotary table. As the ring centralised below the rotary table, the tension sleeve released allowing the tension sleeve and KT ring assembly to drop to just above sea level. The assembly was constrained by the rucker wires which were still attached to the KT ring. The KT ring weighs16 tonnes. Drill crew stood down while situation evaluated and recovery plan developed. KT ring recovered to 100T cart and secured At approx. 22.10hrs on <…> while positioning starboard crane whipline above a container adjacent to crane pedestal, crane continued to "boom up" after control had been released. This resulted in minor damage to boom stop actuator beam and lower boom section. Upon investigation it was found that the upper boom limit section was not working. As well as this the boom was "creeping" when in the park position. After fault finding it was discovered that the pilot signal to the shuttle valve (P19) controlling the boom brake and pawl was not exhausting and therefore not resetting. The problem was found to be solenoid (P1) which was stuck, this valve also controls the boom upper limit. This valve was stripped and cleaned and the broken return spring replaced. <…> -Routine drillling activities, wind 24, time 04:09hrs <…>. Time in shift 4 hrs. Wind 24 knots direction 153 degrees. Having broken off a side entry FOSV. Assembly, the assembly was being put into the sub-rack using a tugger winch to support the weight. Whilst being guided into the rack the assembly slipped laterally and hit against a tong hanging arm trapping IP's finger between assembly and tong hanging arm. TIR-Individual received a small amputation to the tip of his finger while handling subs & tubulars. It appears the load started swinging out of control (this is to be confirmed). IP returned to work after visit and operation @ <…>



<…> slickline operations were in the process of recovering a tubing hanger isolation sleeve (50lbs approx 57.2? long x5.5 dia) to surface. In seeking the sickline tool and sleeve reach the top of the production riser, the <…> operator stopped his wireline winch unit to allow a floorman to ascend in riding belt to guide the wireline tools to the rig floor. Before the floorman could ascend to the top of production riser to guide the tools, the <…> Operator proceeded to pick up on the winch unit allowing the tool string to swing free from production riser. The <…> Operator then proceeded to lower the wireline string to the rig floor. When it contacted an umbilical clamp on the riser and dislodged the sleeve allowing it to fall fifteen feet to the floor. The floorman at this time was not in the vicinity of the tool string. While changing out a mudmotor on a bottom hole assembly a new mudmotor was lifted to the drillfloor by means of crane. When the new mudmotor was being hoisted upwards on one side the sleeve stabilizer at the bottom fell off. The sleeve fell approx. 15 feet onto the cantilever deck. There was no personnel injury or equipment damage. Weight of sleeve: approx. 35lbs, height 2ft, diametre 8-3/8". The stabilizer sleeve was only fastened with tape onto the mudmotor. It had been transported like that from Aberdeen all the way to the rig. Apart from the sleeve stabilizer there was also a blind sleeve installed on the motor. This sleeve was properly torqued up. Slip and cut drill line procedure/task had just been completed. The hang-off line had been removed and set back in the four retaining clamps as normal. The blocks had been run up the derrick twice to set and test the crown-o-matic safety systems as per procedure. As the blocks were raised to pick up first stand of pipe, the crew heard a bang and observed a piece of metal falling from the doghouse roof onto the drawworks, coming to rest on the deck in front of the drawworks at the side of the doghouse. After investigation it was discovered that the piece of metal was from the hang-off line securing gate and this had dropped from 80ft up the derrick. The size of the object was approx. 6 inches x 3 inches x 1/4 inch and weighed approx. 1-2 pounds. Operation was - Tripping Pipe, Approx 4 hours, Overcast and windy, but not relevant to the incident. Retaining pin approx 4" long, weighing 8oz fell from monkey board to drill floor. No injuries. Full investigation report has been carried out by <…>. Equipment modifications are being carried out. Pulling out of hole with 5" drill pipe the racking arm was clamped to 7th joint. Once the blocks were clear, retracted and on the way down the roughneck started to raise the arm when the standlift wire parted. The failsafe device did not function correctly and the arm fell to the drill floor. Although there were 3 roughnecks on the rig floor none were injured. A full investigation is to be carried out. At approximately 20:40 hours on <…> while retrieving an empty tugger line from BOP deck to rig floor via empty mouse hole slot tugger hook caught on mouse hole support plate. This caused it to be flipped up and dropped down through the mouse hole and onto the well bay below. The plate weighed 24 lbs and fell approx. 60ft in total. Upon further investigation it was found that the 2 short welds had failed, allowing the plate to be unsecured from its normal position. There was no injuries to personnel or equipment damage. The plate landed within an area which had been barriered off. Normal stand by duties being carried out by E.R.R.V.Wind = Exs @ 18 KTS. SEAS =1m. Swell = 2 m. Visability = 10mls Whilst carrying out normal stand by duties, the Rig's E.R.R.V."<…>" collided with the rig on the starboard side, resulting in damage to the forward and second columns approximately 4 metres above the waterline. There were no injuries to personnel and no pollution to the environment during the incident. The watertight integrity of the columns remained intact and no imment danger to installation existed. See attached <…> for full details. Loss of containment produced water hydrocyclone. A gas head in the launcher/receiver area came into low alarm and a level 2 shutdown was manually initiated in the CCR. A further 6 gas heads came into low alarm, the leak was confirmed and the general platform alarm was initiated and blow down of the process system commenced. A full muster was completed and personnel were kept with in the TR until investigations were completed and the area was confirmed to be secure. At the time of the event F & G isolations were in place for ongoing planned maintenence routines to test the firewater monitors. The source of the leak was the failure of a flexible joint on the inlet spool of "C" Produced water hydrocyclone. A full investigation has been initiated involving a representative from <…> and a Facilities Engineer. A minor gas release from the gland packing of a recycle valve on the B gas compressor. Detected by the activation of the local low level gas alarm. The gas compressor was shut down. Normal production activity, no maintenance involved. Whilst checking around the gas lift riser area, gas was smelt approx 5-6ft away from the gas lift riser shut down valve. The riser was immediately isolated and blown down manually. Made safe and the seal will be fixed.



Shuttle tanker tandem off-loading operations to <…> had commenced @ 09.00hrs <…>. <…> & <…> FSU were lying with an approx WNW heading in normal configurations. <…> was attached to FSU by mooring hawser & crude oil export hose with separation distance of approx 80m. This position was being maintained by <…> using dynamic positioning (DP). Appprox 10.00./20th, wind force strengthened very rapidly with direction veering from NE approx 17knts to approx E45-50kts. This rapid change in wind conditions put wind astern & caused <…> to move away from normal configuration towards FSU's starboard quarter with an increasing difference in headings between the 2 vessels. At 10.12hrs, FSU general alarm was sounded & crude export shutdown as precaution. All personnel were mustered @ their emergency stations @ 1018hrs. The operation in progress was supply boat operations supplying <…> with water and diesel oil bunkers. The weather was logged at 06.00 as wind NNW by 10 knots: sea state 2.4 m maximum height 4.1 m slight cloud with good visibility. Air temp 5.9 C sea temp 11.8 C Barometer 1012 mb. The supply boat vessel <…> was being worked by the <…> and holding position using supply boat engines and thrusters. The supply boat started to drift towards <…> and after applying controls to move supply boat from <…> no response from thrusters was noticed. At 20:26 on <…> indication of high level gas was detected on line of sight detector SGD 6906. As a result platform went to hazard status. Full SPS and blowdown and loss of power generation. All personnel were mustered and waited for blowdown to complete before ERT personnel sent to investigation area. Gas meters used to take readings at location and surrounding areas no gas detected. Platform returned to normal status. Line if sight detector and fire and gas system checked confirmed to be functioning correctly. Separators and surrounding equipment checked, no obvious signs of leak. Process checked during re-instatement and two minor leaks found on A sepatator. These leaks have been repaired. At time of incident weather conditions were calm with virtually no wind accross deck, allowing minor leak to accumulate and activate LOS. No other gas heads were activated. Failure of Webbing Sling. A 16" spool piece (387kg) approx. 2200mm long with 45 degree offset was being lowered through a deck penetration. 2 x one tonne slings were being used. This was part of the produced water upgrade. Due to the offset, the piece did not run easily through the penetration and came to partial rest on the under deck steelwork. The decision was made to bring the lift back to the deck and re run. When lifting one of the two one tonne slings parted. The lift was secure due to the other slings and was brought to safety on the deck. Normal operations. Leak noticed in LP Flare Header. Produced water being released. Liquid comes from hydrocyclone reject oil line which feeds into the LP Flare Header. Line enters at the 12 o'clock position and the hole appeared at the six o'clock position directly below inlet. Approx. 10 litres of liquid released containing approx. 1/2 litre crude oil. Line isolated and temp repair put in place. Supply vessel operations were ongiong. <…> receiving cargo onto the Pipe Deck area from a supply boat alongside on the starbboard side Environmental conditions were good. Dry weatherdaylight- good visibility with little wind (14 knots) sea state 1-1.5 m. Time 08.30. Time on shift 2.5 hours. During supply vessel operations, a 2500 Litre Chemial Tote Tank was being landed onto the Pipe Deck storage area using the Whip Line of the <…> Starboard Crane. On landing the chemical pod onto the pipe deck, the Main Block of the crane came into contact with the corner of the high level lighting platform mounted on the side of the derrick/flare tower. At approx 18.04 on <…> a total power outage occurred. This was result of failure of an auto transformer ( BH03 - 525- TFRX - 7510) manufactured by Tranmag used in starting sequence of medium pressure gas compressor. Compressor had shut down at 17.30 due to high cooling medium pressure; this had been investigated & no fault found. Compressor start sequence had been initiated & compressor controlled start had progressed through sequence to point whereby all checks completed & system was requesting a start for compressor motor. This was given by CR operator & the motor start sequence commenced. Approx 25 seconds into sequence, power failure occurred & emergency power restored. Subsequent investigation determined power failure caused by failure of red phase winding of the auto transformer. During off-load operations it was discovered by two personnel that the automatic unloading system drain tank was overflowing causing a release of crude oil/water into the pump room. This was caused by the dipping point valve, which has not been replaced. The off-load operations was halted until the situation was rectified. The dipping tank valve has been replaced and warning signs at the valve have been supplies to ensure that the valve is closed after use.



At approx 06.45 am a small shimmer of oil was noticed on the water on the port side of the installation. The production ops were asked to check the facilies deck for any signs of the source and during the start up of the MP and HP compressors, one of the operators noticed a leak coming form the drive end of the compressor. The operation was stopped along with the lube oil pump. The small leak was running down from the compressor skid off the mounting beams and into the open drains. The overboard open line was checked and it was confirmed that small drops of oil were dripping into the sea from this point. All the residual oil was immediately cleaned up to ensure no further pollution. The weather conditions at the time were: Wind Speed = 1.5 Knots, Wind direction 035 and wave height was 1.5 meters. It is estimated that approximately 4-5 litres of oil escaped to sea. It was a gas turbine lubricant Castrol 778, which it is calimed on the MSDS, is inherently biodegradable and not expected to be toxic to aquatic organisms. During routine production operations, gas was noted coming from the bonnet vent port of PRV4111, which had been routed to a safe location. The unit was taken off line which required a shutdown of the gas compression plant. The PRV is located on top of the module which is fully open, in a Zone 2 area. The bonnet vent was routed to a safe location. Weather was fine with Northerly winds of approx 16 knots. After lining up the Methanol system to Blake No 1 umbilical the outside operator requested the CCR to start the Methanol Pumps. Whilst checking round to ensure all was secure the Operator noticed Methanol leaking from a flexi hose on the Turret. The operation was immediately stopped and the hose isolated. It was found that the Hose had been damaged due to contact with a cable tray. During normal production operations, whilst carrying out routine duties, a night shift production operator noticed a pin hole leak of Ross Crude, spraying out in the vincinity of the Crude Oil Outlet from the Test Separator. The field was shut down and risers closed. The separator was then vented to flare and the line immediately isolated. The local spillage was cleared up (approx. 100 litres). The weather conditions at the time were wind speed approx. 18 knots, wave height approx. 2.5 metres. There was a diesel spill in the engine room spilt from the vent on the diesel into intake of engine room vent fan, causing diesel / air mixture in engine room. Diesel system pump shut down. Immediate action to prevent reoccurrence; procedure from operation of diesel system implemented. Possible engineering controls also. Small fire within galley bratt pan housing. The chef manager switched on the bratt pan to prepare an evening meal, while bratt pan was warming up, a small fire ignited within the bratt pan housing. Steward who was in the galley at the time isolated bratt pan and informed chef manager. Chef manager closed pan lid and proceeded to place damp cloths over the lid. Chef manager called for OIM, OIM and OSA arrived on scene and OIM requested chef manager to isolate bratt pan by a main switch and call for electrical supervisor. While this was ongoing OSA collected a 5kg CO2 extinguisher and proceeded to extinguish fire. Electrical supervisor arrived on scene and confirmed all isolations were in place. Bratt pan was left with lid closed with damp cloths placed over hood until in a safe conditiion. This incident involved a small release of de-volitised crude oil from the coiled tubing drilling stripper - Attached <…> Report No <…> applies and details the event and actions to prevent reoccurrence. Please note - two incidents on the same day were reported on one <…>, but entered on Orion individually - see also Inc <…> Not <…> Two men were at work site 20 ft up in riding belts, one had a hammer and one had a flogging spanner. Both tools were tied to the belts of the men with rope. The man holding the flogging spanner had placed the spanner on a stud, and pulled the rope taut to hold the spanner in place. Several blows had been struck when after a subsequent blow, the knot became undone, the rope slipped the tool, and the tool fell to the rig floor.It is believed the impact of the hammer on wrench precipitated the knot to loosen and undo. Some clothing was removed from a tumble dryer. Twenty minutes later it was found to be smouldering. Flushing off stream 2 oil export line was in progress. When the flush commenced, this caused SP129 (Closed Drain knock out drum) to be pressured. This in turn forced oily water back up to the drains and out of VX278 (Drain valve on the LP Separator). There was a temporary hose running away from VX278, which ran to an open end at the <…> platform. This hose was available to allow venting down of the AF4S Filters to the LP separator when required. A small volume (Less than 5 litres) of oily water was forced out of the hose onto the <…> platform. This was seen by crew member and reported to the central control room. The leak was immediately investigated, valve VX278 was closed, and the leak isolated. See <…>.



A lighting transformer (440v / 110v) had been set up on the poop deck fed from a 440v welding socket for work inside 6C ballast tank (port side). Transformer was powering a cable feeding a 4 plug 'spider' that was powering 3 halogen lights inside the tank. System was set up early in afternoon & worked satisfactorily until end of dayshift. System was left powered up at shift change & was still working OK at the start of nightshift. A smell of burning was noticed & lighting transformer was seen to be on fire & generating lots of black smoke. Transformer was covered with a fire blanket until the flames were extinguished, and then unplugged and pulled away from adjacent cables, pipework and welding set. Foreman was called, he went to the scene with the constuction supervisor. Transformer lid was some distance from the main body, indicating that it had blown off prior to the fire being discovered. The on shift asset supervisor was informed & immediately attended the incident. Since the incident, all transformers of this particular type have been removed from service & investigations are ongoing. During loading of oil from <…> FPSO to the <…>cargo tanker, <…>. the tanker suffered a main engine failure. The following describes the sequence of events - <…> at 13.06 the main engine stopped due to a burst pipe supplying lube oil to engine. At 13.08 loading was stopped and at 13.11 the ESD11 was engaged. The vessels heading at ESD11 was 358 degrees. The distance to the <…> FPSO was 78.5 metres . The current was from the north at 1.9 knts. and the wind direction was 270 degrees at 8-10 knts. The vessel was moving slowly astern when the ESD11 was engaged and all thrusters were operational, with the vessel able to control the heading. The standby vessel was called in to 'Near Standby' but the emergency tow line was not connected as the vessel was able to make a control withdrawal and was in no danger of getting closer to any other installation in the area. At 14.55 the engine on the <…> was restarted and tested and found to be back in working order after repairs had been made. The day prior to the incident, a wooden crate measuring 3.75x1.25x1.25 metres, containing construction materials was positioned on top of the FPSO accommodation at deck level 10. At 14.45 on <…> the downdraft from a landing S - 61 helicopter caught the unsecured lid of the crate lifting it up and over the adjacent handrail, causing it to land on the forward laydown area, deck 5, 16 metres below. The crate lid when landing on the laydown area Deck 5 narrowly missed two vendors who were working approximately 1 metre from where the lid came to rest. Dimension of the crate lid 3.75x1.25 metres, constructed from 18mm pine, weight 50g approx. Normal cargo loading operations were ongoing at a rate of 35,000bbls/day. Earlier in shift whilst reprocessing slops, separation had been lost in V2002 and V2003. As a consequence reprocessing stopped at 22:14 and plant left to stabilise and regain interface levels in separators. No rate or well changes had taken place since reprocessing had been stopped. Wx at time of incident Wind 005 deg at 12 knots gusting 15 knots Vessel heading 005 deg Motion - Roll +/- 0.5 deg Pitch 0.3 deg Heave 0.5 m At 04.55 low deck main pressure alarm on the TDC activated and Marine CRO noted that all of the tank IG pressures had reduced to same reading, indicating that PV breaker had blown. <…>. Drilled 8 1/2" section to 12123. Flowed checked ok and POOH. At 9 5/8" shoe observed 2 bbp/hour gain. RIH to bottom and circulated BU. Observed trace of bruise at BU. Shut in well and observed 70 psi stabilised casing pressure. Increase HW ill stage from 13.5ppg to 14.5ppg. Well static. POOH change bit and continue drilling wide 14.5ppg. The above text does not correspond with the report sent by ICC therefore, the inspector cannot close out <…>. After well control procedures relating to a previous kick at tool and drill pipe was lost in the well. The tool was fished and during retrieval a gas bubble has migrated up the well. The well is being monitored and well control techniques used to safety kill the well. Follow on from previous incident - No further action <…>. During completion operations on <…> well <…> the lower completion sand screens had been run and set. Sand screen valve closed and running string retrieved. Cleaning of the sub sea well head was in progress when the driller noticed a large increase in flow from the well and closed the BOP pipe rams. Drill pipe was pushed out of the hole by well pressure and causing it to buckle and split above the drill floor, drilling fluid was released from the split drill pipe. The driller then activated the shear rams but the pipe failed to shear and the flow from the drill pipe, although reduced, continued. Non-essential personnel have been evacuated from the platform and well control procedures have started. The latest information is that flow from the drill pipe has ceased and plans are being made to recover the situation. <…>. <…> Workover - <…> <…>. A left hand spear had been RIH to 403ft RKB and engaged in the tubing stump. The tubing was backed out at the ratch latch @ 8,860ft. The anchor latch was successfully released and two stands of DP had been pulled when a 2bbl gain was noted on the trip tank and gas could be smelt on the rig floor. Well had kill weight fluid (seawater) on both the annulus and DP side. The well was closed in at 20:21 hrs on the annular. After 10 mins, the DP = 60 psi and Csg = 20 psi. The casing pressure was verified with the gauge on the tubing/casing annulus on the wellhead. After discussion, it was clear that the well was safe and that a potential trapped pocket of gas had been released when the anchor latch had been backed out.



<…>.The BOP and upper w/head components of well <…> were p/tested after installation of a 7" csg string to surface. This required moving the stack cutting the 7" installing wellhead hardware and reinstalling the BOP equipment. To p/ test the connection a 7" RTTS packer was run to 90' brt. The packer had approx. 325' d/pipe and drilling BHA components hanging below it There was a float sub in the drilling BHA. The upper p/rams were closed to perform the p/test. A low p/test on the 7" csg. by 4" d/pipe annulus above the RTTS was successful(500psi/5mins.). As the pressure was increased toward 5k psi the RTTS packer released from 7" csg., transmitting the pressure in the annulus from the above to the below packer. When this happened the pressure under the packer forced the packer and d/pipe upward. The entire drill string moved upward . sliding through the upper pipe pipe ram. <…>. Operations had been ongoing to fish a packer and tail pipe assembly which had fallen into and stuck in the SC-1 screen packer. After attempts to pull it free had failed, the screen packer was washed over with a burn shoe and 5.1/2 washpipe. The fish was then latched with an overshot and pulled out of a hole. It was suspected that the screen assembly was pulled together with the fish. While pulling out of hole, at 1155' a flow of mud (gelled seawater) was noted coming up the drain pipe. The TIW valve was installed and the well was circulated. The max gas level seen was 8.9 units. Thereafter a small amount of gas was seen at each connection, which was allowed to bleed down. <…> - <…> Slot 5 07.00 hrs, 16 August 2002. Drilling operations were in progress on the 6" (reservoir) section of <…>. LSBL mud was being used with a mud weight of 9.6 ppg. Problems had been experienced with aerated mud and defoamer had been added. While drilling at 9517 ft MD the well was flow checked due to fluctuations in the flow meter. The well was shut in due to an apparent increase in flow. The well was observed and no pressure was noted, the choke was opened but there was no flow; the well was static. There was however aerated mud in the flowlines and a lot of foam at the shakers which accounted for the discrepancy in volumes. Drilling operations resumed. <…>. During the drilling of the <…> <…> reservoir at 14763 ft MDrt or 14587 ft TVDrt (68 ft below top), the well was shut-in in response to a slight increase in flow. Continued flow was recorded with the pumps shut down and the annular was closed with the bit ca. 20 ft off bottom. A stablisised SICP & SIDPP of 635 psi and 450 psi were recorded respectively. As discussed at the time of the risk assessment undertaken on <…>, a surface mud weight of 15.7 ppg was used to penetrate the reservoir (16.8 ppg ECD). Based upon the SIDPP of 450 psi the mud system was weighted up to 16.3 ppg and the well successfully killed employing the wait and weight method. (Please see <…> for full details). <…> While drilling 8 1/2" hole with a 16.0 ppg mud weight (17.2 ppg Equivalent Circulating Density), a positive drilling break was experienced from 16213 to 16232 ft MDbrt with an average increase in Rate of Penetration from 14 feet per hour (fph) to 30-40fph. A 25 minute flowcheck identified a 3.5 bbl volume discrepancy relative to the flowback "fingerprint" undertaken prior to commencing drilling the 8 1/2" hole section. The well was shut in and a final stabilised SICP and SIDPP of 354 psi & 334 psi respectively. This provided a calculated kill mud weight of 16.42 ppg based on the SIDPP. During an internal transfer of slops water using the main cargo pumps a plug of crude oil was pushed through the closed main off-load valve and the cargo off-load coupling valve resulting in a loss of containment and overboard oil spill. We had a discharge of hydrocarbon fluids through the LP flare system which resulted in a larger than normal flare. We had contamination of the glycol system and a release of hydrocarbon fluid from the re boiler header flange. The plant was shut down and made safe. Following a fire and gas fault consequent process shut down the No 2 firewater pump had been running for approximately 1 hour, when a small fire noticed in the exhaust lagging. The fire was extinguished with a portable extinguisher. The incident is under invaestigation. During a routine visual inspection of the gas compression skids, a small gas leak was discovered. The gas leak was emanating from a flange on a double block and bleed assembly on the 3rd stage of "B" gas compressor During routine watch keeping duties, a minor gas leak was detected on B HP gas compressor inlet flange to the 3" stage. The compressor was shut down the bolts on the flange relightened and the compressor returned to service. <…>. At 23:45 an influx of 4 BBLS was detected while drilling ahead at B826 feet TVD, the well was shut, in calculations were made and the well kill operation commenced at <…>. Follow up report to be issued on successful completion of well kill operations. Normal oil and gas process operations. During routine operations outside operator detected gas leaking from the body of the 3rd stage discharge PSV 351B on the B gas compressor. Fixed gas detection did not enunciate. Action: CCR informed and gas compressor shutdown local from skid. System depressurised. Machine isolated and PSV removed for inspection. Weather: Wind 035 deg x kts, slight sea 1.5 metres. Warm and Dry. Vessle heading 227 deg. <…>e Incident Report <…> and <…> refers.



Construction Supt whilst carrying out inspection of piping noticed what he thought was small puffs of dust emanating from a weldolet on the gas test line. Pressure indicator take off from the test seperator to LP flare header. On close visual inspection he determined that it was hydrocarbon gas being released intermittently from the weldolet. The Production Supervisor was informed immediately and the Test Seperator was shut in and blown down to HP flare header. Test Seperator completely vented down isolated and N2 purged in preparation for weldolet/inspection/remedial action for repairs. Seperator further mechanically isolated in readiness for approved repair procedure to be finished. Normal Production Operations. Wind - Northerly 30kts to 40kts Hydrocarbon gas released gas compressor. Leak from 70mm crack in MP Hot Gas bypass Disch line. The leak was noticed during a routine tour of plant. The compressor was then shutdown and made safe. Normal oil and gas process operations. During routine operations outside operator detected gas leaking from a flange on a 2" line from gas export header to flare. Fixed gas detection did not enunciate, the flange is at the very top of the turret area in the open and release quantity was very low. Action: CCR informed and gas export system shutdown Flange checked and retorqued. Weather: Wind 090 deg x 6kts, slight sea 1.5 metres. Warm and dry. Vessel heading 145 deg. Normal oil and gas process operations. On initial starting of the (C) gas compressor a small hydrocarbon leak was detected on cylinder #2 bleed valve. Fixed gas detection did not enunciate. Action: - CCR informed and gas compressor shutdown, bleed valve closed fully. Weather: - Wind 020deg x 17 kts, slight sea 2.2 meters. Wet and windy. Vessel heating 030 deg. <…> incident report <…> and <…>refers. Normal Oil and Gas process operations. A leak was noticed around the produced water returns pump. MP040SC by contractor personnel working in the vicinity of the 2nd stage separator. Water and a small amount of entrained oil sprayed onto the production main deck area before the pump was shutdown. Investigation revealed that the induction nozzle on the pump had a hole in it. Erosion is likely to cause failure. Fixed gas detection did not enunicate. Action: CCR informed and pump shutdown. Weather: wind 175degX20 kts. slight sea 1.5 meters. vessel heading 040 deg. Night shift Technician carrying out routine inspections noticed burning smell in the Aft LV switchroom. He immediately called Electrical Technician who established that the smell was emanating from the Dehydration system Thyristor control panel. Inspection found that one of the four banks of relays supplying the heater had burnt at yellow phase contractor supply. (Loose contact). 3 Phase 440v Yellow phase contractor terminal point contractor for Thyristor heater bank for dehydration reboiler temperature control. Cubicle isolated, inspected and effected bank electrically disconnected all phases. All other terminals in cubicle tested for security and tightness, all correct. Panel placed back into service with three banks in operation. An oil sheen was noticed on the surface of the sea above the <…>Satellite cluster. Wells were immediately shut in and a DSV mobilised to conduct survey. Further investigations revealed the choke valve on well <…> was leaking around the casing plug. <…>. Whilst performing well clean-up through the <…> separation package a small quantity of hydrocarbon gas exited via the fluid leg into the shaker house. (60 gms. estimated weight = 0.8 cuM) It is presumed that the pneumatic isolation valve was passing. There was a sudden gas peak in the shakers which initiated rigs general alarm. The gas level then rapidly reduced to zero. Yesterday afternoon approx. 14.30 an incident occured that resulted in a 205lt. drum of lubricating oil falling approx. 5 metres to the main deck. The deck crew was in the process of transporting lubricating oil from a half height container on the std main deck to the platform deck above the poop deck area for topping up the hydraulic oil system reservoir. This device has four claws that are secured around the lip of the drum when tension is applied from the lifting point. Additionally there is a ratchet arrangement designed to prevent acidental release of the lifting mechanism should the load contact any fixed objects during transportation. Due to the location of the crane involved and the area that the oil drums are required to be located, a blind lift for the crane operator is necesary. Standard practice under such circumstances was used by the appointment of a dedicated banksman and a tag line attached to the load to provide additional control for landing. Dipping of th No. 3 Starboard Cargo Oil Tank was about to take place. The cap for the dip tube was being unscrewed in order to dip the tank. The Deck Operator did not notice that the valve blew out due to tank pressure. This caused release of gas detection and GPA. Personnel were mustered and the Emergency Team dispatched in BA to the scene. The cap for the dip tube was found and resecured on the valve top stopping gas release.



On completions of the lifting operations, the wire strop was put back into the hook of the crane to take the weght prior to the removal of the hinge locking. The pin was removed by one of the deck crew who then stood back from the area. It would then appear that as the crane was slewed in order to take the hatch cover from the vertical position, the wire strop became detached from the hook and the hatch cover fell to the closed position. The securing clip of the crane hook was then noticed to be outside of the hook instead of inside. No injuries were incurred and no damage to any of the installation. The leak was small and would be dissipated to below explosive limits within 1 to 2 metres with the natural ventilation. The drilling MODU (Mobile Operating Drilling Unit) <…> was on location at the <…> Field, contracted to <…> preparing to commence operations drilling a new well <…>. During the operation of the ROV (Remote operating vehicle), which was making a survey of the general area, a request was made to check the MDS (Main drill site) manifold. During this visit the ROV operators observed a stream of bubbles from a location within the manifold structure. Initial investigations suggested that the most probable cause was the pressure relief fittings on the flange ends of the flexible riser/jumpers (normal operations). Operation at time of incident:- Running in hole with 4 1/8" drill collars in preparation for laying them out What happened:- On latching the 20th stand of drill collars and prior to picking up the stand, the bottom single parted at the lower connection. This allowed the single, weighing approx 445 kgs and measuring 28ft, to fall across the drill floor. Operation at the time of the incident - Running in hole with combination 19 - 1/2"/18" conductor string. What happened - On picking up the 11th joint (a crossover 19-1/2 to 18" joint) the joint slipped through the elevators. The joint was being tailed in with the crane . The joint weighing 2.7 tonnes fell a height of 20ft and landed on the drill floor. Two UV detector heads sited within an enclosure within Ruston detected flame and instituted executive action 'automatic halon release'. This brought the platform to general alarm status and a full muster was undertaken and completed. The emergency generator came on line to supply power. On initial investigation it was discovered a flash fire had occurred. Initial investigations show the source was an oil mist soaked gasket in the exhaust system. The indicator bowls of the wind speed anemometer which is situated on the derrick crown block fell to the weather deck. The main spinal had sheared. Wind speed at the time was 30 - 35 knots. Initially investigations show bearing seizure. Investigation ongoing. Awaiting safe access to crown block level due to height. Whilst preparing the PRT lifting frame on the BOP deck level for rectification prior to use a pin retaining washer fell approximately 18 feet to the deck below. The washer is not a load bearing part of the lifting frame and only weighted 200 grammes. The incident occurred when the PRT was being lifted out of its housing in the well bay using the PRT lifting frame. When the top of the PRT was approx 10 feet above the head height of those involved in the lifting operation at deck level, a wedge which had been stuck to the side of the PRT fell from the PRT, this weighed approx 4 kgs. The hard hat of one of the roustabouts on the deck was glanced by the falling wedge. No injury was sustained. The pack -oss was being removed from the BOP stand. The pack -oss was initially unthreaded then using a 1 tonne wire strop this was secured to the pack -oss by being wrapped around the body. The strop was manufactured in <…>. Once secured the strop was attached to a tugger line. The tugger line is rated at 2.4 tonnes. The tension was being taken up on the line when the 1 tonne strop parted and the tugger line ended up in the drilling rigs crown block. When slipping and cutting drill line a section of drill line was reeved and simultaneously hoisted into the derrick with a drill floor tugger. The slling on the tugger holding the end of the drill line in the derrick became detached and the drill line fell to the drill floor approximately 70 feet. Whilst undertaking pre start inspections on the West Crane it was discovered that all the retaining bolts (eight of) on the boom pall ratchet were sheared. These bolts have been replaced and the defective bolts have been returned for investigation. The dive team had completed load testing the main divers A frame at D2 landing area. On completion of the load test the dive team were removing water from the 2 tonne lift bag, using both the dump line and by tipping the bag to allow water to leave the top of the bag. Whilst tipping the bag whilst using the trip invertor line the lifting strops parted times 4. The 2 tonne parachute air bag fell to sea half full. The bag had been examined and certified on <…>.



<…>. Drilling in the <…> sands, looking for and expecting to drill into an abnormally pressured zone which would result in a "kick" situation. Drilling in 8.5" hole section at 13264 ft (13260 ft tvd). Observed a drilling break.and increase of flow. Picked off bottom, shut down the pumps and investigated. Well flowing. Shut the well in on the upper annular. Stripped down and secure on the middle VBRs. Allow the shut-in pressures to stabilise, mix kill weight mud. Commenced kill operations using the weight and wait method. Circulate the hole to kill weight mud. Monitored the well for pressure and flow. Well static. Open the BOPs. Circulate and condition mud. Mud system at the time of influx; Bariod pseudo oil base, 10.8+ppg. Kill mud weight;14.1ppg. Influx; 13bbls. Type; oil/water. SIDPP; 2150psi. SICP; 2200psi. FCP; 752psi. 9.5/8" casing shoe @ 12770'. FIT (equiv'); 17ppg. Drilling parameters at the time; WOB; 10k. RPM; 80. SPP; 4000psi. String Wt.; 420k. Tqe; 4K. <…> - Influx into well and had to close the BOP. Total of 11 barrel water flow into well and closed BOP. No injuries. Degasser oily water reject pump failed to stop on low level signal, the pump and pipework was subjected to shock pulses. The pulsation damper sheared, resulting in hydrocarbon release. An instrument pipe fitting on a main oil line pump pressure transmitter fractured releasing hydrocarbons. The pump shut down automatically. During normal operations an amount of oil was seen on the surface of the sea. On investigation the source of the leak was determined as the test separator booster pump casing. The casing had fractured following erosion internally following section of inducer blade having become detached. The leak was insufficient to activate the local fire and gas detection system. 'A' gas compressor had been restarted following the replacement of a failed cooling medium bursting disc. After 18 minutes of running an acoustic gas monitor adjacent to the compressor activated. The compressor was immediately shut down and examination revealed a leaking valve stem gland on one of the small bore isolation valves on a double block and bleed assembly for a pressure transmitter. The valve was inspected and the gland tightened and successfully pressure tested. The inspection engineer, while working adjacent to the gas compressors, noticed a smell of gas. On investigation by an operations technician, the leak was discovered to be from the cylinder head/block interface of number 4 cylinder of 'B' compressor, the compressor was immediately shut down. The leak was insufficient to activate the fixed gas detection systems. The investigation is ongoing. Mechanical maintenance was being carried out on the oily water recycle pump MP 2602 A. This is a progressive cavity pump which pumps produced water/crude oil mix from the oil boot on the produced water degasser vessel to the production manifold. Whilst manoeuvring the pump discharge pool in to position, the grating moved off its landing area and fell together with the spool, to the solid deck beneath, a distance of 2 metres. No personnel fell or were injured, the weather was calm, wind 14 knots 030 deg, Roll 0.2 pitch 0.3 heave 0.4. To prevent reoccurrence, a section of angle iron has been bolted in place to make it impossible for the grating to become dislodged. An offshore inspection engineer observed a gas leak on 2nd stage suction cooler of the 'A' gas compressor. The compressor was manually stopped and blown down. Normal production, wind 6kts 231 deg. Temp 8 deg C, overcast. Sulphur removal package (SRP) booster pump MP.2703 B. The pump had been recommissioned earlier that day following rebuild of the bearing assembly. Bearing temperatures were being monitored and logged continuously. New bearing installations regularly run at higher temperatures on this type of pump on initial start up. The Senior Maintenance Technician had been monitoring and logging the temperatures since start up at 13.:44hrs. At 16:40 hrs the drive end bearing temperature had stabilised at 101.3 C. The digital thermometer he had been using exhibited a low battery power alarm. Since the temperature had been stable since 16:00 hrs he left the site to replace his batteries. At approx. 1705 a Deck Assisstant observed smoke emitting from the area of the pumps. He informed one of the duty Operating Tecnicians who on arrival at the area observed the smoke was coming from the coupling housing on MP - 2703B. Work in Progress at Time of Incident: Normal production operations. Weather Conditions: 20 knot winds. Incident Description: GPA initiated - Confirmed High Gas in Fire Zone P27 - Gas Metering Housing. 2 Gas heads P27-KGP-001 & P27-KGP-002 showed high levels of gas greater than 60% lel. Process gas leaked from a swagelok fitting on a pressure transmitter inside the Gas Metering House.Two visiting metering technicians, under contract to maintain Curlew metering systems, had recently removed the transmitter for calibration puropses, and replaced it. The metering stream had been depressurised prior to the recalibration work and was being re-pressurised when the leak occured. The meter was depressurised and Fire team personnel in Breathing Apparatus investigated the leak and discovered the swagelok fitting loose. The gas detection system indicated low level confirmed gas at the gas export cooler. This was investigated and found to be a slight leak from the inlet flange of the export gas cooler. The cooler was depressurised and isolated. The flange bolts were re-tensioned and the cooler pressure tested and returned to service.



<…> - With the well status being unstable (due to ballooning/supercharging into <…> Fm) & gas levels higher than expected, it was agreed to spend time investigating downhole condition. Circulated well with 425gpm conventionally, until back ground levels stabled out to /- 10%. Extended flowcheck carried out over a period of 8.5hrs. Initial flow 2.4 bbl/hr with final flow of 1.0 bbl/hr. Total gained 14 bbls. Circulated B/U conventionally. Gas levels came up early (equates to 12600' bdf.) With gas levels increasing to 25%, well was closed in & circulated over choke as per <…> procedures. For investigation purposes, well was kept closed-in to monitor well pressure behaviour. SICP = 100psi, SIDPP = 60psi. Bled down SICP to 60psi & monitored for pressure buildup. SICP = 113psi, SIDPP = 75psi (/-EMW 760 pptf). Bled down SICP to zero & continued to circulate well over choke with low flowrate (160 - 245gpm, to minimize dyn. losses) until gas levels decreased to acceptable levels. <…>. <…>: 18:45. Whilst drilling 12 1/4" hole at 5816ft. in the <…> Sandstone, an influx was suspected, and the well closed in on the Annular BOPs after observing a positive flowcheck. No pressure was seen on either the Drillpipe or casing gauges. Bottoms-up was circulated, no gas was seen, but the salinity increased from 66ppk to 96 ppk, an indication of a brine influx. The well was circulated from 484 pptf (9.3 ppg) to 510 pptf (9.8 ppg), and drilling recommenced. <…>: <…>: 20:15 Whilst drilling 12-1/4" hole at 5922ft. in the <…> at, a 2 bbl gain was suspected, and the well closed in on the Annular BOPs. No pressure was observed on drillpipe or casing, and the well was static after re-opening the annular. Drilling recommenced. No further action <…>. <…>: 22:15. Whilst drilling 8 1/2" hole at 7345ft in the <…>, a 10 bbl gain was suspected, and the well closed in on the annular BOP. No pressure was seen on either the Drillpipe or casing gauges. A flowcheck confirmed that the well was not flowing, and bottoms-up was circulated, no gas being seen. Drilling recommenced. <…>: <…>: 00:30. Whilst drilling 8 1/2" at 7410 ft in the <…>, a 7 bbl gain was suspected, and the well closed in on the Annular BOP. No pressure was seen on either the Drillpipe or casing gauges. A flowcheck confirmed that the well was not flowing, and bottoms-up was circulated, no gas being seen, and no change in mud properties observed. Drilling recommenced. Precautionary shut in while drilling abnormal formation - No further action <…> - On Drilling out well <…> (after driving 30" conductor) an obstruction was tagged 1.5ft from the shoe (490ft MDBRT), a gyro was run to determine the inclination of the conductor, it was found to be at 2.25deg at the shoe and at 77.66 deg azimuth (0.58 & 81.5 at seabed) modeling showed that the M2 conductor had come into contact with that of M1. At the seabed the conductors are 2.5m apart centre to centre. The status of M1 is as follows, 30",20",13 3/8" & 9 5/8". The 9 5/8" is set approx 100ft TVD above top reservoir, it is cemented in and a bridge plug is set at 800ft. Normal production operations. Wind - 296 at 2 knts. Hydrocarbon gas released from "B" Gas Compressor. Leak detected manually from inboard aft end of compression.Compressor shut down and subsequent investigations showed that packings on cylinders 1 & 2 to be insufficiently secured allowing gas to migrate to the distance piece. Normal Production operations. Wind Northerly 10knts. Hydrocarbon Gas released. 2B2 Gas Compressor. HIHi gas alarm initiated in vincinity of 2B2 gas compressor. Investigations revealed leak from cylinder 6 distance piece inspection hatches. 2B2 Gas Compressor S/D. Further investigation revealed that the gas was coming from a leaking lubricator fitting on cylinder 2 and migrating past the packing to emerge from the distance piece inspection hatch at number 6 cylinder. During offloading of the supply vessel, a food container (No AMB 2525) was being lifted onboard when a piece of wood measuring 7"x 6"x 2" fell from the bottom of the container landing on our laydown area from approx. 15' to 20' feet. No damage or injuries caused. A rope access team were installing a lifting frame on the Starboard Crane. During the initial rigging operation one of the team was working approximately 1 foot beneath the boom stops. One of the ropes came into contact with a rubber damper at the end of the boom stop, dislodging it. The rubber boom stop damper fell, glanced off the team member and fell approximately 12 metres to the slew ring walkway at the base of the crane. The team member was not hurt or injured by the damper. The team immediately removed the other boom stop damper, which came away with very little effort. <…>. Operation. Drilling 8.5" hole at 14296 feet with 12.4 ppg mud. Drilling break (ROP increased from 20 to 60 ft/hr) drilled to 14298 ft and flow checked well. Well flowing - shut in on pipe rams. SIDPP - 550 psi, SICP 730 psi influx volume 20 bbls. Weighted up mud and killed well with 13.5 ppg mud. Recorded maximum 8.7% gas on bottoms up. Circulated well on full open choke with 13.5 ppg mud. Shut in well and monitored pressures. Circulated and increased mud weight to 13.8 ppg. Displaced riser and kill line to 13.8 ppg mud



<…>. Operation in progress was logging with drill pipe conveyed VSP/MDT toolstring. VSP had been successfully completed and the string ahd been run in to take MDT pressure samples in the <…> sandstone at 17454 feet ( 13620 ft TVD RT). After taking 8 pressure points the trip tank level indicated that well was flowing. Well was shut in on upper annular. Total influx calculated as 44bbls, SIDPP 35 psi SICP 450 psi. Circulated well to 13.8 ppg using drillers method. (Mud weight in hole prior to logging was 13.8 ppg. Reservoir pressure 13.45 ppg EMWT from MDT pressure reading). During oil sempting from steering gear hydr, power packs on el. 15050. tank on Unit C over flowed and caused an oil drip on cover of exh. gas manifold on diesel eng. 1A on Level 8000. The oil passed a joint in the cover and came into contact with the hot exh. pipe. This caused a small fire (flame and smoke) which was detected by fire detection system, which again triggered the master shut down for the eng. room (black out). Shortly after this, the fire was detected by the Heica and Larscn system (local/automatic foam system) and foam was sprayed over gas/diesel engine. During the muster, leader of tech. understood what happened, and manually triggered the foam system on gas/diesel engine O/B, (engine close to 1A). At 3.16 it was confirmed that the fire was extinguished. When the chief eng. came to the eng. room he was immediately informed about the most likely cause, by the eng. operator. Area was once again checked and resulting of the system was started. Established power on main bar lear apr. 1400. The line between the fuel gas stand and engine generator 2B had been successfully pressure tested with nitrogen. After de-isolation of equipment, the fuel gas line was put back in service. Shortly after a leak occurred from the fuel gas line purge point. Plant side on gas detection. General alarm activated and personnel reported to muster stations. Upon investigations end cap on fuel gas purge point was found to be missing. It had been removed for pressure testing and had not been replaced prior to de-isolation and introduction of fuel gas. An estimated/calculated amount of 5.7sm3 of hydrocarbon gas was released to atmosphere. This is a 340 bar small bore pipework system. Three seconds after the start up of the sea water lift pump, the transformer winding insulation failed and caught fire. The fire was detected by two electricians in routine attendance for a start up. They informed the control room who initiated a GPA and ESD1. They then extinguished the fire with portable CO2 extinguishers at site. Checks have been made to ensure that planning routing had been carried out correctly. <…> - While drilling at 10438' a small increase in flow was observed. While circulating 20ppm of H2S was observed, rising to 60ppm. Gas level 1-2%. The well was shut in. While circulating clean, a Max of 114ppm was measured. After subsequent circulating the level reduced to 0ppm. LEL methane reached a Max level of 110% before reducing to 0. <…>. Drilled into overpressurised brine raft at a depth of 1324m through salt. Flowchecked to trip tank, well flowing 24 bbls/hr. Shut in and observed pressure build up. Circulated well using the drillers method with 1.65sg oil based mud, circulated to 1.75sg OBM, then circulated to 1.8sg OBM Work had been taking place on the <…> Gas Compression Train. The ICC relating to the work on the system had been completed and all the vents and drains listed on the ICC had been returned to their normal operating position. The Train was being reinstated for testing. As the main isolation valve was opened the operator heard the sound of escaping gas. He immediately reclosed the main isolation valve. Subsequent investigation revealed that the vent on a pressure instrument harness was open and unplugged. The work which had taken place on the instrument harness had not been recorded. After the gas release a flange check of the system was made to check all instrument valves and vents were closed and plugged. <…>. After setting two x 500 ft cement plugs above an abandoned bottom hole assembly (the first cement plug was tagged at 6415 ft (179 ft above the fish), a 12 1/4 kick-off assembly was run into the hole. The hole was washed and reamed to 5372 ft where gas levels were seen to be increasing significantly. The annular BOP was closed as a precautionary measure / no pressure was observed and the well was circulated through an open choke until gas levels decreased to an acceptable level. The well was then opened and flow checked as static. Drilling operations were resumed safely. Considered gas circulated up well with cement - no further action <…> - The potential exists that the production casing on well <…> (<…> Field) has collapsed. At the time of reporting it cannot be confirmed if the casing has failed. The facts that are known at this time are that there is tubing to annulus communication and the theoretical collapsed rating of the casing has been exceeded. Collapse of production casing +/- 12000 feet below sea level.



<…>. During drilling of 8.5" hole on a development well, (assessed as negligible risk of H2S) the installations gas detection system indicated that Hydrogen Sulphide gas was present in the mud return areas. Drilling was halted, the "at risk" areas evacuated and Emergency Response team was mobilised in BA to check the area. H2S presence was confirmed with portable detection at a maximum of 5 ppm while a maximum of 24 ppm was recorded with the installation's gas detection system. The well was shut in as a precaution and a plan to allow safe removal of any remaining gas from the well and surface modules was devised and implemented. H2S levels fell with continued circulation. Following assessment and systems checks, a precautionary 5m was drilled to assess H2S levels. No further H2S was recorded. Drilling resumed with heightened awareness for monitoring H2S (See attached copy of <…> report for full details. <…> - Closure of subsea BOP: TD Depth 3982m, 9 7/8" Casing Shoe Depth 3593m. Whilst pumping out of hole (stablizers balled up with Dunlin Clay) at 3192m (inside casing). Observed well to be flowing (mud density 1.81 sg) Well was shut in with annular preventer SIDDP = 0psi, Pit Gain 6.2 bbl. Installed gray valve and stripped back to TD. Circulated bottoms up, last 10% through choke. Circulated gas from BOP (1.5%). Opened well, flow checked for half hour, well static. Circulated and conditioned mud. Commenced pumping out of hole. Currently still pumping out of hole - depth 2600m @ 12:00 hrs <…>. <…> - additionasl <…>submitted. SIDDP = 0psi, SICP = 160psi, Pit Gain 17 bbl. <…> - Dangerous <…> - function of BOP. While drilling the last 100m of the 3100m 12 1/4" section on <…>, at a depth of 4447m MDBRT, the well was flow checked and a 10 bbl influx taken. The mudweight was 1.27sg. The well was closed on the annular - shut in pressure on the drillpipe and annulus was 145psi. It is considered that Top reservoir (<…>) had been penetrated as planned at the TD of the section. The risk of an overpressured reservoir, due to support from injector <…> (some <…> m to the west), had been considered throughout the well planning process and the choice of mudweight. The well was killed with 1.32sg mud, opened up and circulated clean. Mudweight has been increased to 1.35sg and the section is being drilled to the last c.50m to TD. <…>. While drilling the 12 1/4" hole approaching the reservoir, a gain was observed in the return mud flow. The well was flowchecked and was observed to be flowing. The well was shut in by functioning the BOP. The well depth was 2039m mdbrt and 1959m tvdbrt. The total influx volume was recorded at 14 bbl. The mudweight in use was 1.25sg. The drillpipe pressure stabilised at 246psi. The casing pressure stabilised at 348psi. The well was killed using the wait and weight method with 1.35sg mud. The mud was further increased to 1.4sg to provide and overbalance and the BOP was opened. At 15:30 during routine platform check crude oil was noticed leaking from a flange on a valve at the top of the pump room. The leak was on the valve TC 528F on the crude oil washing line. The system was not in use and shutdown at the time. The leak was depressed and drained back to the port slop tank. The flange bolts were tightened and the oil cleaned up. The leak may have been caused by a combination of the loose flange and a pressure build up in the residual hydrocarbons in the line due to an increase in ambient temperatures. Whilst injecting Methanol (MEOH) subsea for well operations a leaked emanated from the Chemical injection Utility swivel in the turret. the leak initially activated low level gas detectors in the Turret area & subsequently resulted in a level 3 F& G shutdown & GPA activition upon co-incident high level detection in the area. All personnel were mustered & stood down after the incident was identified & contained. The <…> line was subsequently isolated & the gas detectors returned to their normal state. <…> FORM ATTACHED SUBMITTED Pre history <…> had just completed a short shutdown to carry out a heavy lift and replace valves and spools on H0103A/B crude oil coolers. ( NB the oil systems were not being worked on at the coolers during the shutdown). During the course of the start up, at 11:42hrs <…>, the crude oil pumps were operated and oil was led through the 'A' cooler to the cargo tanks (oil @ AVP? at this point of 7.5sl). At 12:24, an alarm came in from a single head which was accepted and cleared. No operator sent to aera @12 12:48, the head came up again at the coolers and an investigation by the hydrocarbon operator, oil found leaking from SP/2404 (special Connection) sample point.



In an attempt to progress the inert gas purging and gas freeing of the No 4 crude oil tanks prior to vessel entry for Lloyds inspection, marine personnel were intially observed swinging blinds on the gas free system without a valid permit to work. They were asked to make the job safe and then stop work. However a second blind was being worked on by another Marine person again without a permit and without the knowledge of the CCRO and subsequently there was a release of hydrocarbon gas and inert gas that set of the gas detectors on the cargo deck. The alarm was immediately responded to by the CCR and outside operators. Once the flange was re-tightened the release of hydrocarbons ceased. Investigations have revealed the underlying and root cause of the incident. Firstly the recommendations from the investigation will be disseminated to all personnel on board the installation. An increased awareness programme will be initiated along with refresher training in the <…> Work Permit Procedure. Disciplinary proceedings against individuals will be initiated. During normal Gas Export operations, a minor gas release was observed from the end cover of the 'A' Export Gas Compressor 2nd Stage Discharge Cooler. (>1m3). This cooler normally operates at circa 150 barge upon comfirmation of the leak the unit was shutdown, depressurrised, vented & ineted & isolated to faciliate the investigation of the failure causal factors. The release did not activate any gas detection system due to the size & location of the leak. The operator thought he could smell gas. On Investigation they came across a small crack on the instrument bridie on the first stage of the gas compressor. The compressor has been shut down and isolated. Parting of break pin shackles whilst transferring export hose to shuffle tanker <…>. There are no injuries or equipment damage due to this incident. Whilst decanting a methanol bulk supply tank (volume = 2000 litre) from on top of the PCI skid to the methanol storage tank (volume = 8000 litres) the storage tank overflowed at a level of 102%. An estimated total of 5 litres maximum of methanol overflowed onto the main deck. No methanol was observed going overboard and no sheen was observed on the water. The decanting was stopped and the isolation valve on the fill line was closed, the tank level was reduced. The main deck was closed, the tank level was reduced. The main deck below was washed with copious amounts of water, although the methanol had vapourised off due to its low flashpoint. Weather was good, with little or no wind. Store crane hook was being lowered to engine room, no load on hook. When crane operator put the control stick to neutral/stop position the wire continued to lower. crane operator pressed notor stop button and this stopped the wire. TIR- @ 16.50 <…> <…> 440V power Supply Cable Arced. Inert venting from the shuttle tanker, picked up by the gas detectors resulting in the shut down of the installation. No injuries, full investigation has been done. Produced Water was being pumped from the Port Slop through the crude Offload Hose and re-circulated back into the Residue Tank. Valve changes were being made in the pumproom to import seawater from the Pumproom Sea Chest and into the Export Main through the Offload hose. At this stage it was noted that the drain plug in valve 2C1105A was missing and seawater was discharging into the Pumproom Bilge's. The task was to relocate the Hydraulic Power Unit (HPU) operating control panel within turret due to existing bad access. The original panel had suffered damage so was replaced using a new identical panel, this being relocated to a more suitable location in close proximity to original. This unit controls the operation of sub-sea valves etc., so was a shutdown task covered by modification request No <…>. Relocation RM workpack contained all known relevant information, and indicated 2 blue multi-core Intrinsically Safe cabled deemed instrument cables. Isolations relating to hydraulics and 24v supplies were completed an ICC filled out accordlying at the end of the night shift of the 4th. The following day whilst preparing cables for glanding, the performing authority received an electric shock from an IS blue multi core cable. On investigation, the cable in question was bound to be carrying 220v AC which and not been detected the previous day. Whilst leak testing after maintenance, nitrogen was heard escaping a 4mm diameter hole was found, in the inlet spool on the low pressure gas cooler, incident occurred approx six and half hours into shift, the weather was fine and calm. Routine operations with 2 water injection pumps, each being driven by a Wartsila diesel engine . During routine checks by the production operator, diesel was found to be leaking to the bilges from "A" pump due to a fractured fuel line. The unit was immediately shutdown and the diesel supply isolated



At approximately 04.15hrs Engine Room Duty Engineer was informed that process gas to the Port Boiler has tripped. He checked the boiler gas pressure and found that there was no pressure, but the fuel pressure had compensated for the loss and steam pressure was constant. He then received a call from the CCR to inform him that process gas to the boiler had been reinstated. The Duty Engineer then checked the gas prssure and found it had returned back to normal setting, therefore he reset the boiler. The Boiler went through its start up sequence running on gas oil/process gas. Minutes after the starting of the boiler gas was detected at the engine room air intake on the Bridge Deck.Tthe vessel went to GPA nd ESD 3, with all the personnel to muster stations\ Testing BOP. Wind: 13m/s Swell: 4-5m Pitch: 1.6 deg Roll:1.4 deg Heave:0.8m. The aft part of the V-door on the rig floor moved from open position and over to closed position. This was caused by movement of the rig. The rig heeled forward, so when door reached closed position, the door damaged end stopper. The door moved further forward and came out of the track and fell over onto the drill floor. There were no personnel in the area at the time. The drilling assembly was being tripped. A new crew had just come on shift at midnight. Slips had been set and a stabbing guide placed on the drill string box sat in the rotary table to protect the threads of the connection as the next stand was stabbed. Two roughnecks were working on the floor at the time. One, <…>, was standing ready to operate the iron roughneck after the next stand was stabbed. The other, <…>, was standing ready to guide and stab the next stand of drill pipe to be added to the drill string after it was picked up. To do this safely, he had a length of softline (rope) on the bottom of the stand to "tail in" the stand. The man on the brake (shift Toolpusher) picked up the stand after the derrickman had latched the elevators. Just as he hoisted the stand, the stabbing guide fell from the box of the top of the string in the rotary table. The operation at the time was the pumping of cryogenic, (liquid nitrogen), during underbalanced drilling operations. The weather was good. At approximately 05:15 an empty N2 tank was being lifted off the top of another tank, (due to the operations and deck space, N2 tanks are required to be double stacked). On lifting the tank it started to swing and came into contact with an access platform hooked onto the lower tank. This contact caused one of the supporting brackets to fail, resulting in one end of the platform swinging down on to the deck a distance of approx. 6 feet. The resulting added loading and stress caused the remaining bracket to fail and the other end of the platform fell 6 feet to the deck. All personnel were clear of the area, as laid down in the risk assessment carried out for the job, and no personnel were injured or in an area of danger at any time during the lift. Whilst working on top of SC3-2 Baryte Tank, assisting with the attemped cleaning of the blocked discharge line, the I.P. was struck by a large amount of baryte that shot out from the open end of the discharge line, causing him to fall from the tank top to the deck below. Injuries to shoulders & pelvis. Detained in hospital >24hrs. At the time of the accident the I.P. was working with three other men, one of whom was the direct supervisor and one other member of the team was assisting the I.P. on the tank top. The I.P.was recoved from the column by stretcher to the sick bay and was later sent ashore by hekicoper to<…>.See attached <…>. <…> Mooring Line parted. The rig was unlatched at the time and was waiting on weather. weather at the time was: wind 35-40 kts Wave ht 17-26 mtrs Visibility 4-6 miles. Pitch 8 deg. Roll 3 deg. Heave 20 mtres No personnel injury. Whilst tripping in the hole, a roughneck observed a piece of metal had fallen to the deck and reported it to drawwork operator Toolpusher. Operations were suspended and during investigation it was discovered that it was a part from the holding base plate arrangement for the block management system mounted in the derrick. Dropped item (weight= 1-0.7 kg.) was mounted in the Dolly track at 140ft. level. The dropped object was one of four brackets for the securing of the base plate for KEMS system. Mounted on UNI strap channel to allow final adjustments of same. Whilst running No.3 anchor, the anchor winch DC motor went into overspeed and destructed, throwing motor covers and mica into surrounding areas.Immediate area was made safe and cordoned off. Meteorological conditions at the time of the Incident were: Wind: 190° 20 Knots at Crown, Barometric Pressure: 983 m/b Steady Visibility: 10 Nautical Miles Air Temperature: 42 F Sea State: Wave height 6 feet @ 190º Roll Max 3º. Pitch 1º. Heave 1-2 ft The welder accompanied by a fire watch, was carrying out modifications to PC3-1 bulk tank access ladders. He was using a grinder on the lower section of the tank ladder when sparks from his grinder ignited the insulation at the top of the tank (this insulation is a type of rockwool to prevent condensation on the cement tank).The fire watch noticed the fire and instructed the welder to evacuate the area and at the same time climbed the ladder and discharged a fire extinguisher at the burning insulation. The fire continued to burn so he left the column to get another extinguisher. He descended the laddder a few rungs and directed the extinguisher at the fire. Before he could determine that the fire was out, the smoke in the area became so intense that he was forced to leave the area. The general alarm was sounded and personnel went to their muster stations. Ventilation to the area was shut down and hatches closed.



While connecting the tow wire from the <…> port aft corner of the rig anchor handling vessel collide with the rig at least twice. The rig suffered indentation of the hull side and bottom plating and damaged paintwork. Watertight integrity of the rig was not compromised. The <…> sustained a hole in the stern roller and damage to strongback. Rig on location, preparing to cement liner when shear link on No 6 anchor chain was inadvertently payed out beyond fairlead and sheared as designed 192 ft from chain bitter end. Rig shut down all well operations and made safe, rig adjusted other anchor chains to maintain well centre. Environmental conditions Wind - 8 kts, Dir - 186, Vis - 10 miles, Sea - 6ft @ 250 A container with mud chemicals in it was lifted from its location on the main deck, lowered to the sack room where the contents were unloaded. Two pallets of chemicals were then loaded into the container which was then lifted back up onto the main deck. The container was then swung back to it's original position, with one container directly behind it, one on its starboard side, and a waste skip on its port side. Once positioned approximately 3' above deck level, the banksman stopped the lift and asked the crane operator if they should rotate the container to make the doors accessible from the walkway. The crane operator agreed that they should and on instruction boomed down while maintaining a 3' gap above deck level. Once the load was stationary the roustabout who was handling the load rotated it 180 degrees anti-clockwise. In the process of rotating the container he caught his fingers between a spare diverter mandrel which was standing in the rack opposite the container, and the container itself. The load was landed and he reported to the medic. While the crane was working a supply vessel <…>), a short section of handrail fell from the port flare boom to the deck of the boat below. No personnel were on the deck of the boat at the time and consequently no injuries occurred. Weather at the time was minimal and played no part in the incident. The incident is assessed to have occurred because of the unidentified and excessive corrosion of the handrail in the vicinity of the burner head due to prolonged exposure to heat and salt water. It is also likely that the crane wire contacted the corroded section instigating the incident. Investigation identified that an increased inspection frequency for the booms was justified and also that the crane operators need to identify where a boom location and boat operation may conflict and address such risks prior to continuing. A partial black-out of the rig occurred, caused by the failure of No 3 Alternator. Excessive vibration followed by smoke in the space resulted in the fire alarm being activated. The general alarm was sounded and all personnel were mustered at their relevant stations. <…> and base offices were informed and E.R. procedures were initiated. At 11.54 the situation was under control and all safe. Personnel were stood down and all parties were informed. Further investigations are being carried out to ascertain reason for the failure. See attached <…> While running pipe into the hole the drill crew were drifting drill pipe with a small plastic or teflon drift. The drift became detached from its hoisting arrangement and fell about 60 ft to the drill floor. Information received from the derrickman on tour suggests that when the drift was being hoisted up to him it swung more than usual and hung up on some point beneath the top drive. The loop of the drift slinging arrangements became detached from the hoisting carabiner fitted to the Port side top drive bale. Immediate corrective action was to review the situation and modify the slinging arrangement. Further action will include the use of a locking latch hook. The Job Safety Analysis undertaken prior to the operation had identified a potential dropped object hazard. As a result the procedure included keeping the crew off the drill floor as a precaution when lifting and drilling the pipe. Weather conditions. Wind 25-32 knots. Seas 10 - 12 feet. Heave 1 - 2 feet. Pitch and roll 0.9 deg. Gas leak from a fixed choke manifold was observed, an o-ring seal burst. well was shut in by closing the ESD valve on the rig floor. No-one got hurt, operations remained under control. <…> well test equipment. As part of preparation for skidding rig F/<…> to <…> the catwalk required to be moved 2-3' away from upper package. During this operation the catwalk has "snagged" below use door and swung free and dislodged a 3" handrail from it's sockets. This in turn fell approx 25' to main deck, this was being kept clear to prevent personnel being on this part of main deck during lift. The handrail weighs approx 110kgs. There were no injuries to personnal and minimum equipment damage. To prevent recurrence, all cantilever hadrails are being welded in place. Any other handrails on rig that have potential to be dislodged, will be identified and secured. The catwalk will be modified to prevent snagging and handrail security will become part of the rig maintenance system. During nipple up of well intervention riser ASSY, it was required to manoeuvre a coil TBG shear seal BOP below riser in order to connect the two together. While doing this the BOP struck the guard rail around an open hatch. The guard rail moved position enough to allow one of its scaffold feet (bar one ft long with 4" square base plate 3 kgs) to fall through hatch to production deck. No personnal were injured and there was no equipment damage. to prevent reoccurence, all feet have been removed from guard rails.



At the time of the operation was drilling 17 1/2section, extensive mud mixing in progress with 3 compressors on line. At 07:23, the fire control panel indicated an active smoke alarm for the Rig Air Compressor Room, this was quickly followed by another alarm on the engine room control panel indicating a faiilure with No 3 compressor. Upon initial investigation, the compressor room was found to be completely full of thick brown smoke but with no obvious signs of flames or heat. The General Alarm was sounded and personnel informed to report to muster stations. the On Scene Commander was dispatched to the area to conduct assessment of the situation. Fire Teams 1 & 2 were then suited up and dispatched to the area. Equipment in room was isolated, Fire Team entered compressor room wearing BA Sets, found no source of fire but layed foan blanket as a precaution. Drill crew were tripping in the hole, drifting pipe in the derrick. The topdrive was running up the derrick when a bolt landed on the drill floor. The drill floor had been cleared due to the drifting of the stands in the derrick. The operation was stopped and the top drive inspected. Inspection revealed one of a group of four bolts securing the inner block dolly roller on the port side had sheared. The section of bolt that fell from the monkey board level (approx 90ft) was 3 3/4" x 7/8" and weighed 300g. This was a standard derrick bolt, factory fitted and complete with Anco fitting. All remaining dolly bolts and mountings were checked, the failed bolt replaced and an investigation initialled. Operation was to layout a pup-joint from string. Pup was broken and spun out and placed in the mouse hole. A lifting cap and tugger were attached and the weight taken. When IP unlatched elevators, they returned back as designed, before violently kicking out to the link tilts full extension. IP was struck in the groin area and thrown to the deck. While running up slickline to run an AVA plug, the plug and running tool were attached to the wireline and hoisted up to be placed inside lubricator. As the tool was being maneouvered at a height of 20' the plug dropped to the rig floor. Initial investigation seen that the tool had not set but had dropped while remaining in the running mode. A piece of angle iron fell down onto the rig floor. No injuries and no indication where the angle iron fell from and investigations is still ongoing. Whilst lifting the Marine Riser Diverter Housing up on the drill floor with the blocks, the catwalker tugger was being used to steady the diverter, which had been landed by a deck crane. The tugger was attached with a 3 ton sling. The sling parted whilst the diverter was being lifted by the blocks in order to stab the diverter into the slip joint. The crew were standing well clear and no injuries resulted. Weather conditions were good and the job had been done many times before. The job was stopped and discussed and work continued with a heavier sling in place. An incident review has commenced. The crane operator was in process of lifting a third party equipment. One moveable diesel power unit from where it was located on board the 2 last month back to a supply boat for transfer to shore after the well was finished. The power unit had 3 length of shock absorber rubber crosswise under the unit. Two months earlier the unit came on board the shock absorbers installed original when the power unit was built. The power unit had been cut loose by the welder. 100% sure he had not cur anying of the secruing of the shock absorbers. After lifting approx. 4 meters one of the 3 shock absorbers fell down and one came loose. The roustabouts performing the lifting operation were well clear so no personal accident could happen. The lifting operation was done in accordance with procedures "Requirements to Lifting Operations". Whilst the crane operator was working deck cargo with the supply vessel '<…>', an empty cuttings skip became trapped in one of the access doors in the deck barrier. As the weight was taken the skip became detached from the hook and fell about 7 feet onto the deck of the vessel. The crew were well clear and no injuries resulted. The hook was inspected when it was landed on the rig and it appeared intact, with no damage to the safety latch. The vessel's Master confirmed that there was some damage to one ferrule on the container lifting bridle, but that nothing had broken. It can only be surmised that a jerk on the load had caused the safety hook to momentarily unlatch, release the load and close up again. The hook and pennant have been removed from service as a precaution and will be returned to the manufacturer for analysis. The skip in question was left on the boat and will be examined when the vessel returns to port. An incident investigation is underway. Picking up a double of pipe to make up the DDM, Weather was cloudy with rain. A small part, 11cm x 3mm, of what appeared to be a bearing keeper plate was heard to land in the port side set back area of the drill floor. Job stop and derrick check carried out. A bearing on one of the crown sheaves was found to be collapsed and had started to disintigrate.



At approximately 03:10 hrs on the <…> the relief valve on # 1 mud pump ruptured while taking an MWD survey. Pumps #1 & # 2 were running @55 spm each, with pressure around 4750 psi. The mud pump was isolated and the rupture disc was changed out with one, which had been previously made up as a spare. This whole operation took around 25 minutes from isolation to deisolation. The changing of rupture disc holders only require the removal of the top cap of the WOM valve, taking out of the holder cleaning the inside and replacing the holder. During this time operations continued using # 2 mud pump @ +/- 100 spm. The mud pump was put back on line at a connection around 03:40 hrs. While bringing the pump up to speed the Assistant Driller was in the pump room observing and saw nothing untoward. He then made his way to the shakers, observed mud coming over the shakers and phoned the drill floor to confirm returns. Shortly after that the gas alarm sounded. The Driller was pulling out of the hole after drilling half a single down. He was preparing to rack back a stand. He engaged the pneumatic parking brake (main brake hydraulic actuator lock valve) and then moved away to open the roof hatch for better visibility. While doing that, the pneumatic parking brake failed to hold, allowing the travelling block to move down approximately thirty feet, severly damaging three joints of drill pipe. The Driller immediately applied the main brake and the downward travel was arrested. No personnel were injured during the incident. The integrity of the well was not compromised. The rig had just completed a rig move to this location and was in the process of commencing to run No8 anchor. While paying out No8 anchor to the <…> there was an uncontrolled pay out of anchor chain, approximately 3,900 feet. All methods available at the local station were used to arrest the chain pay out without success. The anchor chain ceased its controlled payout because the bitter end was secured in the anchor locker. Weather at time Wind - 5 -10 knots Seas - 0.5 metres Pitch - 0.5 deg Roll - 0.5 deg Vis - 10 miles The base oil hose was passed to the supply vessel and was unhooked. the Barge Engineer heard something strike the deck. All work was stopped. the area checked and a piece of metal 70mm X 35 mm X 8mm weighing 100 grams found. the crane was investigated and the boom line fast sheave at the boom tip seen to wobble. The area had already been cleared. The crane was landed in the repair rest without further incident. the fast sheave was found to have a fractured bearing. The piece of metal fell approx 150ft. Other parts of the bearing were lodged in the boom sheave cluster housing. The drill crew were preparing for over side work in the cellar deck and removed a section of handrail from the port side of the moonpool. The section of handrail was ostensibly parked into slots in the deck and was left whilst preparations for the job continued. Some minutes later the Night Toolpusher saw the handrail section topple over and fall through the moonpool. No-one was touching it at the time but someone was walking nearby. It is surmised that the handrails were not properly secured into the slots and that vibration has caused them to topple over. A search with ROV failed to find the handrails. The rig was in safe handling position and not over the wellhead. No injury or damage was sustained anywhere. At 13:40hrs on the <…>, two Roughnecks were in the process of replacing an element in a Hydrill GX 13 5/8" 10K annular preventer. All jaws had been released. One pull down bolt was removed and whilst removing the second of four pull down bolts, the cap blew 1.5 meters in the air and came to rest back down on top of the annular preventer. The Hydril GX 13 5/8" 10K annular preventer was off line undergoing maintenence and not connected to the Koomey unit. The roughnecks were standing on scaffolding and no person was injured during the incident. Whilst lifting a motor for a cooling pump using the deck crane, the motor slipped from the sling and fell approx 14ft to the deck, striking the wall and the deck plate adjacent to the port aft elevator shaft door. The dimensions of the motor is 35ft by 21ft and weighs approx 0.5tons. The operation at the time was drilling ahead in 12 1/4 hole, running three mud pumps at approx 4500psi and using oil based mud. The end plug on the high pressure strainer on the discharge side of No 1 mud pump blew off, releasing oil based mud under pressure into the mud pump room. Nobody was injured by the plug or contaminated by the oil based mud. No well control problems were encountered (Nos2 and 3 mud pumps still working OK) Rig was engaged in running BOP/Riser on Well <…>, <…> Field. The riser running tool was going to be removed from the riser joint in the rotary table so that it could be used to pick up the next joint of riser from the V door. The port forward tugger was being used in conjunction with a running line that was rigged up across the V door for tailing in the riser joints. On raising blocks, the shackle connection between the tugger line and a running line at the forward end of the rig floor snagged on a redundant DSC chain guide assembly mounting plate on the blocks. This resulting in 4 x 1/2" bolts shearing and the mounting plate falling approximately 65 feet to the rig floor below. The weight of the dropped plate was 31 lbs, dimensions 14" x 10" x 8". Man operating the forward stbd tugger observed that the port forward tugger line had become snagged, shouted to Driller and his co-workers.



A 3 tonnes SWL chain block was used to pull the lower arm on the PRS in toward the column. It was in an attempt to assist the PRS retract. One man was pulling in on the chain block, it was arranged in a horizontal pull and was attached between two slings with a shackle in each hook. The swivel arrangement of the moving hook failed. The hook slipped out from between the two cheek plates which contains the pulley and the swivelling hook. This type of chain block has a double fall. After the failure one of the bolts from the swivel/hook assembly was missing. It had been in position on prior to the blocks use. The block was fully certified. 30" conductor was being run. The joints are picked up by the starboard crane transferred to the drill floor. The pin end of the 9th joint was just entering the 'V' door when it touched the side. The joint gave a slight shudder and the protector fell off the box end, and landed on the cantilever, a distance of approximately 20'. One other joint was found to have a loose protector. The remaining joints will be run with the protectors. When being transported the joints have the protectors secured in place with 4 screws. Three screws had been removed by the vetco hand when he inspected the joints. The items weight was 10kg and 30" diameter by 9.3" deep. The deck crew were procedding to replace the windsock. They connected the crane to the slings attached to the mast supporting the windsock swivel arrangement. Once the crane was connected and a slight strain taken on the whipline (approx. 300kg) the securing pin at the foot of the mast was removed. The crane was gently slewed to the right and the mast began to lower on its hinge. When the mast was partly lowered the sling arrangement parted and the mast swung to the deck. Work ongoing at the time of the accident. Installing new fire pump caisson. As this work was progressing the caisson was gradually entering further into the water as joints of 5 meter length were welded on to it. The weather was virtually zero wind and 0.5m swell. As the caisson was lowered further into the water, the slight swell was causing it to move in its support. This support was at the spider deck level, and was in essence, the same as drilling slips. In order to restrain the caisson, chain pull lifts were installed at top of section hanging in the sea (spider deck level). The weather deteriorated to approx 20 knots wind and 2 meter swell. Further pull lifts were added as extra restraint. Eventually the movement overloaded one of the pull lifts and the pin attaching the hook to the hook snapped. No personnel were in area. the task was stopped as the weather deteriorated. Over a period of about 2 hours the remaining pull lifts also failed. During the flaring operations on the <…> rig, temporary water spray equipment was installed on top of the lifeboats to protect them from heat radiation. Whilst de-rigging the water spray equipment from the starboard lifeboats a roustabout fell over the side into the water. He was picked up within 4 minutes by the SBV/FRC but it is believed he died before being taken to <…> harbour. A 500lb flange assembly on <…> x-mas tree wing was being removed by using a 2 ton webbing sliing attached to the rig floor air winch. the tree was on the ketch platform below the Rig Floor Radios were being used to relay instructions. Due to misunderstood instruction, the load was picked up instead of lowered which caused the sling to part. No one was injured during this incident. Whilst downrigging the well test package, a quantity of gas concentrate/water (estof 20 ltres) leaked from the separator bridle line onto the rig maindeck. Due to heavy rain this quickly dispersed and a small quantity washed overboard estimating 10 ltrs. At this point the water was contained and eiverted to the rig waste water tank. A slivery sheen was observed on the sea extending to an area of approx 500m2. this has been reported on <…> Coil tubing (1 3/4 inches) was being installed into the coil tubing injector head by two <…> operators. This operation was being carried out approximately 13 metres above rig floor level. The weight of the coil tubing was supported by a rig floor air winch attached to a clamping arrangement on the coil tubing. Suddenly and without warning the coil tubing parted near a clamp arrangement, resulting in the coil tubing falling in uncontrolled descent. It made contact with the following areas before coming to rest, on the starboard side pipework, dog house roof and "V" door. Suspect tubing failure caused by fatigue. Fatigue potentially could have been induced by a combination of vessel movement and during the period when the tubing was suspended in the clamping arrangement. To prevent a similar incident occurring the coil tubing will in addition be secured to the derrick. While lifting a 3.5ft Low Press riser a braided steel sling parted at the eye connected to the crane pennant. the riser had been lifted to the manideck and rested on deck verically. The lift was bein tipped over to the horizontal, when the crane end was about 1 foot off the deck. One of the slights parted at the eye. The lift rotated onto the remaining strop and was sfely lowered onto the deck. At 05:00 while screwing/unscrewing packer into stinger, toppled over onto rig floor. Load weighing 1 tonne, length 25 ins fell 11 feet. No rig damage. Level 2 investigation. Incident communicated as potential for serious injury and team investigation - <…>, <…> and <…>. IP: When attempting to screw in a 2, 7/8" x 11" Stinger into bottom of an inflatable packer the packer released in the J lock and fell to the drill floor level. The IPs were working around the packer as it fell. The persons all avoided the falling object but during the escape they sustained various injuries.



Activity in progress was lifting hose from work board to pass up on rig to unblock hose. Weather conditions were good, visibility ?. Latournam Crane <…> ? 7" hose. In process of passing hose from boat to rig, the IP was there to secure hose to rig, hose having unions in line hung on bottom of hull causing overload of lifting strap which resulted in hose falling and striking the IP. Discussed with the employee to use better communication, use of radio if needed on blind operation more ? on ongoing activity. The rig was drilling the top hole section with 26" bit & 36" hole opener. A stand had been drilled down. The top driven was checked as per procedure. New connection made. A survey was carried out and had to be repeated as it was unsuccessful. During the second survey the top retaining pin for the die holder on the Pipe Handler's torque wrench fell approx. 90' to the floor. (500gms 280mmx20mm dia.). TDS checked and found safe to rack back stand prior to lowering it for inspection. One other spacer prior to lowering it for inspection. One other spacer also fell (15gms) and a small washer. Cause being top hole drilling vibration. Risk Ass. & procedures followed, floor cleared for drilling. At approx 1600hrs on <…> whilst carrrying out perforating operations downhole the drive chain for the wireline winch parted. The opeators were attempting to do a correlation log at the time and applied the brake to stop the cable. It was noted that although the brake was on the cable continued to creep out. Engineer assisted the winchman to put the winch in neutral then low gear. Brakes released and start to pull up on the winch. At this point a link parted and the cable started to pay out freely. Brakes applied and started smoking with very little reduction in speed. At this point all personnel cleared from the drill floor and surrounding areas and the winchman applied pressure to the stuffing box. This eventually stopped the cable. Cable was clamped at this time to make safe. Wireline Supervisor called an investigations started. Broken chain link found. Chain lin fixed, Brakes checked and adjusted. Tension taken on cable brakes checked ok. Clamp removed and pressure released from stuff box picked up and slack cable retrieved from downhole. Tool stuck on TD. Drilling 12 1/4 hole. M/U BHA components. Dropped object. Operation stopped. Area fenced off. Piece of angle iron, 620 gram had dropped to rig floor. Derrick sweeped. Angle iron location not identified. Angle iron drop height unknown. During well testing operations, a leak in the compensator resulted in a loss of compensating control. This led to a requirement to close in the well at the choke manifold. Subsequent movement of the uncompensated test string caused damage to a hose fitting on the wireline BOP. This in turn resulted in a gas/fluid release of hydrocarbons (approx. 3bbls). The Lower Ball Valve on the Sub Surface Test Tree was closed, pressure vented down and the Sub Surface Test Tree was unlatched and picked up above the shear rams. The crane was hooked onto the PS 30 slips to transfer it to the drill floor. The slips weight is 3.530 KGCrane was attached to 4 Varco swivel eye bolts, braided slings and shackles with adequate SWL. The eye bolt broke before full weight of the PS 30 slips was taken by the crane. Person assisting with the lift stood well clear holding the tag line. The rig was backloading tubular to supply vessel. Wind NW 30-35' - sea 2-3 mtrs. When landing the tubular the lift got caught under the crash bar due to the load swinging and the movement of the boat. One wire broke. The tubular was lifted clear in the other wire and safely landed on deck No crew members were nearby. The starboard crane was used for the back loading. The port aft crane was transferring a sub to the drill floor from the cantilever deck. When landing the sub crane boom made contact with a handrail for a walkway 145' up in the derrick. The handrail was damaged and two pieces fell to the cantilever deck. One piece of steel 10 x 12 cm, weight 180 grand and one piece of glass fibre 32 x 4 cm weight 160gr. In the process of landing the sub the banksman got involved but failed to look up for the position of the crane in relation to the derrick. Wind was 270 deg and 27 kts. While making up the BHA and picking up 8 1/4" drill collars with the automatic pipe handler, the claw adjusting wheel collided with off drill collars beside the drill collar finger causing the adjusting wheel to be dislocated from its position and dropping to the rig floor. The wheel was made of aluminium and weighed 808 grams and fell 28 metres to the rig floor, coming to rest in sea beg area. No personnel were injured. After being requested by rig to work cargo, the supply vessel safe truck had completed his checks and entered the <…> 's 500m zone. On approach to the rig the supply vessel had made contact with the bow leg. The contact area of the rig was bow leg six on STB side of the STB cord. visual inspection of leg area shows no discernible damage. This area will be investigated further on rig move. no personnal on rig or supply vessel were injured. Shortly after the 'A' gas compressor had tripped on watchdog failure, resulting in the process gas diverting to flare from the production separators, I noticed a slight smell of gas and unusual noise as I made my way past the 1st stage aftercooler to the test separator. On closer examination I found that there was hydrocarbon gas leaking from the tell tale of the 1st stage aftercooler PSV 16139. I immediately radioed the CCR to depressurise the 1st stage discharge KO drum and contractor and withdraw any hot work permits that were in progress. I then isolated the PSV to both the cooler and to flare. It was evident the gas was coming from the flare side.



Operation in progress: Normal operation increasing the 'A' gas compressor load after starting the unit at 17:45. The weather conditions were fair, wind 11 knots at 315 deg. Wave height 1.1mts. At 21:50 there was a low level gas indication on a single gas head. The local operators confirmed that gas was in the area and returned to the Central control room. At 21:56 a second gas head indicating high level gas initiated. The GPA and process plant tripped automatically. A full muster was progressed and completed by 22:05 all non emergency response personnel were then reassembled in the Temporary Refuge. The system pressures were monitored to confirm there was no gross leakage before the blow down was initiated. The gas leave indicated at the alarmed gas heads dropped by 22:10. 15:25: During normal operation, a smell of gas was noticed in the gas treatment plant. 16:25: An inspection confirmed a gas release from B Compressor second stage recycle cooler, end cover flange. 17:15: 'B' gas compressor was shutdown for further inspection and repair. Weather conditions fine; Windspeed 15 knots; Sea state 2.4 meters sea. The incident occurred after deployment of the mooring messenger to the <…>. Deployment had been stopped while the two parts of the suspension wire between the mooring chafe chain and the export hose string were being connected together by installation of the main socket pin. Both parts of the suspension wire had been connected and the split pin for securing the main socket pin was about to be installed when the mooring hawser winch became activated and started to haul in. This started pulling the suspension wire from its normal position for making the connection towards the winch control desk. The IP suffered an injury to his thumb when it was caught between the edge of the control desk and the suspenstion wire. Another person suffered slight bruising to his thigh. The <…> supply vessel reported a discolouration of the sea at the <…> manifold/Well area. <…> standby vessel was dispatched to investigate and discovered gas bubbling to the surface over a 7meter area (gas only no oil leak). Gas lifting operation of <…> was suspended and test carried out to determine the source of the leak prior to depressurising the line. <…> have modblised the <…> to carry out further investigation. At the time of writing the <…> is standing off as the gas lift line is repressurised prior to a survey for the leak. During the course of a routine check of the installation, a small leak was discovered just downstream of the LCV controlling the condensate level in the Contractor Scrubber V-2003. The leak was discovered to be coming from a pinhole on the bottom of the line on the weld where the spool piece expanded from 2" to 4". Pressure in the line is approx. 7 bar (2nd stage separator pressure). Condensate was leaking but flashing off immediately in ambient temperature. Estimated time of leakage (based on speed of ice build-up) was 30-45 minutes. Insufficient leakage of condensate for gas detector within 5 metres to register. Unable to isolate leak sufficiently for repairs to be carried out, therefore gas export stopped in a controlled manner and oil production beaned back to around 50% to minimise flaring. During de-watering of slops tanks for cleaning approx 3-3 1/2 of crude oil/sludge was discharged into the sea wind 090 @15kts wave height 7m. During deck flushing/washing at <…> there was an oil spill approx 1 litre of oil to sea. Oil in the deck Seawater Service line system used for flushing and a scupper plug not in place was the direct causes to the spill. Course of event: The control room operator was advised that the deck crew were located at the turret area and reported oil passing fromthe Seawater Deck Service line. Flushing/washing was stopped. Operations Technicians were dispatched by the CRO to investigate problem. On reaching the area it was determined that Oil was in the Deck Service Water header pipe from the furthest forward take off point back to the previous take off point. The procedure says that during flashing of deck the scupper plugs shall be left open. This was a breach of the existing procedures. Approx spill area of surface was 250m x 10m, and with a Blue/Rainbow apprearance. Wind 232@21kts wave height 1.9m. The process plant was operation in a steady state condition. At 1109 there was an indication in the control room of gas in zone 1 (gas lift compressor area) and an operator was sent to investigate, he failed to find a source so the alarm was cleared at 1112. At 1114 the alarm was again initiated and still no leak could be identified, the alarm was again cleared. It was then thought that the gas detector was at fault so at 1123 it was inhabited for maintenance. During the operators normal area checks he noted a smell of gas. On investigating he detected a leak coming from the main vessel joint on the gas lift compressor cooler E-KB03B, the time was 1430. The cooler was subsequently bypassed and isolated. Once the vessel had be purged maintenance personnel replaced the bolts one at a time on the joint (50% new and 50% reconditioned) and retorqued them to the required figure. 14:20 hours on <…>. Calm weather with good visibility. Onboard <…> FPV a sub sea Well Intervention program on Well <…> had commenced <…> and was presently ongoing using diving team support. <…> oil production having been down for part of the Intervention Program was in the process of being started back up with flowline pressurisation taking place. During diving operations in support of the well intervention, a hydrocabon leak was observed by one of the Divers from <…> on <…> template. The diver reported his observation to dive control who passed it on to the Shift Production Control Room Team Leader.



Cargo offloading operations to the shuttle tanker? <…>?. Light winds, approx 5 knots, direction 345 to 015 degrees.sea height approx 1 metre. The shuttle tanker failed to keep her position astern of the FPSO whilst operation in DP Mode and came forewards towards the FPSO resulting in a Near Miss situation between the two vessels. There was ESD-2 Emergency disconnection of the hawser hose from the shuttle tanker. Tranfer of cargo had already been suspended proir to the incident for operational reasons. The FPSO GPA was sounded and all personnel were mustered and account for. The shuttle tanker DP Operator changed from DP to manual mode and recovered control of the shuttle tanker. The tanker manoeuvered clear of the 500m zone, then all personnel were stood down. During normal operations the HP Gas Compressor tripped due to high level 3rd Stage suction scrubber. Whilst Production technician was carrying out the routine manual shut-downs of gas export and gas lift systems, he heard a loud whistling noise from the Glycol Condensate Separator Vessel. Upon arrival at the vessel, he noted on the PRV level (approximately 30 feet above him) what looked like a gas condensate release reaching a height of approximately 4ft for approximately 4 minutes duration. This is an area open to ambient comditions. Weather conditions at the time were Wind 20/25knts. Wave 3 meters per 3/4 seconds. Production technician reported his findings to the Central Control Room, via radio. Note that during this incident the leak was not sufficient to instigate a General Platform Alarm from automatic systems (GPA). IP had just finished his shift and was sitting at a computer terminal in the accommodation unit. Against the opposite wall was an upright soft drinks vending machine. Due to deterioration in the weather the vessel was experiencing considerable pitch and rolling motion. During this motion of the vessel a soft drinks vending machine fell over. IP heard the noise of the vending machine as it started to fall and pushed himself away from the desk in an attempt to avoid being struck by the machine. IP was only particularly successful in this action and the top corner of the vending machine hit him on the torso prior to hitting the floor. IP received medical treatment offshore before being transferred to the branch for further treatment in the afternoon. After seeing a doctor the IP was declared unfit to return to work. ACTION: Investigations are ongoing to establish if any other potential falling objects are secured any remain so. The operator started the maintenance operation on the first chain number 5, which required two links of the chain to be stowed. The chain was lifted by energising the rams to raise the chain gripper and the chain stopper was opened. When the rams reached their full extent the operator tried to close the chain stopper to engage the chain in its new position. The chain stopper would not fully engage the chain despite the chain having been raised by the full stroke and they were lowered back to the stat position. A second attempt was made to raise the rams, but once again the chain stopper could not be engaged due to incorrect chain position failed attempt. The operator made the decision to lower the rams to stow the chain in its original position and report the problem. Due to the small diameter of the pipework and the calculation performed, it is assumed that a single puff of gas was released from a not fully tightened connection. This puff of gas was enough to activate the gas detection system in the area, causing an automatic production shut down. Twenty minutes after the leak activated the detection system the area was checked for gas and none was found. It would appear that the gas dispersed naturally through the open ended area. Whilst calibrating new level transmitter an engineer noticed dripping crude oil from a 1/2" plug between two block valves (202390 & 202392) on nozzle K1 B on V2003. He attempted to nip up the plug with a ring spanner. Whilst trying to get the spanner over the plug it parted from the flange and released crude oil onto the deck around the vessel. The engineer immediately reported the event to the CCR and requested assistance. CRO immediatley shutdown production. A production operator arrived within a very short time and closed the block valves (202390 & 2023920) which isolated the leak. Area was cleaned up following an inspection of the site. The calculated volume released was 60 litres. Checks were carried out on other plugs within the system prior to production start up. An <…> will be generated and submitted in due course. Two riggers were in the process of preapring the worksite to remove a reconditioned Crude Export pump from its transportation crate. The task had been discussed, and the method of removal of plywood lid (size 2850 x 1550 m/m) agreed between the riggers onsite. The agreed method was to raise the lid just clear of the nails and slip it over the side of the crate to save the lid being exposed to the wind (wind speed at time was around 30-35 kts). The task had progressed with one rigger holding the lid up around 2"-3" above the sides, as the other was opening the lid gradually with a crowbar. With approximatley a third of the nails remaining a gust of wind, which was above the conditions at that time, caught the underside if the lid. This gust lifted the lid and tore out the last of the nails and blew the lid over the handrail past the two lower decks and into the sea. No other personnel were in the area at the time of incident and no damage occurred. The stand by vessel was immediately informed and they retrieved the lid from the sea.



<…>. While running 9 5/8" casing at 3659', a 1.3 bbls/hr flow was observed. The annular was shut in on the casing and pressures monitored. No pressure was observed. The well was opened up to continue running casing. At 5,527ft. a 4 bbl gain was observed. The annular was shut in and the casing swedge with TIW valve attached The SICP rose to 170 psi. and stabilised. There was an associated mud gain of 17 bbls. the casing was stripped in to put drillpipe across BOP's. The well was circulated on the choke. No hydrocarbons were detected. Increased mud weight to 16.5 ppg and circulated across choke. Bleed of residual pressure and monitor well. <…> 06:30 <…>. After running sand control screens into the well, an EDTA treatment was displaced into the open hole annulus, displacing the 10.5 ppg Perfflow drill in fluid. The work string was pulled to close the fluid loss flapper device and the well was displaced above the flapper to 10.8ppg CaCl2 brine. During this circulation, it was necessary to close in the well on the annular and circulate gas cut Perfflow out. No pressure was noted when the annular was closed, and the well was displaced to 10.8 ppg brine as planned. Operations then continued safely. No further action <…> During drilling 121/4" hole a small gas pocket was encountered. This caused flow from the well and required the diverter to be closed. After the initial flow from the well no further flow was seen. The diverter was opened and the well filled with drilling fluid. The site survey for this location has been re-examined. There is no significant rise of large quanties of shallow gas at this location. Normal steady production operations, 3 x HP gas compressors for gas lift - oil aquifer water. Wind direction 140 deg at 43 kts. FPSO heading 162 deg. Dry conditions. Hydrocarbon gas HP gas compressor C - Desser/Rand electric driven reciprocating gas compressor sized at 25 mmsctd output. Safety Case section 3 pg23 refers. Automatic ESD 2 B process shutdown due to local accoustic gas detection confirmed voting 200N Subsequent investigation found failed instrument pipework in way of swagelok connection to pressure transmitter on 1st stage discharge MV0805C. LEA-C-PR-PI-0340 refers. Repair affected, failed tubing sent for FMA. During normal operations a disturbance in the water was reported in the way of the <…>. The standby vessels (SBV) sent to investigate but due to operational trips and later weather conditions, unable to see further signs. Arrangements were made for a diving support vessel to conduct an ROV inspection which confirmed the split in the hose. Actions: Temporary isolation applied ROV confirmed the gas escape has stopped. Normal oil and gas process. Started (C) Gas Compressor, during normal post start up checks a slight leak was noticed from a pin hole in weld on HP Gas Filter/Coalescer MF-08750 level glass. Fixed gas detection did not enunciate. Action: Production supervisor informed leak arrested by isolation of level glass. The isolations were checked for integrity. Weather: Wind 355 deg x 09 kts, calm sea state 0.7 metres. Vessel heading 130 deg. Small bubbles noticed on the surface of the sea adjacent to the insulation approx. 20 meters. Gas lift to well was immediately shut in. Bubbles stopped. Initial investigation suggested that a gas lift ambilicla may be leaking sub sea. No oil pollution was observed in the area. Normal oil and gas process operations. Small bubbles were noticed breaking on the surface of the sea adjacent to the installation approx 20m away starboard direction. Gas lift to <…> well was immediately shut in. The gas bubbles depleted after 20 minutes. Initial investigation suggests a gas lift umbilical may be leaking subsea. Further detailed inspection by ROV necessary to determine exact location and extent of potential leak. No oil pollution/sheen observed in area. Vessel heading 140 degrees, wind direction 36 degrees, speed 8 knots. Clear and bright, temp 10 degrees C. Swell 0.5m. <…> Incident Report <…>. During a recommissioning test run following an engine on Gas Turbine A, a lube oil leak occurred around number 5 bearing which ignited in the turbine compartment resulting in a small localised fire. The emergency stop was activated and fire extinguished using a portable Co2 extinguisher. Automatic fixed detection and protection did not activate (fire small and caught in the early stage by techs in attendace for test run). Subsequent investigation found that a vent plug on the lube oil system on the engine as hand tight. Engine type: Slar Mars 100 Gas Turbine. Weather: Wind 270 deg x 28 kts, Sea state 1.5 metres. Vessel heading 255 deg. Normal oil and gas process operations. Diesel generator number 1 in fwd engine room. Smell of diesel was noticed: technician was despatched to fwd engine room to investigate and discovered a diesel fuel LP supply pipe on No1 diesel generator set had fractured. Shrouds fitted to the engine prevented contact between the diesel and engine exhausts preventing potential ignition. Generator was shutdown and fuel pipe replaced. No annucation of fixed F&G detection system occurred. Normal oil and gas process operations. During routine operations outside operator observed small gas leak from <…> gas lift riser pilot PSLL - 08091 at one of the double block and bleed flange assembly isolation valves. Isolations applied upstream and downstream of the DB&B and pressure bled off to the HP flare header. Weather:wind 290deg, 10kts, slight sea 1.0 metres. Vessel heading 010 deg.



Installation status - steady production. Crude oil weep observed coming from lagging on crude oil pump recycle line to 2nd stage separator. Weep reported and recycle line isolated. Weather: wind 325 deg x 15kts, slight sea 2.0 metres. Vessel heading 280 deg. During normal operations of Gas Compressors, senior production technician was carrying out normal routine inspections of production and gas compression facilities. On approaching Gas Compressor "B" he heard an audible release of hydrocarbon from Gas Compressor "B" , upon investigation it was determined that the release was emanating from the third stage cylinder discharge valve cover plate. Control room informed by radio, and compressor immediately shut down from control room. Compressor was isolated and N2 purged in preparation for investigation of leak source. B5 - Production deck gas compressor B cylinder no 3 discharge valve cover. Whilst in operation immediately after gas compressor, C start up, the production technician was in attendance at the compressor, and heard a release of hydrocarbon This was identified as emanating from the third stage suction drum sight glass. Compressor immediately shut down and depressurised for investigation and remedial work. Sight glass removed for independant analysis of failure. Sight glass double block and bleed valves isolated, 3/4" plugs inserted at sight glass tapping points. Risk assessment carried out on continued use without visual level indication, but with proven hi/low automatic level trips/compressor placed back into service same day. Defective failed sight glass sent for independant analysis as to cause of failure. Incident happened at location Production Deck Pallet 9 Gas Compressor C Third Stage Suction Drum Sight Glass. Normal oil and gas process operations. During routine sampling operations, technician noticed a small drip from well <…> production flow line was depressurised and isolated. Further investigation revealed failure of a weld on a spool located between the ESDV valve and the production choke. No oil/water pool was observed in area, fixed gas detectors in the area did not activate. Well BS&W is 90% (high water cut well). Vessel heading 00deg, wind direction 0005deg, speed 5k, sea height 1m. Clear and bright, visability 10m. Incident report <…> refers. Production Lead technician carrying out normal inspection routines heard an audible hydrocarbon leak eminating from cylinder No 1 1/4 stainless steel drain yoke assembly. At same time adjacent noticed a small leak eminating from 3rd stage discharge instrument fitting PSLL 341. Control room immediately informed and gas compressor shut down and depressurised for further investigation. Level switch removed and found to have leaking diaghram. New level switch installed. 1/4" piping removed from drain yoke and remade with new stainless steel and swagelock fittings. During a routine cargo de-watering operation the slops tank was inadvertently overfilled resulting in an escape of approximately 0.5m3 dead crude oil/water mixture from the tank hatch seal. Clean up operations were on going however due to vessel motion in inclement weather conditions, some of this mixture escaped to sea. The adjacent tanks were immediately inspected internally for signs of over-pressurisation. None were found. We have identified the causes which contributed to the incident and realised corrective actions to prevent recurrence. Temporary loss of heading control. Weather - wind S x 45-55 kts, sig wave 8.5m, swell s'ly 5m. 2x main gas turbine generators, 2x diesel generator online and 4x thrusters online. Vessel motion and heading control necessitated full thruster power causing vibration transmission through structure at aft end of vessel. GT' A tripped on high vibration causing load transfer to remaining generation. GT'B tripped on high exhaust temperature and both diesel generators tripped on overload resulting in electrical power failure and loss of thrusters to maintain heading control. Emergency Generators started on detecting loss of power, diesel generators and thrusters restarted quickly to regain heading control. We have identified the causes that contributed to the incident and raised corrective actions to prevent recurrence. <…>. 9 and 5 inch casing set and cemented to a depth of 9729 feet. Drilling 8.5 inch hole with water based mud through salt/hydrate, (<…>), formation at a depth of 10,132 feet. A flow check was performed, the derrick man reported a two barrel gain in the pits. The well was shut in on the annular and the set in presures were monitored and recorded. The pit gain after flow checking was 12 barrels. <…>.1 st Incident: <…>. Whilst drilling at 9992 ft. the driller observed gain of 3 BBl in the pits. The driller stopped drilling and flow checked the well. The well was flowing and hence driller shut the well at Annular BOP. Total Gain was 17 BBl with SICP = 50 psi and SIDP = 0. The kick was circulating to 75 SPM/900 psi. There was no Gas on Btms up. Magnesium increase indicated Polyhalite flow outlined in the Well Control Flow Charts. Continued to circulate until the MW In and Out were even. The Well was flow checked and a flow of 12 BPH was established. Following the Pollyhalite Flow procedured teh MW was raised to 820 pptf. The well was flow checked with the observed flow of 3 BPH. <…>.Well testing operations. Dry, warm, light wind. Gas Well test temp pipework (4" 602 Weco). During well clean up operations the flowing temperature went below minus 20 degC the rating of the weco seal, this lead to vapour being observed coming from the connection. On observing this the well test operator shut in the well using the ESD system



<…>. During underbalanced drilling operations on the <…>, the drill crew were snubbing out of the hole when an accidental gas release occurred through the PCWD (rotating diverter). The snubbing unit had control of the drill string with the TDS shadowing the pipe. Stripper #1 and stripper #3 rams were both being utilised. Stripper #1 and PCWD were closed. The DP tool joint was pulled to above stripper #3 and stripper ram #3 was closed. The next operation should have been to open the bleed followed by stripper #1 however stripper 1 was opened first. Well bore pressure of +/-2800 psi was present between them. At 10:26am a General Alarm was sounded and an ESD4 activated as a result of gas detection in the Framo Container. This level of shut down stops all of the process, depressurises all of the subsea hydraulics thus closing in the wells and isolates the electric supplies to the Framo Container. A floodlight ballast box weighing approx 24 kilos was found suspended by electrical cable approx 1.7 metres above the deck below. It is beleieved that the ballast unit had been dislodged in high winds. The unit was mounted 3.24 above the waste heat recovery unit. The area was made safe by barriering it off and disconnecting the ballast. Operations technician smelt gas whilst preparing to carry out an isolation on Well<…>. He investigated the source and found a pin hole leak in the body of valve HV0093A on IC1 Gas Lift Header. This line contained gas at a pressure of 167 bar, the gas lift header was isolated and depressurised. Main gas compressor taken off line. No indication of gas was detected by platform systems. Valve has subsequently been replaced by new valve, line pressure tested and returned to service. Investigation into the incident on Mode failure has been commenced. On returning from a break, a work party discovered three sections of HVAC ducting lying on the drill floor adjacent to the drillers Control Cabin. The sections were approx 1/3 to 1/2m in length and each weighing approx 1kg. The drill floor was barriered off as a result of a suspected dropped object. This was subsequently confirmed by an investigation team on the <…>, when weather conditions had subsided sufficiently to allow access to the derrick structure for a full inspection. The fallen sections were identified a part of the HVAC ducting used to supply the derrickmans cab, approx 100feet above the drill floor. The HVAC is routed via an 'H' beam to the derricksmans cab an is secured by stainless steel banding. The ducting leaves the 'H' beam adjacent to the derricksmans cab and is exposed to environmental conditions. . <…>. After cutting the 9-5/8" casing at 2650 ft MDBRT on well <…> (<…>), gas breakout was detected at the flowline by the gas detector at the flowiline. The well was immediately shut in, the production plant was shutdown, blowndown and all personnel were called to muster. The well was circulated through the choke and no more gas was observed. An investigation has been initiated. Refer to <…>. <…>. Minor influx of hydrocarbons into the water based mud system. Estimated to be around 4.8 bbls of oil. There was insufficient volume to detect a notable increase in pit volume. Investigation indicates that the root cause was most likely an underbalance due to reduction in hydrostatic pressure whilst displacing from OBM to WBM using base oil and soap pill spacers. Occurred during the displacement from OBM (13.2ppg) to WBM (13.2ppg). Estimated reservoir pressure was 4616 psi. It was only noticed when the returns to surface were slightly contaminated with oil. Immediate actions were taken to flow check the well - a 1 bbl gain was seen over 20 minutes. As a precaution the well was shut in and monitored - no pressure build up was seen. Test running of Diesel Generator No 4 was being carried out after the exhaust system had been changed. A man was stood by during all of this operation to check for leaks and smoke. After 30 mins he saw flames coming from under the lagging on a section of the exhaust and tackled the flames with an extinguisher. The machine was immediately shut down. Normal production. Wind 25kts, 285 deg. Temp 4.7 deg. Clear. Gas compressor MC-0801A, (Dresser Rarid 6 Cylinder 3 stage reciprocating compressor). During preparation to restart MC0810A following a 14 hour outage for maintenance, the smell of hydrocarbon gas was noted around the third stage cylinders. The compressor was re-isolated and investigation revealed a minor leak from the outboard discharge valve cover on third stage cylinder number one. The cause of the leak appeared to be degradation of the 'O' ring seal fited to the valve cover. Inspection of the remainder of the valve covers on the third stage cylinders revealed similar degradation to the other three discharge valves 'O' rings, and all were replaced. All four suction valve cover seals were found to be in good condition. Approximately one hour after start up of the compressor MC-0801B, while on routine plant checks the operations technician noticed ice forming around the mechanical seal of the first stage scrubber condensate pump MP-0806B. Closer inspection revealed that condensate was leaking from the seal, the compressor was immediately shut down, isolated and depressurised. Detailed inspection of the mechanical seal assembly revealed that the shaft sleeve "O" ring seal was damaged and the retaining grub screws on the outer rotating section of the seal were missing. The leak path appears to have been past the "O" ring along the shaft, with the reduced temperatures associated with evaporation of the liquid contributing to the loosening and displacement of the grub screws.



Normal production. Wind 17kts 200deg. Temp 11deg C, Clear Gas Compressor MC - 0801B (Dresser Rank 6 cylinder 3 stage recipriocating compressor). After a period of stand by, routine post start-up checks revealed a visible gas leak coming from a flange on the 3inch dischange line on gas compressor MC0801B. The compressor was shut down and depressurised, stopping the leak. The flange referred to is the location of a spectacle blind and the flange bolts were checked and found to be at the correct torque. When the flange was disassembled, the grove on the spectacle blind that accomodates the ring type joint was found to be in poor condition. i.e there was dirt and grease present and identations on the sealing face. The ballast system failure was identified when a false smoke alarm was being investigated. Inspection by the fire team revealed ballast pump had been subject to internal forces causing the motor and pump top cover plate to detach from the pump bowl housing. Structural damage occurred in a close proximity to the pump location. A walkway and an adjacent ladder were sheering mounting bolts and rupturing a service airline. There was no evidence of fire. During a routine integrity inspection programme, a slight seepage of the cooling sweater return line to sea, downstream of the final isolation valve, in the Starboard Pump Room. After discussions with onshore experiences persons the decision was made to shut down the hydrocarbon production, de-inventorize the vessels as far as practicable and down man none essential platform personnel to onshore, as a precautionary measure. The downman took place on <…>. A repair method of a cement block was agreed. The mould and support was fabricated by <…> <…> and cement poured in the mould. This was allowed to set for 24hrs. After this time at approx. 1400hrs the Management Team on the platform, inspected the cement and the decision was made to restart hydrocarbon production. The platform re-manned the none essential personnel on <…>. A program of inspections for all other sea going lines is still in process and approx. 70% completed with no further anomalies found to date. Normal Production: wind 17kts 220 deg. Temp 8 deg C. 'Clear'. Gas compressor MC - 0801B (dresser rand 6 cylinder 3 stage reciprocating compressor). During a routine daily inspection of the compressor, it was noticed that there was a slight gas leak from a flange on the third stage discharged downstream of the cooler. Compressor was shutdown, depressurised, isolated and new gasket inserted. There is an ongoing programme to inspect the gas compressors on a daily basis. Small instrument pipe leak on Enductor pressure guage mist spray of oil/gas picked up by gas detectors area of spray 2m x 1m. During the offshore a GPA was initiated due to a leak in the aft pumproom. This was due to a cracked valve 2C 061 on the dead end of a COW line adjacent to the redundnat heater. Whilst using the port crane to remove lifting gear used when repairing the caussons, an air hoist was caught on a beam and the collar to the hook, retention was damaged causing the air hoist to fall. The air hoist was part of the load and was not being used for lifting at the time. The hoist weighed 38 kg and fell approx 10 feet. <…>. The well kicked while drilling the 8 1/2" hole section on <…>. The <…> had been penetrated at 15850' with a programmed mud weight of 630 pptf. At 15880' a 2% increase in return flow was noticed by the driller. The string was picked off bottom and spaced out during which time it was confirmed that there had been a gain in the active tank. The well was closed in as per procedures using the hard shut in method. A 5 bbl pit gain was recorded. The closed in drillpipe pressure (SIDPP) stabilised at 1650psi and the closed in casing pressure (SICP) stabilised at 1880psi. The well was successfully killed in 2 circulations using the drillers method with 770 pptf kill mud. Subsequently drilling resumed with high dynamic losses due to the increased mud weight. <…> - Well Testing operations were continuing after a 30-hour flow period with a 30-hour pressure build-up. After approximately 4 hours of this build up @ 0720 hrs, annulus 'C' pressure (adjacent to production tubing) was seen to increase unexpectedly. Annulus pressure was bled off 3 times in quick succession, however the pressure continued to increase. At this point communication between tubing and annulus was evident. The Down Hole Safety Valve (DHSV) was then shut and pressures monitored. In accordance with <…>Simultaneous Operations Procedures (<…>), production from the <…> Platform was shut down and secured at the DHSV, Upper Master and Production Wing Valves and the flow-lines depressurized. Recovery operations were then initiated. <…>. During 10 3/4" casing pressure test to 910 bar, with water, against 9 7/8 SAB packer, 11" tubing hanger ('C' annulus), the pressure inside the 10 3/4" / 9 7/8 x 13 3/8" casing ('B' annulus) suddenly increased. At the same time the pressure in the 'C' annulus decreased. Pressure was bled down from the 'C' annulus to 35 bars. 'B' and 'C' annulus pressures stablised at 105 bars. Casing failure suspected. In accordance with <…> Procedures (<…>), production from the <…> platform as shut down at time of incident and secured at the DHSV, Upper Master and Production Wing Valves and the flow-lines de-pressurised.



<…>. The <…> SSSV failed to close on a routine LTO carried out on <…>. Due to previous experiences, it was assumed that the failure was related to scaling, therefore a DSV was mobilised on the <…> to carry out well interventions and scale dissolving operations. Attempts have so far failed to restore the valve integrity and has confirme that a full workover is required to repair/replace the valve. All christmas tree valves were exercised and tested successfully on the <…>, and thereafter on a monthly frequency. Following an Asset Safety Review Panel , held on <…> the risks were assessed and internal controls put in place for continued operation. The following controls have been carried out: - Risk assessment carried out by <…>. (Report nos. <…> and <…>). These considered environmental impact and risks to DSV during intervention operations. Technical risk calculations support continued operation. A workboat towing 4 barges moved to the south a jack-up rig for traffic but the skipper had misjudged the strength of the tide and some of the barges made contact with the jack-up rig. The port authority have imposed towing restrictions of the workboat. <…>. Well control incident (kick). While drilling at 3750m the well was closed in due to a brine flow into the well bore. The well was killed using the 1st circulation of the drillers method. No hydrocarbons were seen at surface. <…>. After setting the 7" liner at 8742 MD (8741 TVD') in what was thought to be the <…> formation, the well was displaced to 9.6 ppg WBM, before pressure testing the casing to 3500psi, drilling out the shoe track with a 6 assembly and conducting a FIT to 12.5 ppg EMW. At 06.30, <…> a 12bbl gas influx was taken while drilling at 8793. The well was shut in. Initial SICP = 350psi. The well was circulated via the driller's method in order to determine the influx while mixing kill weight mud, with a final gas reading of 1.1%. After shutting in the well, the initial SIDPP/SICP = 440 psi, rising after 42 minutes to SIDPP = 560 psi / SICP = 544 psi (there was a float in the drill string but it was believed to have failed). after circulating the well to kill weight fluid (10.8 ppg), the well was monitored on the trip tank via the choke for 30 minutes and a flowcheck performed. <…>. Actuation of well control equipment. Hole Section: 12 1/4 Depth: 2113mTVD. Drilling fluid: sea water. Formation : <…>. Operations: Close of annular BOP due to brine flow from <…>. Section drilled to 2113m, BHA tripped to change bit due to low ROP. Flow checked well - static. Pulled out of hole to 1694m where hole did not take the correct fluid. Flow checked for 1 hour. Well flowing at approx 10 bbls/hr,the bit tripped back to bottom and flow checked,10bbls/hr no increase or decrease on flow was observed. The well was shut in 25 psi on drillpipe, 50 psi on casing. Well circulated from SW to 10.1 ppg med. Well flow checked - seepage losses observed. POOH. <…>. Drilling ahead 12 1/4" hole at 8404ft, pit gain 7bbl, flow increase from 72% to 74% pick up off bottom space out and flow check. Well flowed 3bbl. Close in upper annular and monitor pressure. After 10 minutes drill pipe pressure rose to 250psl & casing pressure rose to 400psl. Pressure then dropped fairly quickly to drillpipe 125psl & casing to 240psl. We are currently carrying out well control operations and a further detailed report will be forthcoming from <…> <…>. Drilled out the 9 5/8" shoetrack. Cleaned out the rathole to 9818ft. Drilled 10ft of new formation. Observed 2-3bbl gai. Flow checked well for 10 mins. Gained 4bbls. Closed well in. Monitored pressures. Bled off 4.6 bbl of mud. Circulated bottoms up over the chokes; OBM in returns. Bled off 25bbl of mud in 5bbl increments, recognising a decreasing trend in surface pressures. Whilst replacing a section of stainless steel shelving after routine cleaning, the sharp edge of the shelf pierced a 440v electrical power cable. Resulting in a short circuit. One person was involved in this task, he was wearing rubber boots and gloves at the time. A survey of the galley and stores area has been carried out by the Campboss and Lead Technician. The cable in question has been rerouted and replaced with armoured type of cable. Incident to be raised at all departmental safety meetings. AGT turbine was working upon 'C' gas turbine when he noticed diesel oil dripping from under one of the 'B' turbine enclosure doors. He called the CCR to have the machine stopped. Investigation revealed that diesel oil was leaking from the fuel oil duplex filter housing in way of a bleed valve threaded into the lid of the housing with the aid of PTFE thread tape. The tape in way of thread was no longer providing an effective seal. AGT have advised that thread tape dissolves in diesel oil and it's use is not recommended on their fuel systems. Estimated time and amount that leaked:1-2 hours and 100/200 ltrs. With the exception of the small amount that leaked under the door all the oil was contained within the turbine enclosure. There was no environmental impact. Production operator instructed to drain G5 oil flowline to the closed drains after the well had been shut in. The task is carried out on the riser ESD valve balcony at the aft end of the platform. The weather conditions at the time were, wind spend 18-20 knots, directions 220 deg and wave height 2 metres. Approx five minutes after opening the drain valve, the operator noted hydrocarbon fluid in the sea, from his location, he could also note the vacinity of the leak to sea. The operator informed the central control room and closed the G5 flowline drain valve. This action stopped the discharge from the pipeline within five minutes. Further investigation identified the leak to be from the 4" closed drains header pipe that runs from port to stbd under the main deck. An estimated amount of two gallons were discharged to the sea, suggesting there is a small hole or weld failure on the pipe.



<…>. Open hole drilling 26" section with Sea Water and Hi-vis sweeps. Rig on shallow gas watch. ROV on sonar watch report well bubble activity. Deck watch report bubble activity at surface. Rig to muster and statutory reporting. Surface sea disturbance 100 metres around rig. Monitoring draft alternation - Nil. Anchor winches ready. Kill fluid pumped. Rig monitoring well bubbles ceased. Co-incidental unrelated overheat on one main power generation engine cooling due marine crustacean clogging coolers. Full-time event log attached as a part document. Weather conditions: 010 degrees (T) at 12 - 15 kts. Sea 7-10ft. Vis 2Nm. Fuel gas compressor 33-C-002A was online supplying gas to 7 main gas/diesel engines Environmental conditions were normal, wind speed 20 knots @ 080 degrees. At 09:34hrs, gas alarm was initiated in compressor area (excess of 20% LEL). Control room operator immediately requested the area operator to investigate situation. Area operator checked area and located gas release from nipple on discharge strainer of compressor. Emergency stop was initiated (local emergency stop button pushed), leading to an immediate isolation and subsequent blowdown of system (09:39hrs). Follow up investigation showed that the tubing from the nipple was cracked, most likely due to vibration. 3B compressor had just been started for a test run. A local hand held gas meter carried by a worker in the area indicated gas, at the same time a operator noticed gas coming out from a 1"drain pipe on compressor 3B. The operator immediately informed the control room and the compressor was stopped. The system was depressurised and the pipe inspected. The inspection showed that all 4 bolts on a flange was loose or note properly tightened. Small fire on top of diesel engine. A small fire occurred on the exhaust manifold housing above generator. Personnel responded quickly to a smoke alarm,successfully extinguishing the fire using portable extinguishers. Smoke produced by extinguishing the fire activated the local foam deluge system around the engine. By the time the emergency response team arrrived at the scene, the fire was out and the situation under control. People were acting in accordance with our emergency plan and everything went well.. No personal injury and there has not been observed any damage to the engines. Cause: bursting o'ring on high pressure seal pipe. Action ongoing for checking of the burst o'ring/fitting. Change coupling to a A-lock type. Modify drip tray to enlarge capacity. Long term action: Look into a modification to improve protection of hit spot in engine to reduce the risk of fire in case such a thing happens again. , Normal production operations were ongoing with wells <…> and <…> co-mingled in riser flowline "B" and flowing together to the Production Manifold and onwards to the HP Separator. At 21:50hrs Bosun contacted the Control Room and informed the CCRO of a small crude oil leak from a valve in the Turret Area. The Production Technicians were contacted by the CCRO/Senior Technician and attended the scene. The Production Supervisor was called out to the area and together with the Senior Production Technician inspected the problem. The Production Supervisor then issued an instruction to shutdown the production systems. The CCRO immediately initiated a manual PSD2 trip (22:00hrs) which shut the process and affected riser down. 19-EV-1063 was then closed manually and the problem riser line was depressured to flare. The leak then stopped. Most of the leak was recovered into two buckets and the rest was quickly recovered from deck by absorbent pads. Total volume of leak was approx 20 litres. <…>. H2S odour on <…> main deck (Rig out of H2S mode). Under balanced drilling was being conducted on the <…> on the night in question. During under balanced drilling the bottom hole pressure is maintained below the pore pressure. Hence a controlled flowing of the well takes place whilst drilling. UBD drilling involve non-standard operations with specialised procedures and equipment, elevated safety awareness and substantial communications.The rig was out of H2S mode (an inflow test carried out 7 days earlier drawing the well down to 2520psi with no H2S observed). The hyrdocarbon gas produced whilst drilling is processed by the Surface separation package with two flare booms. One of the booms is positioned on the port side (<…>, main deck), the other is routed down to the <…> platform <…>. <…>. During a fluid transfer (while drilling) a fluctuation of +/- 2 bbls was seen. The fluid transfer was stopped and the well monitored. The well was flowing. As a result, the annular preventer was shut. The shut in well was monitored and the kick gradient was 690 pptf. The kick was gas. The gas was circulated out using the "drillers method" & kill mud was circulated through the well. The well was flow-checked - all was static. The well was opened up & we commenced drilling. Notes: The kick gas was Methane. A 6bbls gain was taken. During normal production activities. An operator was sent to the turret area to carry out routine watch keeping duties. On his arrival he noted a release of crude oil in the turret. On investigation this was found to be coming from the test separator swivel seal. Oil had been released on level 4 of the turret and because of the open grating construction it had run down on to each level and in to the moon pool. Were it contained and prevented from escaping to the open sea. As soon as the leak was reported production was stopped and plant blown down, the leak stopped as soon as the swivel depressurised. During the release no gas alarms activated in the turret area. On cessation of the leak the area was made safe and anti pollution equipment deployed for equipment cleanup and recovery of the oil using skimming equipment. Investigations are ongoing to ascertain the reaseons for the swivel seal failure



Following a plant trip due to a gas turbine shutdown, the crude oil transfer pumps were restarted. The crude oil transfer skid was checked shortly after and crude oil was found to be leaking from seal failures on the B train cargo oil transfer pumps. It is suspected that a valve closed downstream of the pumps, causing double heading of the pumps during the shutdown. The pumps are of centrifugal design with a double mechanical seal. Approximately 2 barrels of crude were released on deck. This was contained on deck and no oil entered the sea. Weather conditions were clear. Wind speed was 18 kts at 90 deg. Significant wave height was 1.5 metres. A task was being undertaken to prepare crude oil tanks (COT) 4 port and 4 starboard to become gas free for man entry for general inspection. During this activity the COTs inert gas (IG) inlet main was over pressured resulting in an in-line pressure/vacuum breaker displacing its liquid seal. This allowed the IG/Hydrocarbon gas mix to vent to atmosphere where upon, local fire and gas detection shut the plant down and the installations compliment proceeded to full muster. (Pressure/vacuum seal set point 180mb). Likely causes: Incorrect manual valve line up druing COT gas freeing operations. IG inlet main header PCV to flare failed to operate resulting in the secondary pressure vacuum breaker discharging its seal, allowing the release of IG/hydrocarbon gas mix. <…> - While drilling at 5800ft observed gain in mudpits and a lower mud weight in mud returns. Flowcheck - well flowing. Closed in well. Recorded well pressures. Circ well while keeping BHP constant to new kill mud to balance form pressures. <…> - A cement isolation plug failed an integrity test (following a successful inflow test). A 2 bbl gain was observed. The well was closed in and circulated to kill mud 13.9 ppg with constant BHP. The cement plug was drilled out to enable another plug to be set. <…>- After DST well kill operations problems were met when trying to retrieve the DST string. After jarring and circulating, circulation was lost. The Short valve was ruptured before 'circ' could be re-established. On circulating at almost B-Up gas cut mud was noted by the Driller, and the well was closed in with the MPR. SIDP = 0psi, CIAP = 0psi. The gas cut mud was circulated over the choke & poor boy degasser. Cause was attributed to minor Barytes sag in the annulus which induced a small quantity of gas. The WBM properties are to be enhanced to stop barytes sag. <…> - Drillstring differential stuck in hole. Lowered mud weight in steps down to 13.0 ppg. Flow check well 45 min prior to commencing operations. Observe gain in trip tank on flowcheck. Closed in well. Record pressures. Circ well while maintaining BHP constant. Weigh up mud and displace well back to original kill mud weight. Displacements performed via choke. Flow check well. OK. The shuttle tanker off-load operation had just been completed. The off-load hose and hawser had just been rewound on their respective reels. The post-operation inspection of the equipment found the 55 tonne shackle on the Pusners coupling sheared. There was nothing unusual or abnormal seen by either <…> or shuttle tanker personnel during the whole operation. The weather was about 10 knots wind 7 degrees C. Calm sea state. Fine and sunny with excellent visibility. During normal production a level 3 shutdown signal was activated by smoke detection in the main switch room. On investigation the smoke was traced to a failure of ET4701 main power transformer to the process and utilities switchboard ES5101. All power supplies wre shutdown. Initial investigations show a crack in the red phase winding casing indicating a breakdown of internal components. The transformer has been postiively isolated and made safe. No personal injuries and equipment, damage to transformer only. The Deck Crew were lifitng a packing crate (circa.1.1 te) of 17 No Cu (53kg each) & 11 No A1 (16kg each) anodes drom the FPSO's Engine Room to deck whereby at circa 2m height the contents of the crate dislodged & dropped from the end section onto the deck below. No injuries resulted in the incident however there was some minor damage to the deck area & the anodes themselves. The person involved in the task with the tag-line was of a sufficient distance from the anode landing points. During use of a 10 tonne air hoist, the load chain was not contained in the retaining basket and deployed itself through the centre of the load and onto the deck below. No personnel injured and minor damage to the load and cable tray. During topside shutdown work, there was replacment of the Turret swivel utility segments post refurbishment. This activity consisted of a utility segment (weight 3.5 tonne) being lifted using an air driven hoist. The load was successfully raised to the full height for the lift and was being traversed inboard to the swivel. As this traverse progressed the hoist operators heard a noise and then witnessed the load chain paying out through the utility segment and down to the deck below. The load chain is normally contained in a basket which is below the hoist.



A new hydraulic storage tank and drip tray was installed on the vessel turret. They were suspended from the turret with the bottom of the drip tray clear of the main deck. As the <…> swung round in the weather, the cap on a ullage point (surrounding pipe with valve) on both cargo tanks COT 1port and COT 1 starboard got caught on the bottom of the drip tray. The drip tray was too low to clear the ullage points. The movements of the <…> cause the caps and the top section of the valve arrangment to get torn off. This damage broke the integrity of the valve allowing inert gas with some entrained hydrocarbon gas to escape from the cargo tanks. The cargo tanks where empty oil at the time, having being filled with inert gas during a cargo offload 3 days before. When the gas leaks where discovered by an operator, the damage valves where closed and sealed. The cargo tanks were then refilled and purged with clean inert gas and depressurised. The damage valves were removed and the ullage stand pipe blanked off. Wind speed 180 - 20 knots Commencement of de-spading the <…> Separator had started: The separator had been isolated and spaded since <…> to allow modifications to the internals to be carried out. The first spectacle to be turned was N2B on the gas outlet to the 1st stage Export Gas suction cooler, (also to the HP Flare). The bolts on the flange were being slackened and as the last bolt was being worked on, the flange 'sprang' liberating a cloud gas under pressure, (an audible instantaneous release to the atmosphere), from the pipe section to the isolation. The release lasted for approx 30-45 seconds. Review of the trend on the scan in the CCR indicates that the pressure was @0.44barg. Calculation indicates a volume of approx 12m3 (9.2kg Approx). Whilst working adjacent to the forward chemical lay down are the IP was hit in the lower back by a GRP safety shower header tank lid. The lid had been dislodged by the wind and blown in his direction. The wind at the time was reported in excess of 30kts and gusting to 40kts. The IP was conducting a hose survey and was not working on the shower at the time of the accident. The IP was seen by the medic and reported mild tenderness but required no further treatment. On Tuesday evening the 16th, the IP reported to the medic that he was in increased pain and arrangements were made for him to go ashore on the following days flight for a medical examination. The safety shower lid securing arrangements are presently under review. The lid measured approx 1m x 1m and weighed in the region of 4kg. During routine lubricating oil transfer operations from the engine room to the power utilities module, lubricating oil overflowed through the day storage tank T4480 vent onto the power utilities module roof. Approx. 445 litres of castrol tlx 304 lubricating oil was split. The water injection diesal engines were shut down due to the proximity of hot exhausts to the split oil. All the spit oil was contained on board. There was no pollution into the sea. a full clean up has been affected and there were no injuries. <…> will be forwarded in due course. At 02:43 GPA was activated indication of gas in the local area. The area was cleared, personnel to muster. Emergency response teasms confirmed gas dissipating. all personnel stood down at 03:47. The volume of gas released is not known at this time Routine operations with 2 Water Injection pumps, each being driven by a Wartsila diesel engine During routine checks by the production operator, diesel was found to be leaking to the bilges from ?A? Pump due to a leaking fuel line union. The unit was immediately shutdown and the diesel supply isolated. Routing operations with 2 Water Injection pump, each being driven by a Wartsila diesel engine ?B? Water Injection Pump tripped on low gear box lube oil pressure. Investigation showed the gear box lube oil loss. The unit was isolated and repairs carriedf out. Maintenance Technician was walking alongside <…> when he observed an intact glass face cover from 1st stage discharge pressure gauge lying on the deck. On closer inspection, he observed a minor gas release emittinng from within the broken pressure gauge internals. Gas compressor was shut down and minor nitrogen purged. As the pressure gauge is not deemed a requirement for the safe running of the compressor, the defective gauge was removed from the compressor, replaced with a plug and proved tight. Subsequent inspection revealed that the pressure gauge internal bourdon tube had cracked. Gas detectors in the immediate vincinity of the leak were not activated due to low concentration of gas present in the air. An oil spill on main deck was spotted by a production operator, this was noted to come from number 3 oil pipeline and the leak had stopped. It had appeared to come from a VJ coupling that seems to have re-sealed. Oil spill of approx.30 litres was cleaned up using oil absorbent rags. Preventative measures : Planned to look at coupling and renew seals on <…>. A Rountine inspection of pipelines will be carried out. Routine operation with x2 water injection pumps, each being driven by wartsila diesel engine. During routine checks by production operator, diesel was found to be leaking to the bilges from Alpha pump, due to a leaking fuel line. Unit was immediately shut down and the diesel supply isolated. IP was on deck of supply vessel and was reaching out with his left hand to catch the crane hook when it suddenly whipped. Hook struck his hand bending his thumb back. Incident wasn't reported until the next day and the IPs hand was x-rayed revealing no broken bones.



Normal Procedure operations ongoing. Weather conditions dry fine and clear. During routine checks a production operator noticed a spray pattern of oil, approx 3 litre around a localised area on a manifolds, (<...>) within the moonpool area. A thorough inspection of the whole area and equipment was conducted and no trace of where the oil came from could be found. The area was cleaned and request made to monitor area throughout shift. Approx 5 hours later the production operator again noticed the same pattern of oil within the same location. On further investigation the team found a small pin prick hole around the weld attaching the <...> Chemical Injection Line into <...> Riser. <...>8 Riser was immediately shutdown and investigation initiated. During BOP running operations, the Night Drilling Supervisor and the Driller were stood on the drill floor near the V-door. On hearing a thump, they identified a 1ft x 2ft piece of coconut matting that had dropped from the monkeyboard level landing near the BHA rack-back area. The only other person in the area was a Floorman near the choke manifold. The mat weighs approx 5.2kg (wet) <...>. Description of events. Operation in progress was pulling out of hole with a 6" coring toolstring. Coring had been suspended in the 6" hole due to a jammed core. The well was flowchecked and found to be stable with 11.8 ppg mud. The coring assembly was then pumped out of the hole from 14,535 ft (14510 ft TVD RT) at a rate of 3 min per stand. Once in the 7 5/8" liner the well was again flow checked and a slug of heavy mud pumped to allow the assembly to be pulled dry. Pulling out of hole with the assembly commenced to a depth of 10, 473 ft in the 9 5/8" casing at which point it was determined that the well was taking the incorrect amount of fluid from the tripping tank. At this time the discrepancy appeared to be 3 bbls. The decision was taken to shut the well in at the subsea BOP on the upper annular. A further 1.5 bbls of influx was taken into the well during the shut in process. Total influx calculated as 4.5bbls, SIDPP 350 psi SICP 485 psi. Circulated well with 11.8 ppg mud using drillers method. Monitored pressures at surface 750 psi SIDPP, 800 psi SICP (controlled by bleeding 0.5 bbls mud at regular interval while monitoring). Circulated 13 ppg kill mud using drillers method. Monitor pressures 535 psi SIDPP, 535 SICP (increasing). Commenced stripping operation to put coring head at the top of the 7 5/8" liner top 13, 061 ft. Circulate13 ppg mud using drillers method and monitor pressures 150 psi SIDPP, 250 psi SICP (increasing).see oir9b. During normal platform production operations the PAL 2 riser developed a crude oil leak subsea. First indications were a sheen on the surface of the sea adjacent to the platform. An ROV was deployed and a minor leak was found to be on the riser base. Permission was given by the DTI to continue to produce so long as the leak did not increase. Production continued until 15:15 on <...> when the riser was shut in due to another leak on the hydraulic system of the riser QC/DC. This other leak is coded as separate event Normal platform production operations. When production was shut down due to a crude oil leak in the <...> riser a leak on the hydraulic system of the riser QC/DC was discovered. (Crude oil leak from riser is coded as separate event.) Whilst carrying out process plant routines, an operator discovered a gas leak emanating from a 3rd stage discharge valve cover on gas compressor Cylinder no <...>. The compressor was immediately shut down and blown down after which process isolation were applied and nitrogen purging commenced. The ex-service seals shows evidence of damage and has been returned onshore for examination. At 0:2.45 am on <...> whilst picking up and racking back drill pipe an object was heard striking on the windwall in the derrick. After investigation a steel karabiner was found on the starboard pipe deck. This had dropped from the monkey board level (approx 105ft) Karabiner weight 150grams The karabiner was not in use at the time. A full sweep of the monkeyboard was carried out and no further loose objects were found. The karabiner was used to secure remote winch controls to the derrickman's harness. Investigation would indicate the karibiner had been removed from both hoses and harness and left on a ledge from which it was displaced at the time of the incident. Weather: wind 320 deg (T). Visibility: 10miles plus. Dry Tem 5.3 C. roll 0.4 pitch 0.3 heave 0.5 metres. Drilling 12 1/4" hole. One piece of angle iron weighing 740 grammes was torn off the dolly frame and landed on the drill floor. Marks on dolly track indicates that the angle iron dropped from app. 4 mtrs height. No persons were on the drill floor which is always cordoned off during drilling operations. Weather at the time was: Wind 340 - 32 k. The operation was picking up 7" tubing with the Pipe Deck Machine (PDM). The operator lowered the PDM onto the tubing and closed the jaws. As the PDM would not lift the tubing the machine was put into manual mode and the tubing was lifted. Due to the jaws not being fully closed the tubing was allowed to drop to the deck on the cantilever. The tubing dropped 3-4'. The weight of a joint is app. 527 kg. The area was barriered off prior to the operation was started and no personnel was in the area.



Gas Compression had been returned to service after the replacement of the <...> Gas Plate Heat Exchanger, type <...> platform tag number <...>. The exchanger is located at the south end of the platform, open to atmosphere on top of the gas compression scrubber skid. Gas is supplied through a 12" pipe from the 1st Stage Separator. Weather conditions at the time of the incident were, wind Northerly at 10 to 15 knots. The permit to work for the activity of changing out the exchanger had been signed off and prior to returning the system to operation a service test with nitrogen was successfully completed at a pressure of 25 bar. The system was then brought back into operation at 03:00 hrs, with a working pressure of 23 bar. At 04:45 hrs a gas leak was visually identified at the top of the cooler, no alarm was initiated in the Central Control Room. The northerly wind would have carried the gas aft of the installation due to the top of the exchanger approximately 10 meters above the main deck. Gas Compression was immediately shut down and the exchanger isolated at the 1st Stage Separator off gas 12" ball valve. Failure of lifting eye on a produced water pump. The pump was being lifted from the lower deck, port side, up to the main deck. The pump caught on a hand rail, the lifting eye failed and the pump fell into the sea. Further information will be provided following a detailed investigation. Whilst transferring an empty waste compacter on the main deck cargo area of the <...> a metal inspection plate fell off the unit from a height of approximately 2 metres. The nearest operator was standing 2 metres away from it's point of landing. The plate measures about 0.95m x 0.25m and weighs 3.7kg. it is secured to the compactor housing by means of "pop" rivets which on inspection showed signs of corrosion Whilst rigging up to run the BOP/LMRP package to the seabed from the cellar deck, the guidewires were being attached to the post extensions on the BOPs. As bushings were being fitted to the guide line attachements, one slipped out of the worker's hand and fell into the sea. There was no danger to anyone as no-one was below the working area. There was no danger of fouling the wellhead as the rig was off location whilst rigging up, as a precaution against just such an event. The weight of the bushing was approximately 500grams. The rig's ROV unit will conduct a search but due to the silt on the seabed it is unlikely that it will be found. 0.6m3 oil discharged to sea via produced water overboard. Initial investigations indicate that the primary cause was due to slugging and poor instrumentation controls due to vessels motion. Investigation ongoing. The produced water flash drum <...> is down steam of the hydro-cyclones from the water interface control on the first stage separator and the second stage separator. This is the last knock out vessel prior to the produced water being routed over board into the sea if the oil in water content meets specification. The pipework from the outlet of this separator can also be directed to the cargo-holding tank <...> or one of the slops tanks. Gas compression in normal routine service, outside Production Technician carrying out normal routine duties at Gas Compressor <...>' heard audible leak from Gas Compressor <...> third stage discharge valve cover. He immediately informed Control Room by radio and then manually shutdown the compressor. Compressor valve isolated and purged with N2 for inspection of valve cover to determine leak source. Investigation found 'O' ring seal had split. 'O' ring replaced. Compressor N2 pruged, de-isolated. Service test carried out and compressor placed back in service. Defective 'O' ring sent onshore for failure review. During overhaul of a cargo pump <...> a 3Tchain block was used. During tensioning of the load to be lifted, a link on the load part of the chain block failed. The load was at that time not lifted clear, so no object was dropped. The chain block was last inspected by <...> in <...>, an investigation was carried out after the event (<...>). On <...> the scaffold cover over <...> seawater lift pump caisson was reported damaged. NOTE: The SWLP was removed at the time for onshore repair. On investigation is was ascertained that during adverse weather on <...>, two out of an original eight bracings (each brace 80mm x 80mm x 3metres) stowed on the temp upper landing at U1 had fallen, one landing on a tote tank below at <...> lay-down and the other down the <...> seawater lift pump caisson. Material checklists confirm eight bracings were stowed on the temp upper landing at <...> at <...>. At the time of the investigation six were on the upper landing, one could be accounted for at the tote tank, meaning one was missing. It was decided to do ROV inspections to the caisson to see if that was where the eighth brace ended up. On <...> an external ROV survey revealed no damage to the caisson grid and no foreign objects could be seen. On <...> an internal ROV inspection was carried out, no damage to report, no foreign objects and three small vertical scuff marks (below water level) observed down the caisson. Caisson grid is 225mm square and the bracings width is 80mm, it is assumed the brace passed straight through the caisson to sea. This has been recorded and put onto the annual subsea structure survey as an anomaly to check. Immediate action taken to stop a reoccurence has been to check all upper landings and walkways for potential falling objects. Any found were removed.



Routine re-start of <...> on diesel fuel following a process related trip. ESD & GPA initiated due to flame indication at <...>. Automatic activation of fire suppressant (CO2) in <...> unit and automatic activation of deluge in <...> area. Process plant blow-down completed, fire team investigated and confirmed release of CO2 to <...>. Enclosure temperature indicated sudden and rapid rise of temperature from 5 degrees to 106 degrees, followed by cooling to 45 degrees following release of CO2. Unit remained closed-in under CO2 blanket until the unit had cooled down enough to open the enclosure and ventilate the area. Weather was fine and clear with Northerly winds of 10-15 knots. Crane was utilised for the removal of boiler tubes from the engine room through the hatch to the main deck. A height of roughly 10m. Several lifts had been completed successfully, removing 4 boiler tubes at a time with a 1 tonne 'soft strop'. During a lift the strop fialed causing the 4 boiler tubes to fall roughly 5-7 metres to the engine room floor whilst in transit. Maz load on the strop at the time of the incident 150 kg and sea conditions calm. Experienced banksman (<...>) in charge of operations. All indications including witness statements are that the load did not snag. Broken sling quarantined along with similiar slings from the same batch. S<...>. The well was drilled to 1490 TD. Pulled out of hole to a depth of 2151ft. when operations were stopped due to high winds, wind speed 80 to 85Knts. Well was monitored over the trip tank. It was noticed that over the 14hrs. shut in period we had gained a total of 11 barrels of mud. The decision was made to shut in the Annular Preventer and monitor the pressure build up., 72psi in 3 hrs. Made up stripping assembly and ran in hole to TD. Circulated hole contents through the choke, no gas seen. Indications of a brine influx at surface, flowchecked well. Pull out of hole to surface and continue with operations. Routine preparations for cargo offloading to shuttle tanker involved filling of cargo pump gas separators located in pumproom with cargo oil. During this operation carried out by the Marine Technician and Pumproom, the displaced gas from the separators escaped from its normal routing to the Slops Tank and instead went to the Overflow tank located within the pumproom. This tank vents onto the maindeck and the gas that was vented was picked up by the gas detectors located at the pumproom supply fans thus causing an ESD and GPA to be activated. Weather was fine and clear with South-Westerly winds of 10-15 knots. Engineering change proposal <...> was raised to allow installtion of a temporary test filtration system on the <...>, to remove oil contamination from water. During commisioning of the filtration skid an incident occurred that had the potential to cause serious personal injury and equip. damage. At 17:15 <...>, while preparing a pressure test on the <...> skid the regulator of the Nitrogen qaud was erroneously set to fully open. The Nitrogen quad held pressure at 230Barg. The regulator was ranged 0 to 41 barg. On opening up the Nitrogen supply, one of the Nitrogen hoses rated for 20Barg burst and was forced off its fitting by the pressure. Although the wire preventer initially restrained the hose, it escaped and struck a <...> engineer on his safety helmet. The helmet prevented serious injury. Man riding operations were being conducted in the moonpool using an <...> air operated man-riding winch. An employee was working in a riding belt, suspended from the winch, during operations to place a control umbilical line in a saddle. The hoist operator tried to engage the winch to raise the employee in the riding belt. When the winch operator moved the control handle to the hoist position, he winch paid out and lowered the employee. The handle was returned to neutral position and the pay out stopped. The employee was wearing secondary fall protection, an inertia reel, which functioned. The employee was recovered from the moon pool using another winch. Inspection showed that there was a failure of two dowels in the planetary reducer gears. Both dowels had sheared, but the internal gears were found to be in good condition. When the control handle was moved to the raise position, the external brake released, but there was no drive. The winch started to pay out until the control handle was returned to the neutral position and the external brake was applied. Weather conditions were wind 170 x 25 - 30 knots. Sea 170 x 2.5m 8 sec period. Rig Operation - routine driIling. The supply vessel <...> was transferring bulk barite and deck cargo to the rig. <...> was port side to the rigs port side with his bow facing aft. At 05.00 the <...> struck the rig on PC2. The <...> struck the rig again between the centre column <...> and aft column <...>. <...> pulled off parting barite hose. No personnel injured on either the rig or the <...>. Watertight integrity of both vessels intact. Minor deck plating damage to rig and minor bend to diverter line. <...> damage broken portside bridge wing window. Minor damage to bridge wing superstructure and bent mast. No environmental incident occurred due to parting of dry bulk hose. Incident cause: <...> stbd main engine cut out due to coupling failure on lube oil pump causing supply vessel to slew into rig <...>. The Oil metering system was being leak tested after maintenance. A drain valve on the system had been inadvertently left open which led to oil (crude) overflowing the drainage tundish. Crude oil spilled out overflowing the tondish and onto the maindeck. Approx 400 litres of oil spilled onto the maindeck. The maindeck scuppers were already closed and only 10 litres of oil was released to sea due to installation movement.



At 0330 hours whilst carrying out operational checks, production technician heard an audible hydrocarbon leak emanating from gas compressor <...> 3rd stage discharge valve cover plate cylinder <...>. Control room immediately informed and compressor shut down manually. Compressor was electrically isolated and compressor mechanically isolated and purged with N2 in preparation of hydrocarbon leak source. (Similar leak had been previously reported on an adjacent cylinder and fault found to be "o" ring seal failure. Seals have been sent to manufacturer from previous hydrocarbon leak to establish cause of failure) The rig was currently back reaming tight 36? hole. During heavy vibration to the top drive assembly, the retaining bolt for a 1.9kg pin from the Top Drive Carriage sheared, allowing the pin to vibrate free and fall 70?-80?(ft?) to the rotary table area. A Derrick/dropped object inspection had been conducted prior to top hole spudding and the drillfloor made out of bounds and barriered off prior to high vibration drilling. The dilge alarm in the engine room was activated and when the operators went to investigate they noted that diesel fuel was escaping from the <...> diesel generator and was running down to the lower levels of the engine room. The operators left the scene and activated a manual call point which initiated the GPA and brought all personnel to muster. The diesel generator was shut down and the fuel isolated. All the diesel was contained within the engine room and was pumped into a storage tank. On close examination it was found that a plug had come out of one of the fuel injectors on the lower pressure side of the diesel system operating at approximately 7 bar. Winds were 180 by 28 knots and six miles viability. The B gas compressor was being prepared for start up after a coupling membrane change. Wind speed 10 knots direction 110 deg. Wave height 0.5 swell 1m. Substance: Hydrocarbon Gas. B compressor which is a 3 stage and 6 cylinder reciprocating compressor. The B gas compressor had been shut down to inspect the coupling. Due to damage found, the compressor side membrane was changed out. The machine was then being prepared for start up. As gas was introduced and at a pressure of 4 bang, an acoustic gas detector activated between the two compressors on investigation a leak was found at a weld spool 10"<...>. The senior ops tech was at the compressor during the preparations for start up and responded to the gas detection. On finding the cause he instructed the CRO to close the pre treatment <...> and the outside operator to actuate the emergency shutdown button. Calm and dry weather. During Production Operator area checks a "pin-hole" leak was detected on a welded joint section of the Fuel Gas pipeline from the Fuel Gas KO Drum to the Fuel Gas Heater Line No <...>. As the pin hole is very small, when found, the gas leakage from the pipe was minor. It occurred in an open module production area and was not enough to have been detected by smell or fire and gas detection. The leak hole is not visible to the naked eye but has caused a small streak of dust at the exit point that identified its location. The line was closed immediatedly, purged, nitrogen filled and will be out of commission until it is replaced. An early replacement of this pipe spool is planned under Work Order <...>. During routine inspection of the gas compressor skid, the Prod Super heard a gas leak. On investigation, the leak was coming from hot gas bypass valve <...> downstream of the <...> Compressor. The compressor was shut down and isolated and the metaflex gasket was changed. It is not possible to estimate the quantity of gas released as the time it had been leaking cannot be determined The leak was not detected by the gas detection system. Daylight hours 1030am, moderate conditions, wind speed 30 knots from 211 deg (from the Southwest) direction. Normal production operations in progress at the time. During part of his routine duties a Production Operator was in the Production Area Mezzanine Level to carry out an isolation on the Fuel Gas Heater prior to maintenance activities. When in the area he detected a noise and upon investigation found a minor gas leak on the weld of the Manual Blow Down Line (<...>) connected to the main suction pipework to the Gas Lift Compressor (<...>). The leak was reported to the Process Control Room and a controlled shutdown of the process sytstem was then carried out. The line has been vented, purged and isolated and will remain closed in until permanent repairs have been completed. <...> At 21:26 Hrs while riseriess drilling a 16" hole Rov reported an indication of gas from the wellhead (using sonar) at 21:30 kill mud was pumped whilst ROV used sonar to continue monitoring for gas. All senior personnel were informed. Anchor winches were powered up so rig could move off location if req. ROV reported a reduction in gas flow and by 2200 ROV reported well to be static visually by sonar. Whilst pulling back to safety ROV observed well to be static throughout. Wind Dim 200x 35-40 Knts Wave ht 3.5-4.0m



<...> - Whilst drilling the 8.1/2" section on <...>, the well was flow checked for 15 mins at 10649ft. Back flow was observed to 6bbl/ft and was seen to be continuing to drop. At 11259 ft a system pressure drop was observed, this was suspected to be a washout and the decision made to POOH. The well was flow checked and found to be flowing at 10bbl/hr, it quickly reduced to 5bbl/hr and was continuing to fall, the trip out then commenced. On the trip out light hole was experienced with string becoming stuck at the bil, this was freed with a freshwater pill and by applying weight. A flow check was once again undertaken at the shoe with bbl/hr (reducing trend) being observed. The trip continued to 8000ft when due to irregular hole fill values, a further flow check was undertaken, this showed a flow of 7bbl/hr, this was observed for 1hr and was constant over this period. The well was shut in, shut-in pressures after ca. 2hrs are currently approaching equilibrium at ca. 900 PSI suggesting 13.6 EMW bottom hole pressure Normal production operations 11700 bpd oil and gas compression on line with water injection steady at 65,000 bpd. Operator and Ops Supervisor noticed what looked like oily water cascading down a stanchion adjacent to 1st stage seperator.On investigation a leak had started on a 2 inch oily water line from the produced water degasser to the 1st stage separator, at the location close to the 1st stage separator inlet manfold. Production was immediately shutdown and hydrocarbon plant depresurised. The platform management team had been discussing corrosion of the line downstream of the leak site, just prior to the incident, when arrangements had been agreed to have a new spool fabrication and sent out to be fitted. Environment: Wind 17 knots NW, Sea 2.5m from NW, Temp 6.8 deg C. Oily water. Produced water and degassed oil from the produced water degasser. No machines involved as above. <...> Report. The Drill floor Rucker tensioner panel had just been overhauled by a specialist vendor. Drill floor Rucker tensioner panel was then pressured up to 2200 psi of air pressure. Vendor was checking system when he noticed a small leak around pressure inlet fitting where compressor pipework joins the panel. Vendor isolated appropriate valves, depressurised system and tightended fitting approx 1/4 of a turn. Vendor opened appropriate valves and repressurised system. Vendor proceeded to check fitting using snoop (leak detection fluid). At this point the pipe end blew out of the end compression fitting and struck the vendor on his safety helemet, splitting the helmet and causing a laceration to his forehead. System was isolated and area barriered off. System will remain isolated and quarantined until a full investigation has been completed. This investigation will include a technical analysis of why the joint failed, and if the fitting pipework were compatible and made up properly. Please note that the laceration was not a Lost Time Injury. Additional Note: The IP was sent ashore to receive further treatment. The swelling incresased significantly as the wound began to fully close over. The injury itself was not lost time injury and although the positioning of the inury and subsequent swelling around the area would have prevented him wearing the required PPE. While moving a BOP connector with the BOP gantry crane, the connector was being landed inside, but close to the moonpool handrails. The handrails are made up of three individual rails, each which is portable, each of which is pinned in place. As the connector was lowered to the deck, it cleared the upper rail but contacted the mid rail. The rail was slightly bowed and there was insufficient room for the connector to be lowered past it. A crewmember attempted to remove the rail. He removed the safety pins and attempted to lift the rail from its supports. As he did so, the weight of the connector pressing on the rail dislodged the rail from his hands and fell into the sea. At the time of the incident the rig was poisitoned 35 meteres North of the <...> well in a designated Safe Handling Area. Maintenance activity with a work party of three was ongoing to investigate level control problems previously experienced on the Gas Compression Train"<...>" 1st Stage Scrubber. The weather conditions were dry, with a 15knot wind speed in a NE direction. The scrubber skid had been isolated from the process system, drained of liquids and nitrogen purge completed. The 1st Stage Scrubber <...>" Level Control Valve <...> was opened to inspect internally for restrictions. A decision was then made to investigate the upstream pipework of the <...> with a boroscope after locating a bolt in the pipe. On opening an upstream valve, ESDV <...> (not part of the isolation), liquid ran out through the body of the <...> and a 1/2" drain line onto the surrounding deck. Portable gas detection adjacent the valve indicated a 4%LEL, the fixed CH4 gas detector approx one metre from the valve did not indicate LEL. The liquid from the valve was washed away to hazardous drains in the area using sea water. Boroscope inspection continued gaining entry to the vessel internals through the nitrogen purge nozzle. The boroscope inspection was completed and preparation work ongoing to replace the LCV 3006, cage/plug and bonnet. At 14:50hrs an unknown ignition source created a pool fire around the area of the <...>, the work party escaped the scene without injury. A fire water hose was quickly applied with the fire rapidly spreading along the deck under the adjacent gas compression scrubber skid "<...>". (cont <...>) A thermowell on the test separator inlet heater, measureing the outlet temperature, went into open circuit. An instrument tech was sent to the TX to check its condition and on approaching the area smelt hydrocarbons. At the site he found oil spraying out of the threads of the aluminium housing just below the measuring head. The well in the test separator was swung into its own "Field" separator and line isolated. Later after preparation, the thermowell was withdrawn and found to be cracked, allowing oil to migrate up through the internal part. The insert has now been blanked off and investigations are still ongoing.



During work with standard unitor equipment, acetylene hose burst close to coupling. This caused a release of acetylene, which in turn caught fire. This fire was quickly put out by turning off the supply. Hose is stamped with prod. date <...>. No harm was done to personnel or installation. At the test separator pre-heater a slight oil leak was visibly seen emanating from the open end of the drain connection insulation and trickling down the 3/4" drain line, collecting in a small pool on the drain valve flange. On discovery the test well was routed to the first stage separator and the test separator blown down to the HP flare and taken out of service. The export gas compressor had just been shut down for maintenance when a Technician smelt gas in the vicinity of the export gas meter. He traced the leak, by smell and sound, to the inlet flange of the export gas cooler. The flange bolts were re-tensioned and the leak stopped. The inlet flange on the export gas cooler is subject to large and rapid temperature variations when the compressor is started and stopped. This is thought to have caused the bolts to slacken over time.

During routine PMR maintenance on main deck foam system monitors the full port side system was unintentionally activated causing foam to discharge with personnel working in the area. During evacuation of the area a member of the work party slipped resulting in pain to back and shoulders.



Running 20" casing into well. Joint No: 8 picked up with <...> single joint elevator. Joint stabbed in rotary and made up by releasing single joint elevator 2 set of 1/2 bolts fell 40 feet to drill floor. Each set of bolts weighing 98 grams. Bolts came from brackets supporting hydraulic cylinders on <...> Single Joint Elevator. Bolts were sheared of when operating hydraulic cylinders due to shoulders on casing joint jamming elevators release mechanism. The rig has completed drilling operations and was carrying out maintenance on the Drill string Compensator. The blocks were suspended above the drill floor, at monkey board level and personnel were removing seals for renewal. When one half of the two part seal was removed a half of the backing ring came loose and slipped through the man's hands. The half backing ring weighed approximately 1kg and fell approximately 80 feeet to the drill floor. The possibility of dropping part of the seal had been realised and was discusssed during the toolbox talk and JSA review. The area below the opeartion was barriered off and out of bounds to all personnel. There was no risk to anyone and the injury potential was therefore zero. Routine ESDV and BDV valve function checks on P3 / P11 oil riser in the turret connector were completed and the wells were reinstated and brought online. Shortly afterwards the operator in attendance noticed a slight leak of produced fluids from a weldolet on the Methanol injection line to P3 / P11 flare header. P3 and P11 wells isolated and residual pressure bled off. The Operator was building 13 3/8" casing offline. The weather condition was moderate heavy rain with E-ly winds of 33 kts. During the operation the upper claw of the upper arm on the forward PRS caught on the box end of the casing when the upper arm was moved downwards. The downward force of the arm resulted in the claw to brake off and drop down. The 2.4kg claw dropped from 42" up and hit the top glass of the drillers cabin leaving a chip. It then fell to the drill floor and came to rest aft of the fox hole. One person was on the drill floor standing clear at the agreed safe area. Operator on rounds noticed fuel oil leaking from a fractured 'diesel oil return line' on a diesel driver (<...>) for the water injection pump. Called the duty engineer, who examined the leakage and shut the machine down. Fuel pump had become loose and vibrated causing return line to fracture. The <...> is an enclosed module and the water injection system was running under normal operations. <...> - Conducting workover on well <...>. The completion packer had been milled and picked up to confirm free. The top of the packer was circulated bottoms up. On bottoms up the high level gas alarm was activated in the return line. The well was closed in with zero pressure on both drill pipe and annulus and with no flow. The well was circulated through the choke as a precautionary measure. The well was then bullheaded past the packer taking any residual gas back into reservoir. Note that the risk of hydrocarbons percolating from below the packer had been identified at the planning stage and the approved programme included the option to close to close the annular and bullhead. A mechanical technician whilst completing other activities in the area discovered diesel fuel leaking from the driver of the gas compression unit. In contact with the control room advising them to shut the unit down, once this was done we isolated the fuel flow to the unit. Initial investigation revealed a fractured diesel fuel return line and the fuel leaked to the fuel leakage tank also escaping from the bilge from the enclosed module.



<...>. Weather misty, no sea, no wind, Temp. 10degC. A week prior to the incident a winch had been placed on top of the aft gantry travelling crane in preparation for load testing the system. The winch is positioned on beams surrounded by a grated walkway. The gantry crane had previously been used in <...>. As part of the preparations an inspection was to be carried out of the gantry prior to a load test. The inspection work required scaffold to be erected. To carry scaffold to the worksite necessitated walking across the grated area with scaffold equipment. During this task a small section of grating was disturbed which eventually fell (approx 20ft) to the level below. No damage was caused. Access to the gantry crane area and the level below is by permit only. The grated area has been boarded with scaffold as a temporary measure prior to carrying out a full inspection of the gratings. Gratings in other areas will be the subject of close inspection in the near future. <...> carrying out ROV survey of subsea assets. Took video of gas leak from the bonnet of a subsea <...>. <...> Pressure Control in to <...> offices in <...> to view the video of the venting bleed fitting on the bonnet of the subsea gaslift check valve situated in the <...> skid. The following points are to be noted. 1 The bleed valve arrangement top screw fitting has vibrated loose allowing gas to escape from the check valve cavity. 2 The gas volume currently venting is in line with the bleed valves normal function, ie to vent off the cavity to allow the check valve to be manually opened under pressure differential conditions. 3 The direction of the gas flow is from the side of the valve through its normal bleed port and not vertically, so there is no wash out or damage. 4 The area around the bleed valve on the bonnet of the check valve is relatively clean compared to the rest of the area indicating that venting has been taking place for some time. 5 <...> Pressure Controls personnel have seen the video of the gas venting and have indicated that the bleed valve is functioning normally, albeit open when it should be closed. 6 The bleed valve vent screw arrangement is such that it cannot come out further and is therefore controlling the gas flow. 7 Plans are to obtain a replacement plug so that the <...> can remove the existing arrangement and replace with a plug. See <...> for rest of details as no room here. <...> - Drilling through <...> formation at 16544'MD, 11263' TVD with 12.40 ppg mud. Influx of 25 barrels observed and well closed in at BOP stack. SIDP 420 psi SICP 650psi. Well killed with 13.7 ppg mud. <...>. Well Details. 9 5/8" casing shoe @ 2061m MD 1674m TVD. 8 1/2" hole drill to 2607m MD. Mud system 1.45sg OBM. Drilling 8 1/2" hole through the <...> fractured chalk reservoir section in the<...> of the field. Encountered a fracture at 2607m, mud losses of 500-700 bbl/hr, attempted to cure with LCM & cement, pulled BHA back to 9 5/8" casing shoe. Lost mud system pumped seawater to the annulus, shut well in. Initial annular pressure 450psi. Drill pipe pressure zero psi. <...> - Drilling at 16623'md/11336'tvd. 15 bbl influx observed and well closed in. SIDPP = 770 psi, SICP= 720 psi Influx circulated out and indentified as water Following a wiper trip the Drill Crew were circulating out of the hole and conditioning the mud at the same time. A stand of drill pipe had been racked back and the top drive lowered and made up to the string. The Driller then continued to circulate out of the hole. A Floorman was standing on the starboard side of the rotary table wiping down the pipe. The Anemometer landed on the port side of the rotary table, opposite the Floorman. The Anemometer (16cm x 5.5cm) weighed 225g and fell approximately 190ft. Weather at the time was as follows: Wind - 030deg @ 20-24 knots. Sea height - 8ft, period 6. Swell ? 5ft period 9 @ 040deg. Investigations are currently ongoing onboard the installation. <...>. Report for: Closing of BOPs. Well <...>. Previous casing: 9 5/8" at 9324 ft. AH/8602 ft TV. Operation: Drilling 8 1/2" hole through <...> sequence with 0.63 psi/ft WBM. The hole was drilled to 9730 ft AH. The BHA was pulled back 30 ft & became stuck in the halite. A weighted fresh water pill was spotted. While waiting for the pill to take effect it was noticed the well was flowing. The well was immediately shut in, & after circulating out the kick & weighing up in stages to 825 pptf, the well behaviour was "fingerprinted", & the mud was conditioned. After being satisfied that the well behaviour was understood & that it was safe to do so, the well was opened & the pipe was determined to be free. Drilling continued, closely monitoring connections to ensure the well was behaving as established in the fingerprint, & it was noticed that as drilling continued, the well stabilised. At 11,070 ft, the 8 1/2" hole was plugged back, due to unacceptable deviation, to 9900 ft. The hole was then sidetracked and drilled to section TD at 10,965 ft. The 7" liner will will be run and cemented.



Following sand washing operations, two persons working in the vicinity, noticed smoke was coming from the sand-jetting pump. They reported the situation to two passing operations technicians who alerted the CCR by radio and a manual GPA was initiated. The technicians remained onsite to monitor the situation, having assessed that they were in no immediate danger. The technicians extinguished the small local fire (circa 6 to 12" flame) with a portable dry powder extinguisher and the pump was then locally isolated by the manual stop. A full electrical isolation was applied to the motor and the Emergency Response Team secured the area and applied local seawater cooling to the pump. Once the full POB had been accounted for, personnel were updated on the situation and stood down accordingly. (Info: The pump in question supplies detreated seawater to process vessels for sand washing. There are no adjacent hydrocarbon systems and the location of the pump is on an open deck with natural ventilation). Failure of drive-end bearing, root cause under investigation. Awaiting arrival of mechanical engineer (Technical Authority) to oversee the dismantling activity. Environmental Conditions: Wind 30knots @ 270deg. Sea state force 5. General heavy rain at time of incident. Verbally reported to HSE duty officer on <...> at 20:00. OSD duty officer (name) on <...>4 at 20:20 of the event and the actions taken. <...>. Pulling out of hole after drilling 30ft formation below the 7" liner shoe. Under displacement was observed and a flowcheck confirmed the well flowing slowly. The drillstring was run to bottom. Well closed in at BOP stack. SIDPP 10 psi, SICP 300psi. Well kill operations ongoing. <...> rec'd <...>. <...>: Smoke detector activated in engine room. Investigated immediately by Engine Control Room Operator who observed flame at generator <...>. He reported this information immediately to <...>. General alarm activated after receiving confirmation of fire at generator <...>. Vessel went to muster and deluge released in engine room. Shortly after release of deluge, the fire was confirmed extinguished. All POB accounted for and incident stood down at 01:10. At 00:30, 3B main compression tripped, followed by the HPFG compressor. The Area Operator reported smell of gas at HPFG area and carried out immediate check of area to identify source. All PTW activity was stopped. Leak was traced to a compression fitting on a section of small bore pipe work, off the suction header of the HPFG supply, which led to a local PT. The HPFG system was then isolated and manually depressurised to flare. The gas leak could not be heard and did not register on any of the local gas detectors around the HPFG skid. <...> Summary, See Attachment: A gas detector for the Recompressor Module activated and a Production Technician was asked to investigate. On arriving at the scene he could smell and detect gas, so stood back from the area and reported back to the Control Room that there was a gas leak from the Recompressor and requested that it be shut down immediately. Once the machine had stopped and trhe gas subsided it was identified that a 10mm <...> valve that had been replaced the previous day had come off. On inspection of the valve and pipe stub remaining attached to it , it became clear that the pipe had fractured close to the compression fitting of the tapping from the main gas pipe. <...> working over <...> Well No.<...>. Description of well kick @ 04:00<...>. Detected gain in active system (total 4 bbl). The drill string picked up from bottom and flow checked on trip tank for 5 min. Slight gain. Stop rotation and shut in well. Monitor well for pressure build up for 15 min. No pressure. Open up well and start rotation of string, monitor well on trip tank. Gain 1 bbl in 10 min. Gain rate dropping at end. Work pipe and circulate bottoms up at 400 gpm. Shut in well and circulate through fully open choke last 4000' before bottoms up. Max gas 16% after poor boy degaser.@ 07:00 open annular preventer. Circulate and conditioning mud to 15.0 ppg at 120 deg F. Average back ground gas 6%. @ 09:00 drill 8.5" hole from 15560' to 15565'. (Drilling break from 15560' to 15565'). @ 09:30 space out string and stop pumps. Flow check on trip tank. Gain 4.3 bbls. in 4 min. Shut in well. Total gain 6 bbls. Observe well. Casing pressure build up to 1500 psi. Run mud pump at 5 spm and establish SIDPP = 1085 PSI. A small gas leak was identified on a five way manifold valve block during a routine inspection of the recompressor. This minifold block is for instrument <...> which is the pressure diffential indicator for the second stage recompressor suction strainer. The pressure indicator had been previously removed due to failure and the tappings capped off. The normal operating pressure of this is 2.49 Barg. Gas compressor 'C' manually shut down on report of gas release from 2nd/3rd stage recycle valve <...> packing gland (<...>) Valve was removed and replaced. Following change out of 3rd stage discharge recycle valve the gas compressor was nitrogen purged then pressurised to 8.0 bar g to check for any leaks at all disturbed joints. On satisfactory leak test the gas compressor was returned to service on light load at which point all disturbed joints were re-checked with no leaks detected. The gas compressor was then loaded up at 02:27 hrs followed by regular monitoring of the disturbed joints. At 05:35 hrs a gas leak was detected using leak detection fluid at <...> downstream 1 1/2" <...>J flange. Leak was isolated, flange disconnected and inspected. Flange face was cleaned and the joint remade, tested and compressor returned to service. Has since been monitored and found to be in order.



<...>. Operation in progress was the drilling of the 8 1/2" hole section circulating up samples looking for the top burns sand in order to commence coring. Circulating bottoms up the gas content of the mud rose to 73%. Circulation was stopped and a flow check performed. A 4 bbls gain was recorded in 20 min and the well shut in at the BOP. Recorded pressures via the choke, after 30 min SIDPP 70psi, SICP 165 psi, pressure increasing at a slow rate. Commence well control operations using the Drillers Method. First circulation at 14.3 ppg (drilling weight). Indication of oil sheen at surface. Pressures bled to 0 psi, after 60 min rose to SIDPP 825 psi SICP 890 psi (slowly increasing). Increased mud weight to 15.3 ppg and performed second circulation of drillers method. Monitored pressures SIDPP 620 psi SICP 570 psi, slowly rising. Circulated well to 16.3 ppg mud using drillers method. Recorded pressures SIDPP 220 psi, SICP 40 psi. Bled pressure to 0 psi and recorded build up. Continued to bleed pressure to 0 psi monitoring volumes and reducing presssure building trend. The deck Crew were removing scaffold meterial from No: 4 port cargo tank at the conclusion of repair work. They were using a hand rope to lift two scaffold boards when the boards slipped from the rope and fell back into the tank. Both the scaffold boards and the rope were wet and oily as a result of conditions in the tank. The boards fell approximately 20 feet. A 120ft length of drilling line was being lowered by the aft crane into the scrap metal skip. The wire slipped through the sling suspending it and fell into the sea. The IP was struck by the wire and fell to the deck. Control Room notified. Medic called to the scene and treated IP. OIM informed and rescue helicopter organised to evacuate casualty. Stretcher party organised and IP moved to hospital (IP gained consciousness prior to being placed in stretcher). ROV deployed to check position of wire on seabed in relation to <...> Manifold and adjacent wells. <...> Platform OIM informed of the incident and that no visible pollution observed on sea surface. IP admitted to <...> Hospital, <...> for observation overnight. X-rays made of head, neck and chest and no serious injuries detected. HSE notified and joined investigation on the installation. IP is currently resting at home. Integrity test on well <...> in progress for preparation to hand over the well to the <...> rig for coil tubing operations. 300 bar leak test on <...> line to subsea injection valve in progress when sudden drop in pressure occurred and gas detection activated in <...> space. The space concerned is controlled with a inert (N2) atmosphere. Production Supt and OIM called to the control room and leakage observed by remote cameras operation in <...> space. Not possible to be certain with regard to source of leakage so discussions with regard to appropriate action. Gas heads inhibited to prevent level 2 shutdown and possible escalation of situation ie closing of upstream valve against pressure leakage. GPA sounded and all crew mustered in the TR. Process shutdown suquentially to allow selective blow down of process and subsea lines. Installation manoeuvred (wind Port to Stbd) to keep inert gas or any other vapours clear of the accommodation. TR air intake. N2 flow to <...> space increased to maximum. Access to deck restricted during venting of inert gas across Stbd deck.0530 hours crew stood down from muster. or any other vapours clear of accommodation TR air intake. N2 flow to <...>space increased to maximum. access to deck re At 04:15 hrs on <...> <...> while picking up and running in the hole with 5" liner, a joint was being raised to the rig floor using single joint elevators on the V-door tugger; when the single joint pin end was about 10 feet from entering the rig floor, the ferrule on the tugger line caught underneath the disused counterweight for the pipe spinner and lifted it about 1 foot. After raising it 1 foot, the ferrule slipped off the counterweight which then dropped back onto the frame base plate. This has resulted in the top left bolt of the four supporting plate bolts shearing and the top right bolt pulling its nut through the retaining point. This has allowed the base plate to tip far enough for the counterweight to continue in a downwards direction, leaving its runners and striking the top of the joint in the single joint elevators damaging the casing collar. From this point the counterweight (approx 300lbs) has been deflected and turned 180 degrees as it fell 45 ft to the rig floor approximately 10 feet from the tugger operator and the crew member waiting to guide the joint to the mousehole. No one was injured. The job was shut down for investigation and the rest of the counterweight frame was removed from the derrick . All derrick equipment was inspected for integrity and security and found to be in order. After Time Out for Safety talk with the crew, the job continued at 09:00 <...>. After putting a 4 3/4" drill collar in the mousehole while laying out 6" BHA, the crew unlatched the elevators, the driller released the llink-tilt, and retracted the blocks which released the stop dolly frame. The retracting stop pad on the travelling block carriage fell approximately 30 feet. This pad weighs 9 Kg or 20lbs and is 9" by 8" an 1" thick. The bolts for the pad had been tie wired, but were sheared completely beneath the pad. The pad had 1 1/2" welds on all four corners and these were broken as well. The job is stopped until all four pads have been inspected. There was no personnel in the immediate area when the incident occurred.



<...>. POOH from 19466ft to 16172ft, 9 5/8" shoe. Flowcheck determin hole fill incorrect. Observe 3.4bbl gain over flowcheck period. RIH from 16172ft to 18613ft. Observe increase in flow to trip tank. Well shut in on annular with hard shut-in. Monitor well. SIDPP 0psi (non-ported float), SICP 750psi. Reduce annular (<...>) press for stripping to 400psi. Remove CSG protector from DP stand. M/u IBOP (<...>) to string. 10.30 - 17/6/04 perform stripping procedure from 18613ft to 19270ft with 400psi annular press. Unable to get correct fill. Casing pressure on choke fell to "0". Monitor well with choke closed. Casing pressure increased to 250 psi. Strip hole from 19270ft-19451ft. Returned correct amount of mud. Circulate well to 12.1ppg kill mud. Close choke & monitor well. CSG press "0"psi. Displace well to 12.4ppg mud. No losses. 23.30- <...>. Flowcheck. Observe 0.5bbl/hr. gain (with decreasing trend at end of flowcheck period. Mudweight imbalance noted. During a routine helicopter arrival a sheet of plywood 8'x4'x3/8", blew off the radio room roof due to the downdraft from the rotor blades. It was then carried on the wind and travelled 75 feet horizontally landing on the platforn approx 12 feet below its take off point. No personnel were injured and the no material damage ocurred. The deck crew who had departed the rig the previous week had placed the wood on the radio room roof to aviod scarring the deck when they carried out a greasing Pm of the crane main block. This area was the only area the block could be landed to conduct this operation. The helideck crew did not check the area prior to the flight and were unaware it was there. The wind at the time of the incident was 20-25 knts from 360". Operations were suspended on deck and a full hazard hunt for any other loose items was ordered by the OIM. No other defects/hazards were found. At no time was the helicopter in danger. <...>. Whilst the <...>, <...> was proceeding with the <...>/<...> Drilling programme on well <...> (<...> - <...>), an unplanned influx of wellbore fluids was encountered at a depth of 2,488 metres. The well was checked for positive flow and was indeed found to be flowing. The <...> crew and <...> operators shut the well in and circulated out the influx then proceeded to increase the weight of the Drilling Fluids by 0.2 pounds per barrel in order to prevent any subsequent unplanned influxes. During a course of a routine watch keeping, a leak was discovered from an impulse line/instrument on the metering skid. At the time of the incident internal test proving was ongoing. On investigation of the leak, it was discovered a bleed has been left in a cracked open position. Maintenance routine work had been carried out on the instrument a week before the incident. 1 Litre of crude (dead) was spilled to main deck, none to sea. Incident have discussed with <...> and working party. Personnel reminded of need to ensure valves, bleeds, etc are reinstated to correct position on completion of work or maintenance. During the course of draining down residual fluids in the LP flare knock out drum, ops tech left the drain line unattended for a few minutes during which time a small amount of oily water escaped from the vessel along with the flush water that was contained in the boot of the vessel. As the risk for putting oil to deck had already been assessed as being present in such an operation, the scupper plugs had all been kept closed and only opened to drain off clean water periodically under controlled conditions. This meant that the oily water was contained well with the bunded area and on measurement was found to be order of 40-45 litres. No escape of oil to sea occured and was unlikely to occur, as the quantity of fluids remaining in the vessel was insufficient to fill the bunded area. During routine inspections of the area a diesel leak from a small bore instrument line associated with the Water Injection 'A' Diesel Engine <...> was discovered. Arrangements were made to shut the unit down to allow investigation and repair. The leak was at a rate of approx. 6 litres/hr. All fuel was contained within the bilges of the <...>. Line subsequently discovered to have fractured. An <...> will be submitted in due course. During inspections of the area a diesel leak from a small bore instrument impulse line compression fitting associated with the Water Injection 'B' Diesel Engine <...> was discovered. Due to an earlier leak (fractured line on the WI 'A' unit) close attention was being paid to all associated units. As severity of the leak could increase it was decided to shutdown the unit to effect repairs. The leak was at a rate of approx. 2 litres/hr. All fuel was contained within the bilges of the <...> space. An<...> will be forwarded in due course. <...>; Handrail fallen into sea above divers. Handrails fitted to door sheared and fell into water. The diving supervisor was able to instruct the divers to move to safety beneath the bell before the debris landed. <...>. This Incident has been discussed with <...> of the HSE on <...>, who agreed that reporting should take place after the repairs to the leaking liner were made and confirmed. In summary the 7" liner top packer failed to set and migrated to surface during a BOP test and subsequent trip in the hole forcing enclosure of the BOP equipment. The source of the gas was from an over pressured Haupdolomit. Subsequently the rig stripped into the hole and killed the well. After pulling out of the hole a mill assembly was picked up and ran back in. The original liner top packer was then set. Another trip was made to install a tie-back packer and provide a second barrier.



<...>. A workover was in progress on well <...>. The workover control unit was hooked up to the DHSV- A on <...>. It had been established that there was an average leak rate of 4.2 litres per minute of control fluid to maintain DHSV - A locked open. The well had been flowing for 18 hours and a production logging test was in progress. The low level gas alarm was activated in the moonpool, when a gas beam detector identified the leak. The leak of gas and control fluid was seen coming from the vent on the control fluid reservoir. The sub sea controls engineer was at the scene and he immediately closed the isolation valve which was fitted to the side of the well OPS Control System Panel on the control line. This stopped the escape of gas/fluid. Further isolations were then conducted to disconnect and vent the lines, to leave the control line blocked in at the production control panel. No-one had recognised the potential for gas to percolate back up to the control line. If this had occurred, the work would have been stopped and a risk assessment been conducted to ensure continued safe working. All personnel in all the departments associated with the workover activities will be appraised of this failing, in order to try and prevent a reoccurrence. A fire occurred in a tumble dryer in the laundry, lower deck level of the accommodation Preventative Action: awaiting an investigation During moving of 8" drill collars from pipe deck to main pipe handling scate the twist gripper heads opened and drill collar dropped down and hit a basket and the outer handrails on top of the HPU unit. Further on the collar sides over the ship sides and into the sea. The height of the drop was two metres above handrails and the basket. The operation was laying out a single of 3 1/2" DP on the drill floor. Weather was 25kt from 340 degrees, overcast. The single had been broken and spun out with the 3 1/2" air operated elevator attached at the top. To allow a straight pull driller activated link lift float button. This resulted in the elevator opening and consequently the pipe slid sideways, came out of the box in the rotary, fell 3' to the floor and came to rest against the aft PRS at an angle. 3 persons were present on the floor, but nobody was injured. <...>. Operations were progressing to test the water leg of the well via the <...> package. Following perforation of the water zone with thru tubing guns, the well was flowed for 2 hours to clean up the perforated interval (H2S levels in the flow stream recorded as 0 ppm), before being shut in for 3.5 hrs for a pressure build up. The well was again opened up and the main flow period commenced. After flowing the well for 1 hour the H2S level was recorded at 1350 ppm in a sample of gas taken from the flowstream. The well was shut in at the downhole tester valve and at the surface tree. All surface pipework was vented and flushed with seawater to the burner booms to remove any residual H2S. No alarms were activated during these operations. Currently a full cascade breathing air system is being rigged up and the personnel trained in its use. The forward program is being reviewed and a risk assessment conducted with regard to resuming the well test. <...>. After setting & cementing the production liner the well was cleaned up and displaced with drill water. Small amounts of gas recorded during this process were considered to come from residaul mud in the well. After testing to 10,000psi with an extended flowcheck the <...> began POOH. On the trip OOH small amounts of gas came to the surface. After shutting in & bleeding the pressure down the cleanup string was run back to bottom where diagnostics indicated a very small intermittent downhole gas leak. The well was turned over to kill mud before POOH. A bridge plug and tieback packer were set to isolate both shoe track and liner top. The well was then turned over to seawater and inflow tested again and clean up pillse circulated, during which time continued hydrocarbon gas was recorded from the well indicating a continued very small gas leak into the well. The well was turned back to kill mud and as of <...> the intended plan is to proceed to verify if the leak is located in the 9 7/8" casing or below the top. Following the rig up of slickline equipment in coil tubing lifting frame in the derrick, a slickline toolstring complete with downhole injection valve assembly was prepared to run in the hole. The assembly was raised into the wireline lubricator and as this was being aligned to stab into the riser, the wire jumped a distance on the coil tubing frame winch allowing the valve to impact the body of the BOP. The retaining pins sheared and the valve fell 42.5' to the drill floor. The area had been cleared of personnel and there were no injuries. The dropped valve was 46" long by 4.25" diameter and weighed 40.5 kg. Weather conditions were fair with winds of 14 kts and sea height of 1.5m. <...>. 1st shut in <...>. After drilling to 9070 with a 0.57 psi/ft WBM the MWD and turbine failed. Prior to tripping a flowcheck was performed, a gain of 3 bbls was recorded. The well was shut in and pressure rose to 800 psi. The influx was circulated out using the drillers method (brine). The pressure built up to 1400 psi- pressure was bled off to 800 psi. 3 controlled build ups/bleed offs were conducted to determine if the pressure would drop. It did not. The well was circulated to 0/75 psi/ft mud weight - this was not kill weight. At the end of the circulation the surface pressure was 720 psi. 3 more controlled bleed offs were conducted, the final one returning zero surface pressure, the well was opened up and circulated clean. A trip was made to replace the failed tools and drilling continued to TD. Operating conditions normal, oil and gas production. Weather conditions good, sea state slight. During an annual visual inspection of the riser release connections, a member of the dive team observed gas bubbles emanating from one of the flange cap screw's face. The bubble size is up to 3mm at a rate of up to 100 bubbles/minute.



Following the incident reported above (1st shut in <...>): 2nd shut in <...> (five days later). After tidying the well a logging string was run on drill pipe which became stuck. after POOH with the remainder of the logging string (leaving a fish downhole) the well began to flow at 1.2 bbls/hr. The well was shut in, pressure increased to 73 psi. Th e pressure was bled off and the flowrate measured - still 1.2 bbls/hr. The BOP's were opened and a BHA was run in hole. At the 9 5/8" shoe the mud was conditioned and circulated, influx stopped. On the <...> the first cement plug was set to abandon the hole section. Operations at the time were to lay down drill collars (8") from the drill floor to the pipe deck. The collars are lowered onto the "skate" which is an angled structure with a chain driven bucket to move items. The deck crane then engages its "claws" onto the pipe and lifts it from the skate onto the deck below. In this instance the claws on the crane did not fully engage on the collar and as the collar was moved off the skate it fell approximately 15ft to the pipe deck. Crane operator was warned by radio that the claw was not fully engaged but his radio did not receive this message. No injuries to personnel or damage to equipment. Weather was dry, no wind. On th e<...> at approx 17:50 hrs the operation was to prepare to move a frame for the wireline BOP away from well centre on the <...> weather deck. Five persons were present on the weather deck at the time of the incident. Three rig crew members directly involved with the operation and two service hands performing other tasks. It was the intention to pull the frame with a tugger wire operated by a fourth member located in the moonpool above on the platform. The tugger wire was routed through the open moonpool hatch then down the aft through a snatch block fixed onto <...> weather deck. While checking the rig-up the two service hands were told to stay clear of the area. The banksman on <...> instructed the winch operator to take up the slack on the wire. the two other crew members were ready to check the area and equipment to be used. The wire tightened up and slid against a removable track for the moonpool hatch located on the aft port corner. The removable track was lifted free by the force from the tugger wire and fell to the <...> weather deck. It hit the weather deck, bounced once and then hit a crew member standing next to the port aft tensioner. He received a minor graze on his lift leg calf. The weight of track was leter checked to be 50kg. A Prod Tech smelled gas in the vincinity of the export gas meter and traced it to a leak from the inlet flange of the export gas cooler. The gas was then detected by the fire and gas system resulting in a level "C" gas shutdown. The flange bolts were re-tensioned and the leak stopped. The cooler flange is subject to thermal cycling which caused the bolts to slacken. The flange seal and bolts were changed last year as a result of past leaks this has not improved the situation. An alternative solution is now being actively investigated. <...> rec'd <...> <...>: Normal production operations were in progress at the time of the incident, the weather was calm and no wind. At 20.05 gas heads 9 and 35 in Zone 1 (Gas Compressor area) indicated low level gas, an operator armed with a portable gas detector was sent out to investigate the problem. The operator reported back to the Control Room that there was an indication of a small amount of gas in this area. Further investigation revealed a small perforation in the LP Gas Compressor suction pipework (<...>), the perforation appears to have been caused by corrosion under the insulation. The process system was then shutdown in a controlled manner, the area of the leak isolated and a nitrogen purge applied. The remaining insulation has since been removed from the pipework and an inspection programme is now in progress. Note:- The normal operating pressure on the suction line is approximately 13 bar. The system is presently shutdown and will not be re-commissioned until the pipework has been replaced and tested. <...>. Drilling in 8 1/2 hole. <...> at 12263 ft. Mud weight was 12.3 ppg. Drilling breaks at <...> and within <...>. No flow was observed on flow checks. Drilling continued to 12390 ft, flow observed and the well was shut in. SIDPP = 2510 psi, SICP = 2630 psi, Gain = 8 bbls. Equivalent to 16.3 ppg. Bled off 1/2 bbls. Pressure dropped slightly but returned quickly to original pressures. Monitored well for 15 hours while weighing up mud to 16.5 ppg. SIDPP = 2550 psi, SICP = 2690 psi. 16:30 hrs 30/7/04. An initial well kill was attempted using Wait and Weight method. Drill pipe pressure dropped faster than planned, and it was not possible to maintain the drill pipe pressure schedule without fully closing the choke. Reduce mud weight to 12.3 ppg, circulate using drillers method. SIDPP = 1910 psi, SICP = 2450 psi. (Some heavy mud in DP). The well was circulated using drillers method. After 27 bbls pumped returns were observed, and a total 76 bbls were lost mainly at start of circulation. Returns from the influx indicated associated gas with oil. No surface volume gain due to gas expansion. SIDPP = 2310 psi, SIXP = 1840 psi (Some heavy mud in Annulus). Pressure rose to SIDPP = 2310 psi, SICP = 2020 psi. the well was circulated as per the 1st sage drillers method again. SIDPP = 2310 psi, SICP = 2350 psi. Bled off 3.8 bbls as suspected trapped pressure SIDPP = 1920 psi, SICP = 1820 psi. Pressures rose to SIDPP = 2040 psi, SICP = 2100 psi. Bled off 2.1 bbls A leak was suspected in the 10" water injection flow line. This was confirmed by testing with fluroscene dye and resulted in the installation being shut down until repairs are carried out.



Whilst preparing to change the Port Boiler from Oil to Gas firing the semi-automatic valve supplying gas to the boiler gas burner system was opened. As a result of an incorrectly secured manual isolation valve on part of the vent system (partly open instead of closed) the gas supply directly vented in an uncontrolled manner. It was immediately drawn into the Engine Room intakes where it activated the fixed gas detection system and initiated a shutdown. Investigations revealed the unsecured, partly open valve and this was subsequently closed and secured. Oil transfer hose was being lifted and positioned at the tanker (<...>) manifold. The vessel's crew were in control of the lifting and securing operation, using rigging equipment supplied by the <...>. The first part of the operation has been completed and the hose was secure on the hang-off chain. The hose was undergoing its final positioning to line up the two flanges. A 1.5T chain pull had been used to attempt to line up the flanges, this had not been successful and the vessel's crew decided to utilize the vessel's manifold crane (SWL 15T) and a 6T broad hose webbing sling to reposition the hose. The vessel's crew failed to release the 1.5T chain pull, and when the weight was taken on the crane the chain pull failed without recoil. The body of the chain pull fell approximately 150mm to the deck. All personnel were clear of the area of the chain pull and there was no injury or other structural damage. Chain pull was immediately removed from service. The platform Deck Foreman was undertaking routine checks of draw works and associated equipment. Deck foreman started to lift the drill floor travelling block. It had moved a few inches when his assistant noticed a small JB (electrical junction box ) lying against the wires on top of the travelling block. A warning was shouted and the operation stopped and the JB removed. The area was checked for other items. The Derrick was also inspected and a further JB with the potential to fall was removed. N.B: On inspection of the derrick 90' level a gap was found where the fallen JB had almost certainly been. The severity of corrosion on the JB fixing lugs means the JB could have fallen at any time. The platform intends to carry out a visual survey of derrick to ensure that no other problem areas exist. JB's of this type will be removed and replaced with new type. The platform Offshore inspection engineer carries out annual visual checks of Derrick from wallways and a rope access team carries out bi-annual major inspection. The bi-annual major inspection is due <...>. Additional rope access teams are being arranged to undertake electrical work/inspection for <...>. <...> - Platform was shutdown to repair leak to techloc flange on the water injection riser. All wells were shut in with PIVs closed. A sheen was reported at approx 500m att of platform. All wells and flowlines were depressurised. DSV arrived within 24 hours. Wells were tested during ROV survey. Indentified leak of oil and gas from between PIV and PMV well block. Well and flowline depressurised and isolated. DSV with divers arrived at 20th with divers who pinpointed leak while testing using flurozine. Incident area: At P1 wells xmas tree in the well cluster, betweenthe PIV and PMV. During test run of <...> generation set indication of low level gas was received shutting the machine down and changing the installation status. Investigation has shown that three pigtails on the gas rail were only fitted hand tight after being changed out during the engine change allowing gas to be released in to the enclosure. Platform in normal operations.Production Technician informed of pinhole leaks in 12" flanged pipework on produced oil line from pre-heater to 2nd stage Separator. He immediately informed Control Room. Control Room operator immediately instigated a platform PSD by operating <...> which caused a total Process shutdown and automatically initiates the GPA. Platform personnel at full muster stations. Production shutdown. Fire team sent to investigate with instructions to carry out oil spill containment and if required to place scupper plugs in ship side to stop any environmental impact. Fire Team reported no spill encroached to ship side or sea. Fire Team commenced deploying oil spill bunds/pads. Marine Sup and Snr Prod Tech deployed to area to assist with any containment and to manually isolate valves to ensure no escalation of leakage. Spill was oil/water mix due to area of loss i..e. between 1st and 2nd Stage separation Size of leak two x one and half millimetre cracks in weld,Pressure 1bar, area approx 5m x 5m covered by oil/water mix estimated Max 1 Bbl Oil. Nil product entered sea. Area secured, oil area cleaned and damage weld inspected for review of repair requirements. Platform personnel at muster stood down and confined to accommodation until area fully washed down. <...>, <...> and local installations informed at initial GPA. We had a two of proximity switches fell from a height of approx 85 feet to the drill floor. The weight is approx 8 ounces. We are currently investigating why two proximity switches detached. Preparing to lay out surface tree - the string began to swing violently and the lift frame and surface tree started contacting monkeyboard, dolly tracks and dolly track cross beams. The drill floor was cleared of non-essential personnel. Subsequent collisions resulted in 3 dropped objects: 1. Valve Gearbox: 15ins x 9ins, weighing 84lbs fell 48ft to doghouse roof (above draw works). 2. 15in Valve Handle: weighing 20lbs fell 60ft to drill floor stbd aft between windwall and setback area. 3. Valve Stem: 9 1/2ins x 1 1/4ins weighing 3.5lbs fell 60ft to drill floor stbd fwd. An investigation is currently ongoing.



During normal operations there was a failure of the seal on B produced water return pump, A train at 0100 hrs. This led to spillage to the deck of a mixture of produced water and hydrocarbons. Approx 0.2 tons of hydrocarbons was entrained in the water. The water and oil mixture escaped to the sea from the green deck via the open scuppers. On discovery of the leak the pump was immediately shut down and also isolated. The plugs were immediately inserted in the scuppers to prevent any further escape to sea and the area cleaned up. An investigation into the incident is ongoing. During operation of port crane, driver positioning ball approx eight feet above deck in prep for a lift set control to stop but whip line continued to drive down.Pulling back on whip control had no effect. Ball continued down, landed on deck and paid off further 10 ft of wire before stopping in response to driver shutting off engine.No personnel were in vicinity at the time.On investigation by Ch/Eng it was found that control rod pilot piston and piston carrier (coupling sleeve) had released from servo piston in<...> pump.This resulted in uncontrolled movement of swash plate in pump moving to full lower stroke.Pilot piston and piston carrier (coupling sleeve) are held in position in servo piston by a spacer and circlip groove and allowed pilot piston and piston carrier to slide out of servo piston.All parts were examined and found to be in reusable condition.Circlip groove was confirmed in serviceable condition.Parts were cleaned and reassembled ensuring the circlip was thoroughly seated in circlip groove. Crane was trialled and found to be satisfactory.In absence of apparent damage to circlip, washer and circlip groove it is likely that circlip was not fully seated in groove during previous assembly of unit on <...> by accredited third party service engineer.Report of finding to service agent.Written procedure with best engineering practice to ensure correct seating of circlip has been added to maint.manual.Findings fed back to maint.staff onboard <...>. A dropped object occured due to movement between the end of the rubber sheath and edge of local hose support. The method for securing the sheath to the hose remained intact, but a section of the rubber sheath has been exposed to damage, it tore and fell from its location. The remaining sheath remained intact. The item measured; 15" x 3.5" with x 0.5" thick. The item weight is 920 grammes, the distance fell 10 m. The purpose of the item is part of a rubber sheath used to protect the HP mud hose from rubbing/wear against the local hose support. The nearest personnel is 5m away, operating iron roughneck whilst run in hole with BHA. At 03:52hrs, during start up of production, after a 14 days planned shut down, gas detector<...> came into alarm condition. Ballast control room reported status to process control room operator, who immediately requested the outside operator to check out the area. On investigating the area, the operator was able to see and hear gas escaping, from flange on 6" line, from the HP flare drum to ground flare (<...>). Area was barriered off, and process plant shut down and depressurised, in a controlled manner, to allow flange to be rejointed. All hotwork was suspended, until leak was repaired. This flange had been remade on <...>, following removal of spades from the HP flare system. Due to its location and design, it had not been possible to leak test the flange, prior to start up. The flange was under a 48 hours witness test, the flange had been checked twice a shift prior to the leak. The hydrocarbon release to atmospheres was calculated to be 28 mintues, while the gas detector was detecting gas in approx 6 minutes. The weather conditions during the event was calm weather, with variable wind, less than 5 knots. High Pressure washdown system header tank was operating in manual mode at the time of the incident. This necessitated that personnel had to fill the header tank as required, because the ball cock controlling the level was defective. In order to determine the level of water in the tank personnel had removed the eight securing nuts and bolts from the tank lid (24" x 24" x 1/4" weighing 42 lbs) and resecured it in a different orientation, but secured with only 2 nuts and bolts. It is suspected that the vibrations experienced in this area enabled the lid to subsequently break free and fall 20 feet to the main deck. The lid has subsequently been modified and resecured using new fastenings and an opening with hinged flap has been cut in the lid. This removes the requirement to take off the lid to ascertain tank level. Furthermore, the defective ballcock has been replaced and the system reverted to the automatic mode of operation. The rig also reviewed all other tank lids throughout the installation. <...>. After circulating the hole clean at 6549ft, a flow check was being carried out. The BHA was tripped to the shoe. A flow check was carried out, which indicated a 1.1bbl gain over 13 mins. The BHA was tripped back to bottom and the well was circulated whilst monitoring the active pit volume,which remained constant during the circulation. Another check followed. The annular was closed to monitor the well, with shut in casing pressure (SICP) increasing to 18psi and then remaining constant. The pressure was bled off, with 1bbl returned. Again SICP was opened and well circulated on a closed system whilst building 10ppg mud for displacement of the open hole, 1160bbls 10ppg mud was placed into the hole.A flow check proved static and tipping operations commenced.



<...>. Drilling 9-7/8" hole with 12.1 ppg LTOBM in the hole. After making a connection a gain was observed in the active system. Closed in the well. Total gain 4 bbls. Monitored Drill Pipe and Casing pressures, which rose to 249 and 368 respectively in 90 mins. Circulated via the surface choke using the Driller's method. Monitored pressure build up while raising mud density in pits to 13.5 ppg, SIDPP nd SICP rose from 375 psi and 460 psi to 1042 and 1142 psi respectively in 3 hours. Displaced well to 13.5 ppg mud via the surface choke. Subsequent events:- While drilling 9 7/8" hole with 14.2 LTOBM in the hole observed 2 bbl gain in the active system. Closed in well. Total gain 5 bbls. Monitored drill pipe and casing pressures which rose to 495 and 497 psi respectively. Weighted up and circulated to 15.1 ppg mud through the choke. Flow checked well with no flow. Opened well and circulated bring mud weight up to 15.2 ppg. After drilling a further 112 ft flow checked on a drilling break. Gain of 4bbls. Shut in well and recorded SICP of 310 psi and SIDPP of 175 psi. Circulated well using Drillers method. Observed both SICP and SIDPP of 380 psi. Weighted up and circulated to 16 ppg mud through the choke. Flow checked well with no flow. Opened well and circulated bring the mud weight up to 16.2 ppg. Drilled ahead. Production in normal operations. At 0824 Production Technician noticed oil dripping from 12"PO line exit 2nd stage pre-heater. Production Supervisor immediately investigated and ordered the process to be shut down. At 0829 hrs Control room operator initiated platform PSD by operation of <...> switch and as per design instigated a platform process shutdown and GPA. All personnel at muster stations. Prod Sup and Production Technician at incident site and closed manual valves to ensure secure isolations. Automatic valves had already shut due to PSD initiation. Fire Team deployed to area to deploy scupper plugs to ensure no spillage discharged to sea. Spillage approx One barrel of crude/water mix which was contained within spill area. Area cordoned off for clean of spillage. Personnel at muster stations stood down and remained in accommodation until area secure. All hot work permits withdrawn until area clear. On investigation a pin hole leak was discovered on weld at elbow. Line fully isolated and flushing operation commenced to prepare for <...> inspections Area cleaned and secured, personnel allowed back to work sites. All authorities informed. Nil environmental excursions to sea. A odour of rotten eggs was noticed coming from the top of the starboard box girder. A check of the area with a portable gas detector revealed that the smell was H2S and CO coming from S-9 ballast tank vent. The area was barriered off and hot work was stopped. S-9 ballasst tank was 95% full. The sea water ballast had been in the tank since <...>. The tank was filled to displace any gas through the vent. When the tank was full, small amounts of H2S and CO were present. A water sample was found to smell very strongly. S-9 ballast tank was pumped out through the ballast overboard line and the tank refilled. The capacity of S-9 tank is 1,213m3. All indications of gas disappeared when de-ballasting commenced. H2S and CO were present at the tank vent when the tank was full. The maximum sample of H2S was 50ppm at the tank vent reducing to 5-7ppm away from the vent. The drilling and casing crew were running 13 3/8" casing. 30 joints of casing had been run when the 13 3/8" casing hanger with a double of drill pipe on top, became unlatched and fell across the derrick. The stand came to rest against the derrick handrail and the stabbing board handrail, causing indentation in each handrail. The Casing Stabber, who was working on the stabbing board, was struck on the right hip by the handrail as it distorted. A riding belt was sent up to the stabber and he was lowered to the deck by man riding tugger. The Casing Stabber was examined by the Medic and was found to have a slight abrasion to the hip. No treatment was required and he returned to work. The stand was stabilised using the rig floor manipulator arm. The aft tugger winch was used to manoeuvre the stand into a position where it was secured in the upper racking arm. It was then returned to the finger board and relatched. The stabbing board was lowered to the deck for inspection. The indentation in the handrail was repaired. The stabbing board was inspected and tested satisfactorily. The derrick beam and handrail were inspected and found satisfactory. The fingerboard and latch, and the aft tugger were all inspected and found to be in good condition. The cause of the release of the finger latches was the aft tugger wire entering the fingerboard, possibly due to rig motion and slack wire, and tripping the two latches which had been closed. <...> - Well control incident. <...>. <...> <...> group. Flow from <...> well 1<...>. See wells I.T. system for further details. Platform under normal production operations. Oil production at 10,400 bpd. Water Injection at 77,500 bpd. A Compressor was shutdown and being prepared for operation following planned intrusive maintenance. Weather: wind 16 knots 240deg. Condition monitoring engineer spotted minor leak who then reported to Mech Tech in the area, who subsequently reported it to Chief Engineer. Area Operator was also informed. Chief Engineer reported it to OIM who investigated it immediately. After reviewing leak the OIM instructed the compressor to be shut down asap. The Kieni valve was changed out and compressor re-started. Incident investigation ongoing Platform under normal production operations. Oil production at 10,400 bpd Water Injection at 77,500 bpd. Both Gas compressors on line, on load and steady Weather: wind 28 knots 270deg. Offshore Inspection engineer spotted minor leak at 3rd stage spading flange. OIE then reported to CCR and Production Supervisor, who instructed the CCR Operator to shut down and depressurise compressor immediately. The flange was repaired and compressor re-started. Incident investigation ongoing.



A hoist clamp fell from the top drive unit and fell to the deck. Platform under normal production operations. Oil production at 10,600 bpd. Water Injection at 80,000 bpd. Both Gas compressors on line, on load and steady. Weather: wind 20 knots 200o. An acoustic gas detector was activated on the Fire & Gas panel. An operator was dispatched to survey the immediate area. Gas leak was found emanating from a circumferential crack approx 15 cm long on the 1st stage suction spool piece. The compressor was immediately shutdown and depressurised via emergency blow down button. The compressor was purged and isolated to remove defective spool for investigation into the root cause. Incident investigation ongoing Pop rivets retaining main engine exhaustrain cover (flapper) failed, allowing cover (2.5 kgs) to fall 8 metres to 3rd deck level outside heli-lounge. Area was barriered off and remaining 3 exhaust stacks checked for integrity - found to be in safe condition. Main Generator #1 & #4 were on line ready to commence with rig operational requirements. At 19:35hrs a power failure was observed, and on investigation, a fire was observed at the Main Generator #1 from the termination box. The Motorman informed the Control Room and the General Alarm was activated. The Command Team mustered and emergency procedures initiated as per Emergency Response Manual, the Coastguard were infomed. Emergency Team #1 arrived as the Motorman was extinguishing the fire, utilising a Dry Powder extinguisher. The area was continuously monitored whilst cooling down took place. Currently the generator has been isolated and investigations are ongoing. <...>. Operation - Drilling 8-1/2" hole at 6171 ft the driller noted a drilling break, an increase in rate of penetration. As per procedure he flow checked the well. He saw a gain of approx 1.5 bbls. He then closed the annular blow out preventer; shut-in pressures = 0 psi. The well was then circulated via the choke as per well control procedure. No indication of an influx was seen at surface during or after the circulation. In due course the annular preventer was opened and the well was flow checked once more. The well was static. The annular preventer was operated on a second occasion at 22:00 hrs the same day. Coming off bottom at TD (6280 ft), the was observed taking incorrect fill. The circumstances were very similar. A gain was perceived but after circulation was completed via the choke line no sign of any influx was seen at surface; in both cases the influx is now believed to be back-flow from "ballooning". Rig drilling 12.25 hole sidetrack. Smoke detector for the Compressor Room activated in the control room, <...> put out tannoy for the Motorman. The Motorman called control room and confirmed the Compressor Room was filled with smoke. BCO sounded General Alarm and Primary Response Team attended scene. Smoke but no flames were observed from Compressor Room door and area equipment was isolated electrically. Command Centre Leader gave go ahead for 2 team members in BA sets to assess damage within Compressor Room. Compressor No. 1 was found to have a ruptured heat exchanger which was spraying cooling water across the room. There was also fire damage evident on the compressor and surrounding framework and paintwork. The area was ventilated and Emergency Response Team monitored until it was deemed safe for competent personnel to enter and assess damage. Water ingress to the MCC panels through the ruptured heat exchanger caused power disruptions and is under investigation. General Alarm sounded and full muster achieved in 9 minutes. Emergency Response Team suited up and onsite in 6 minutes. Control of the area was established , area was vented and damage assessments then carried out. <...>. A 7" liner had been set, cemented and tested in the well. Perforating guns were RIH and a 4' section of liner was perforated to facilitate a remedial cement job. As the guns were fired an instantaneous gain of 1.5 bbls. was seen in the trip tank. The well was monitored on the trip tank. The gain continued at approx 2.5bbls per hour. The rate of gain did not increase. Experienced obtained during the drilling of the well indicated that the well was subject to' ballooning'. In due course the wire line string was retrieved from the well and the blind/shear rams were closed. The SICP rose to 450 psi over a period of 6 hours. Pressure was periodically bled off via the choke and eventually stabilised at 240psi. The drill string was stripped through the annular preventer to bottom and the well circulated via the choke. No sign of hydrocarbons or H2S was observed. This supports the view that the flow was a result of ballooning. The well currently remains shut in and on the annular preventer. The rig is preparing to perform a cement squeeze job to seal the perforations to seal off the flow. "A" MOL pump PSV was fitted under permit <...> and required testing prior to reinstating the system. The process and electrical isolations were removed and the pump was given a pre-start from the control room. The operator then commenced to 'inch' open the valve using a purpose fitted needle valve. Th production operator reported an oil leak coming from the the PSV - a flange joint was found to leaking. All local hot work permits were suspended, oil export was stopped and 2nd stage separator oil outlet XV valve was closed. At this point the OIM, Production Supervisor and the Performing Authority were requested to proceed to the area. The area was made safe and the leaking flange correctly made up. The system was then re-instated without further incident. Approx 50 litres of oil escaped but all was contained on board the installation. A full investigation of this incident is ongoing.



<...> - A2.5bbl gain was noticed on the active mud pit. The assembly was pulled off bottom and well monitored over the trip tank. A further 5.3bbls gain was recorded over 40 minutes. The well was shut in on the annular preventer at 9:30hrs and pressure build up was monitored. By 17:30hrs, SIDPP read 1050psi, SICP = 960psi. 14.6ppg kill weight mud was circulated using wait and weight method. With 14.6ppg mud circulated around the well,shut in pressures were monitored and read zero psi. The annular preventer was opened and a flow check carried out confirming the well was static. Running 9 5/8" casing, having picked up the float shoe using the crane, the crew was picking up the second joint in the string from the aft catwalk with a set of single joint elevators. The tugger operator confirmed the catwalk was clear of all personnel prior to picking up the casing. As the box end of the joint arrived at the top of the V-door, the joint bounced slightly and escaped from the single joints causing the joint to slide and fall back down the V-door onto the catwalk where it came to rest. The job was stopped immediately and TOFS taken. Following investigation it was discovered that the lift had commenced using 10 3/4" single joint elevators instead of 9 5/8" elevators. Investigations are ongoing. Operation at time of incident was cutting conductor. Due to expected high levels of vibration while carrying out the cutting operation, the drill floor was cleared of personnel , and bearing in mind the increased potential for vibration induced dropped objects. At the time stated a Derrickman observed from the helideck that the right hand lug plate on the elevators up the derrick appeared loose. He reported to the driller. On further investigation it was confirmed that the lower retaining bolt was missing. At a safe opportunity in the operation, the bolt was replaced and a follow up inspection for other loose items was carried out, nil found. A search of the drill floor found the missing bolt and nut lying behind the iron rough neck. The bolt weight was 220 gms (8oz). The time of dropping is unknown. The estimated drop distance was 40ft based on operation at the time.There was no potential for other related equipment to come down as a result of this missing bolt. Secondary retaining pin on the bolt had not been fitted, review of JSA's for future operations carried out to capture this point. Production process was restarted after a planned maintenance shutdown. During planned post start up checks on the <...> gas lift flowline, the area operator found a slight gas leak on the instrument connection to the gas flow meter instrument array. He immediately isolated the instrument and alerted the control room. The leak was susequently repaired. On <...>, the rig notified shore based management that a quantity of water had been detected in the Port Aft 18' column sounding tube, during routine leak detection. The Starboard Aft 18' column was sounded and no water was found. This line was opened and no water appeared. It was then established that this line was blocked. Whilst at drilling draft it was decided to conduct an ultrasonic inspection of the 5' tubular bracing from inside the column and find if there was any through wall thickness cracks, none were found. The rig was then de-ballasted to transit draft where the tubular inspection hatches were inspected by an abseiling team, dispatched from <...>. The hatches were removed and the tubular was found to be full of water. The hatch covers were inspected and new gaskets were fitted once all the water was drained from the tubular. The Starboard tube was unblocked and confirmed to be clear of water. The rig has now been de-ballasted to drilling draft, and no ingress of water has been detected. The sounding tubes will be checked again after anchor handling and normal sounding procedures will continue thereafter. The task was to rig up drilling equipment to run the conductor, the elevators and bails had been changed out and the master bushings had just been pulled. The false rotary was picked up from close to the V door and skimmed across the floor towards the well centre (rotary table). As it came to the rotary table it caught the edge of the mouse hole cover which was still in place. This caused the mouse hole cover to flip up & fall through the rotary. Concurrent activity was one man working over the side in the moon pool. He was removing the shackle from the starboard aft corner of the guide base which was across the moon pool at that time. The Bridge crane was above the guide base just slightly off well centre. As the mouse hole cover fell it narrowly missed the person working on the guide base, striking the guide base and falling into the sea. The mouse hole cover weighed approx 25lbs and fell approx 40ft. A time out for safety was called. An onshore investigation team was dispatched to the installation. The "A" gas compressor had been running for approx 16hours after an 8 days platform maintenance shutdown. While carrying out routine maintenance on Gas Compressor "A" the technician on location noted a small gas leak coming from the outboard flange of the third stage damper. The compressor was shut down and repairs effected. <...> - While drilling 8?" hole at a depth of 6312 ft, an increase in return flow was seen by the Driller, simultaneously an increase in ditch gas was also indicated. The well was shut in and pressures monitored. See <...> for full details. Smoke was seen coming from a temporary deck mounted generator. Immediately this triggered the fire alarm and was noticed by crew members. The Maintenance Foreman and Mechanic immediately extingusihed the fire with a portable appliance. Investigation revealed that the filter material of the turbo inlet had caught fire. After the incident the area was barriered off and the generator isolated. A Field Engineer for the company who supplied the generator has been mobilised to further investigate the incident.



Well <...>, <...> installation. Well displaced to seawater after drilling out shoe. Once the well had been displaced to seawater, a flow check was performed which was positive. The well was shut in on the annulur preventer. The flow was confirmed to be brine on circulating bottoms up (through choke). After this confirmation the hole was drilled to base chalk with brine flows on connections. At 6556 ft, the well was displaced to 520 pptf mud for the remainder of the 12/ 1/4" hole section, and no more flows were seen. The section has now been cased off and cemented. <...> Engineer whilst carrying out integrity tests on adjacent compressor pipe work was alerted by his portable gas detector starting to alarm. The Engineer checked the adjacent area and found a small pin hole leak eminating from gas compressor "B" first stage suction line spool. Engineer immediately informed the control room and control room carried out immediate routine controlled manual shut down of the compressor. The compressor was blown down and isolated in preparation for further inspection of the leak and removal of affected spool. Spool to be sent in for independent analysis of the affected spool failure mode Platform under normal production operations. Oil production at 8,000 bpd due to compressors being off line. Water Injection at 70,000 bpd. No Gas compressors on line as the A compressor which was the only available compressor had previously tripped on 2nd stage discharge pressure PAHH 08127 at 02:35 hrs, due to rough weather causing unstable separator levels and erratic gas flows. The compressor was shut down at the time the leak was found. Weather: wind 36 knots 335o. The Area Senior Operator during the normal course of his patrol smelt gas as he approached the <...>. He located a slight leak from the P2 umbilical connection as it is attached to the hard pipe. The gas lift system was subsequently isolated and vented down to the flare system and depressurised. The connection was repaired by the maintenance department and re-commissioned. Incident investigation commenced. During the process of lifting the tension deck into tow position and having lined up same to pin off points. At a level of approx 2 1/2ft from the pin off point, one of four padeyes failed leading to the shock loading of the other 3. The tension deck fell a total of approx. 18ft coming to rest on two support beams in the keyslot. The tension deck weights +/- 60 ton. First indication was from the F&G panel in the CCR indicating a low gas alarm in the water injection package air outlet. This activates at 5% lel and high gas at 20% lel, the reading stabilised at 8% lel and was not seen any higher. This reading was confirmed by the shift supervisor using a hand held gas monitor who correctly called for the unit to be shut down under normal conditions and the source identified. The maximum time that the unit was running between alarm activation and shut down was 5 mins. Investigation into the cause indicated that the failed internals in check valve (<...>) had permitted a high temp fuel/air mixture to back flow and enter <...> and cause the diaphragm to fall in a small section 1.5mm x 10mm. This allowed the fuel/air mixture to pass back from the injector manifold and into the package via the failure on the <...>. All components on this unit have been replaced and returned to service. All similar units on the installation are being checked for the integrity of the failed check valve. Normal production operations with fabric maintenance ongoing in area. Wind 8kt at 315 deg/Westerly swell of 3.5m Hs. A painter working in the turret spotted a 2" crack in the gas line to flare. Gas was leaking through the crack during surges in the wells. The Senior Ops Tech was informed and a PSD was activated shutting down the plant. The gas leak was not large enough to set a detector off. The rig was flaring on the starboard side during well test operations when a small fire was reported at 0815 on the port side engine exhausts. The general alarm was sounded, the well testing suspended and the well was shut in and coastguard informed. The fire was reported as extinguished at 0824. Investigation showed that a refuelling pipe for the port crane had been damaged by a container door allowing a small residue of diesel to spill to the deck which subsequently was blown onto the exhausts where it ignited. The fire was confined to the stainless exhaust cover and there was no damage. The <...> vendor was recharging the accumulator on winch No. 5 with Nitrogen up to a pressure of 165 bar. He was doing it in 50 bar stages. On reaching 165 bar he was tightening the cap with a spanner when the fitting flew off. It hit a torch which was beside the rep, ricocheted up hitting the rep in the shoulder, and then dropped to the floor. The rep was not injured in the incident. The rep had done this task many times before using these fittings. The job was stopped and a <...> incident investigation was undertaken with witness statements and photographs.



During bad weather a very heavy wave broke over the marine deck on the port side of the vessel just forward of the accomodation block. The wave struck two refrigerated contains and the garbage compactor which were stowed on the marine deck laydown area used for unloading containers. The compactor struck a butterwirth hatch on the port slop tank, deforming the lid and coming, causing an inety gas and hydrocarbon gas from the deformed lid seal. There was insufficient gas escaping to be detected by the fire and gas system but the smell was noticed by personnel investigating for damage and quickly identified as coming form the Butterworth hatch. The stop tank was depressurised to flare to prevent further leakage and the lid temporarily repaired. The tank was then represurised. The deuts fire pump was being run for weekly test purposes. A mechanical technician in the area noticed smoke coming from the fire pump thrust housing on the pump. He immediately stopped the pump and telephoned the control room for assistance, but said there was no need to sound the muster alarm. He then proceeded to put out the fire with a dry powder extinguisher. Cooling of the thrust housing was completed usung a small water spray. The fire had been caused by a lack of cooling water to the thrust housing. Overheating had caused a small leak of hot oil from the site gage, which ignited. There was very little scope for any escalation of this event. Actions to prevent reoccurence will include: locking open the primary cooling water supply valve and considering design modifications to the cooling water system. Weekly checks will now include a visual check of cooling water discharge floor. All personnel will be informed that they should never interfere with any valves without specific authorisation. The operation at the time was that the crew were rigging down the annulus BOPs on the surface tree abve the drill floor. A man was in a riding belt and had a small sledgehammer attached to his riding harness by a purpose made security lanyard. Whilst he was being raised in the riding belt the hammer caught up in the BOPs. The tugger was stopped but the rig heaved up at the same time and the lanyard was stretched to breaking. The hammer fell to the drill floor about 30 feet below. A toolbox talk had been held and all personnel had been kept clear of the area beneath the operation, therefore no one was ever in any danger of being hit by the hammer. A time out for safety was held to discuss the incident and a full enquiry will be held. While lifting a counterweighted handling flyer (length 17m, width 1m, weight 4.7T) from the main deck to the helideck using the rig port side crane. The load contacted a section of pipework heatshielding which was attached at the 3rd level portside, facing the main deck. The shielding was conatced by the suspended load at it's base and lifted from it's hinges. The remaining bracket securing the shielding, positioned on the opposite side of the shielding to the hinges, did not hold the full weight and the heatshielding (80 kgs) fell from it's fixed position to the main deck (approx 9m) where it landed on and damaged a rig wash cubic container (no spill resulted). No personnel were injured. The area was maode safe and an investigation commenced. Weather conditions: 10 kts, visibility >10 nautical miles, temperature 8 degrees centigrade. Corrective actions: 1. The heatshielding is obsolete and will therefore not be replaced. 2. A survey is to be carried out around the rig to check the integrity of structures which could fall down if hit by suspended load. While running casing, a joint had just been made up to the string in the rotary table and the power tong (suspended by a drill floor winch) had been removed from the casing string. The tong was being returned to its storage position when the rig rolled or pitched slightly, causing the tong to move with the rig motion and trap IP's left wrist between the sampson post and the power tong. The Rig Medic treated the IP (00:30) for bruising and minor swelling to left wrist area and documented the treatment. He gave the IP the document relating to his treatment on board and advised the IP to seek medical opinion when he returned ashore, as normal later in the day. Later that day the IP crew changed as per normal rota and reported to <...>. Found to have longitudinal break of Distal Radius Bone. Arm set in plaster and IP signed off work for 6 weeks. While investigating a start failure on the emergency generator the Chief Engineer noticed a typical electrical fire smell. On investigation a little smoke was noticed near the emergency distribution panels. The power was switched off, Co2 extinguishers put on standby, and after opening the panel the transformer for the emergency generator starting panel and battery charger was found melting. Co2 was used to cool down the transformer and surrounding area. Upon further investigation no other problems were found inside the panels. Follow up: The transformer has been replaced by a higher capacity unit and double fused on the primary and secondary side. Systems put back on line and no further problems encountered. it will be further investigated to source a seperate supply for the battery charger. Nitrogen membrane internal fire progressed to small external fire. On <...> at 00.14hrs, there was a Nitrogen package fault causing the unit to shutdown. The CCR sent an Operator to have a look at the cause of the shutdown. On arrival at the skid the Operator saw smoke and sparks emitting from the top membrane cell (these are small horizontal vessels - 4 units in total). He informed the CCR to sound the GPA and shutdown the process plant. At this time the vessels internal membrane material started emitting from a seal failure ventilation hole at the top of the vessel (subsequently found to be a seal failure). The membrane material caught fire resulting in a small flame and emission of air/smoke. This was locally dampened down by the Operator using CO2 extinguishers. The fire team were deployed, effected an isolation on the system, cooled the vessel and area making the location safe. The system remains shutdown to enable a full investigation to be carried out.



The rig was in progress of making up a new bottom hole assembly. A stand of 9 1/2" collars approx weight (9 tons) was being lifted by the <...> vertical pipehandler (<...>) from the set back area on the rigfloor to well centre. The collars had been raised 3" from the deck when the collars suddenly dropped back onto the deck and the top arm of the <...> slid down the stand of collars, approx 60' and collided with the bottom arm of the <...> approximately6 10' above deck level. The collars were still held at the fingerboard level by a latch. The <...> is operated from the doghouse on the rigfloor. Weather fine and clear, wind 220 x 25kts, full cloud cover, swell 230, 3-5 metres. At 1354pm the last bundle of 4-1/2" liner (Total weight 2.5 tons) was being lifted from the supply vessel "<...>" when the bundle was +/- 4 feet above the deck one of the two slings parted. The Crane Op lowered the load back onto the boat. The bundle was re-slung and offloaded onto the <...>. The damaged sling was sent to <...> & the other sling was destroyed incase of overloading. Other slings were visually inspected. The OIM asked both the Captain of the vessel & the Crane Operator. If at any time the load got caught. Both replied they did not see the load hang up anywhere. The sea conditions were very good & +/- 70% of the boats deck was clear. There was no damage to material or personnel. Broken sling 25 feet <...> SWL 3 tones <...>. Certificate <...> <...> Incident Report, Copy of sling certificate, Photographs & pre-tour safety meeting have been forwarded to HSE. Sling owner's have been informed & awaiting report. During Nitrogen leak testing operations using a temporary portable Nitrogen vaporising/ pump unit, the level of Nitrogen released during de-pressurising operations resulted in a large cloud of "Nitrogen/ associated water vapour" entering the Deck Mechanical Workshop which is situated nearby but was outwith the barriered off area of operations. At the time of release a worker was in the workshop, recognised the potential and immediately exited. Investigations are ongoing to determine the full extent of the reasons for the unexpected level of Nitrogen/ vapour cloud during this operation. Incident happened (B5)- Starboard Forward Laydown area Deck Mechanical Workshop. A floorman found a nut (100 grams) lying on the drillfloor near the doghouse. He reported to his supervisor. The nut was identified as from a shackle on a running sheave tie back line on the mud hose umbilical to the top drive. During previous bad weather a split pin was dislodged from the shackle and the nut backed off and dropped on the deck. The pin (one kilogram) from the shackle had the potential to drop but had held in place due to slight tension between the running sheave on its guideline and the web sling secured around the hose. The nut was reinstated with a new split pin and other shackles, and split pins inspected in the derrick to determine signs of dislodging . A previous post poor weather inspection of overhead equipment had not identified any problems with this arrangement . The nut had dropped at some time during which the running sheave was at its lower stop point approx 22 feet above the drill floor. Whilst preparing to pull the 10 3/4" seal assy, the seal assy prematurely released. The seal assy retrieval tool was latched and as per procedure, the lines were being filled and pressurised to 500 psi to confirm the tool had latched. At this time, the well was open, the programme being to close the lower annular at the next step, prior to attempting to pull the seal assy. Whilst pumping up, at 400 psi, the seal assy prematurely released and unexpected gas behind the seal assy evacuated the sea water in the riser on to the drillfloor. There was a fire at the riser/rotary table interface which lasted for between 2 and 5 minutes. During that time, the general alarm was raised , the well was shut in and the rig floor deluge was activated. Once the fire had extinguished , the riser was refilled with sea water. There were no injuries to personnel although there is some damage to equipment still being evaluated. The well is currently shut in whilst investigation is ongoing. Whilst setting a stand HW drill pipe in the slips, the bolts holding the s-pipe support frame to the top drive failed. This allowed the frame to swing free and end up in a position some 2m below (the max distances the mud hoses. 4 of the 6 fastening bolt (eg weighing app 50g) fell down to the drill floor in pairs, (secured together with wires), from a height of approx 6m. There were no persons in close proximity to the top drive. 1 man observing this incident was standing by the port forward drill floor tugger at the V door. Process plant operating under normal steady conditions. Wind NW 20-25 kts, sea 4.5 - 5.0 metres. Recipricating gas compressors. Uncontrolled release of hydrocarbon gas to atmosphere lead to GPA sounding and automatic shutdown of the process plant. Deluge released automatically and plant depressurised. Investigation as to cause commenced prior to restarting oil process. No initial damage noted nor any persons injured. <...>. Background: (1) 13 3/8" shoe set at 7468ft MDBRT/ 7463ft TVDBRT. (2) Hole depth 7899ft MDBRT. (3) Formation= <...>. (4) Drilling fluid 13ppg WBM. On observation of a pit gain, the bit was raised off bottom and a flow check carried out. On confirmation of a positive flow check, the well was shut in on the annular preventer and pressures monitored. A 12bbl gain was recorded. The initial recorded SIDPP was 1750psi. The initial recorded SICP was 1850psi. The influx was circulated out by drillers method and was confirmed as brine. During circulation, the shut in pressures decreased and the well was eventually killed with 16.2ppg mud weight. The well was opened, static and dynamic flow checks were carried out. With the well stable, drilling continued with a 16.2ppg mud weight on <...>.



At 0235 a prewarning on fire/gas-panel indicated a smoke detector activated in the emergency generator room. 3rd engineer investigated and reported smoke in the switchboard area. OIM immediately informed. 0238: Fire alarm on fire panel activated. MCP was activated by 3rd engineer. All personnel summoned to emergency stations. Fire team mustered. Fire team no2 extinguished the fire and brought situation under control in 8 minutes. Wire connection was found to have caused this small fire. No injury to any personnel was sustained. All personnel were accounted for. Electrician working to repair emergency distribution board. (All power rerouted and up running <...> at 1200hrs). Accidental release of gas due to compromise of isolation. 'A' gas compressor shutdown & isolated. 1st and 2nd stages spaded. 3rd stage DB&B. All pararelll work under permit involved the remote stroking of an equalising valve. Both permits had been reviewed but the risk of gas release through the bleed had not been identified. When the equalising valve was stroked gas was released thro 1/2" nb at 70bar for approx 10min. The 2nd valve in the DB&B was not compromised & at no time was gas introduced to the compressor. Workscopes and production stopped assesssed for safety before restart. At approx 0540 a latch mechanism from the derrick fingers was found lying on the drill floor in the starboard pipe set-back. No-one saw it fall as the drill floor was not in use due to severe weather. A visual inspection of the finger boards was carried out using a CCTV camera and nothing untoward was seen. It is intended to make a complete safety inspection of the derrick once the weather moderates enough for personnel to work safely in the derrick. The fallen object weighed 1.5 kgs. First impression is that the weld between the pin and handle has failed., possibly due to excessive beating of the fitting by the drill pipe racked in the derrick during extreme weather. Shiny marks on the latch handle would support this theory. Damage to Aux Engine, type <...>. Connection rod came out of crank case, causing approx 250 ltr lub oil and water to escape from engine. All the oil and water was contained around the engine. This hot oil and water consequently set off the Installation's fire alarm though there was no fire. Gas compressor "B" was in service on test when an accoustic GD alarmed. Outside Production Technician was sent to investigate. On arrival at the Compressor skid he informed control room that the "B" compressor 2nd stage number five cylinder gasket had perforated in one section of cover plate. He was immediately instructed to shut down the compressor from the local panel. Compressor was isolated, blown down and purged in preparation for investigation of gasket failure. (<...> <...>) Due to the adverse weather conditions Anchor chain No. 7 broke off. Thruster No. 3 is not working. Wind speed 25 knots; wind direction 215 degrees; sea hight 2 -2.5 metres. It was brought to the attention of the Barge Supervisor that the fuel hose was not stowed correctly. The hose is of a hardwall construction and the way it had been stowed had resulted in kinks in the hose. As a result of this a decision was made to store the hose in another position thereby eliminating this problem. The pot water hose was repositioned from its original saddle to an adjacent saddle. The reason for this was to allow the fuel hose to be positioned onto the saddle from which the pot water hose had been removed. The fuel hose which is flaked on the starboard forward main deck was hooked onto the crane and the Crane Operator was instructed to lift the hose by the Banksman. The IP was steadying the hose while it was being lifted by the starboard crane, as the hose was raised higher by the crane, the hose whipped down its length. This reaction resulted in the IP being pushed against the handrail by the hose. The IP stood clear of the area after the accident whilst the hose was secured. Hose has now been removed from the deck and positioned on a saddle. Deck crew to be made aware of how to stow hoses as kinking and flaking of this type of hose is not acceptable. Damaged sections of the hose to be replaced. <...> Procedure "Management and Use of flexible hoses including bulk transfer" to be implemented and personnel made aware of requirements. While running casing the IP was knocked off the casing table by a casing joint which came loose from catwalk and swung out of the monkey arm. He fell and suffered pain between left shoulder and hip. All operations were stopped and an investigation begun. The medic on consultation with the onshore duty doctor sent the IP ashore for medical assessment. Further information on the condition of the IP awaited from the employing company. During routine plant inspection, operator became aware of noise of hydrocabon gas release, closer inspection revealed a gas leak from the area of pilot value assembly on 3rd Stage discharge relief valve ( <...> ). Operator radioed into control room to effect an immediated stop to gas compressor ?C?, via DCS system. After compressor had stopped and vented, closer inspection identified leak was from 10mm dia small bore compression fitting on pilot valve assembly. The pipe itself had not fractured external to the compression fitting. The fitting assembly has been sent for onshore analysis to identify root cause. Weather on the day was very light winds, which combined with the small volume of gas released, probably explains why the release was not picked up by fixed gas detection system. <...>. Drilling 8 1/2" hole at 4500 meters and took a 300 litre influx. Well shut in with SICP 42 Bar. Circulated the influx out using the driller's method. Conditioned the mud. Well stable and returned to normal operations at 0500 <...>. H&SE Duty inspector (<...>) informed 1246 hours by the QHSE Manager on <...>.



After a process shutdow on <...>, the <...> well <...> was being brought on line with gas lift. Various attempts were made to encourage the well to flow to no avail. The well bore was isolated on the production wing valve and a flow of oil/water/gas was introduced into the flowline via a crossover valve. This filled the flowline and riser and proved a flow path into the <...> Test Sep. The flowline crossed over was operating at 15-16 bar topside pressure. The flowline was line up to test sep and a flow was established proving that there was no restriction. During this operation the <...> standby boat was sent to the wellhead area to check the sea surface. The well cross over was closed in and the flow had diminished when the standby boat reported a sheen on the sea surface around the wellhead area. The well and the production flowline was isolated. The boat revisited the area later and the sheen had dissipated. The well will remain closed in until a ROV has surveyed the worksite <...> -ROV confirmed leak from <...> flowline approx 6 tonne from <...> FPV Incident occurred on the <...> in <...> waters, operated by <...>/<...>. In order to be able to backload a coiled tubing reel onto the supply vessel, a power unit on the boat had to be shifted. The unit was picked up by starboard crane and at that moment in time the crane failed with a suspected gearbox failure. The fail safe winch brakes of the crane activated straight away and the boom is mechanically locked. The power unit, filled with 700 ltr hydraulic oil, unknown quantity of diesel fuel (but no more than 100 ltr, being max tank capacity) and N2 bottles, pressurised to 1500 psi is suspended on the crane's whipline +/- 5.5m above the sea. Maximum load on the whipline is 13.5 ton with the boom at maximum range of 135ft. The boom was 97ft out at the moment the incident occurred. The standby has been informed and is keeping an eye on the situation. Until the crane is repaired, we are unable to lift the load back onboard. Crane Operator about to hoist the Port Crane out of its pedestal to continue deck work. Weather conditions :- Wind 200deg (T) x 28 knots. Seas 200 deg (T) 15'-19'.Pitch and roll both 1.2deg at 3 second half amplitude period. Equipment involved was a 16mm diameter bolt about 1.5 inches long (threaded part) which is one of two bolts which were fitted to the underside of the overhaul weight arrangement to prevent the weight from rotating around the wire rope. The overhaul weight is supported by a thick cicular steel plate situated under it and not by the small bolts. Equipment is fitted to a <...> Crane on the Port side of the rig. When it is in its pedestal rest this crane boom protrudes over the aft end of the rig and the overhaul weight is suspended over the sea. The cranehook and overhaul assembly had been checked on the <...> and the two bolts were in place at that time. The crane was about to be lifted from its pedestal to resume work when one of the roustabouts noticed that one of the bolts was missing. The evidence suggests that the bolt came loose at some point since the <...> and fell. There was no sign of the bolt on deck, it is therefore assumed that it fell into the sea during the period of bad weather. Well test equipment was rigged up and pressure testing completed by 10.00hrs on <...>. ESD's were tested and confirmed operating correctly. Well test operations commenced at 14.00hrs <...>. Nitrogen was pumped to underbalance the well and well commenced flowing at 20.00hrs on <...>. A slight gas/moisture leak was noted from 3 chicksan hammer union connection downstream of the choke manifold and the well was shut in under controlled conditions at the choke at 21.11hrs. a permit was raised for use of work basket to access the connection. At 21.29hrs a release of hydrocarbon was noticed and the well was secured by activation of the ESD on the cantilever. The drill floor ESD was activated simultaneously. On investigation it was noticed that a 1/8" Kpsi gauge pipe has failed. This had been connected to a double needle valve which in turn was connected to a 10K block on the sand filter manifold. The hose had failed immediately behind the <...> Swivel connection. All remaining gauge hoses were removed from the high pressure side of the system and the chicksan repeated to 500-600psi for 5-20mins prior to re-commencing with the well test. Process operations ongoing. Low level gas alarm indicted in <...> area (on DCS screen in control room) Operator sent to investigate with portable detectors and after investigation found gas releasing from cracked weld on top of 3rd stage suction scrubber level guage of B Gas Compressor. Emergency shutdown of unit actived. Upon shutdown location of failure was investigated by onboard senior management. Unit has been shutdown & isolated whilst we remove unit to shore for analysis . Normal productions operations were taking place in moderate environmental conditions. The substance involved was dead crude oil of export quality. Crude Oil export pump - electrically driven centifrugal pump. The area operator was walking past the MOL pump and discovered the leak coming from the impulse tubing to a Pressure Indicator on the pump recycle line, stopping the leak. A support has been constructed to reducing the effects of vibration on the instrument and tubing. Conditions: normal production operations were taking place in moderate environmental conditions. Substance: The substance involved was dead crude oil of export quality. Equipment involved: Crude Oil Export Pump - electrically driven centifrugal pump. The Area Opertaor was walking past the MOL pump and discovered the leak coming from the impulse tubing to a Pressure Transmitter on the pump recycle line. He immediately isolated the instrument and impulse line, stopping the leak.



A fire occurred in a clothes dryer in the laundry. The contents of the machine at the time of the fire were a mixture of both cotton and nylon items. No other items other than the clothes to be dried were found in the dryer. The items were towels and personal working clothes. There were no coveralls in the dryer. The electrical supervisor who was in the vicinity smelt smoke, turned off the dryer power supply and extinguished the fire in the machine using fire extinguishers discharged through the dryer door. The catering supervisor activated the rig general alarm by operating a break glass unit. Damage was limited to the dryer unit. <...>. Drilling 8 1/2" hole with 13.7 ppg LTOBM in the hole. After making a connection 400 bbls/hr losses were observed in the active system. A 65bbls LCM (CaCO3) pill was followed by a 60 bbl Ultraplug LCM pill. WOW to load mud/<...> Invincible. Received surface mud and LCM materials on board. Top filled annulus with light mud at 12.3 ppg. Losses reduced from 200 to 15 bbls/hr, pumped Ultraplug LCM pill. Monitored well SICP rose from 170 psi to 230 psi. Stripped out of hole to the 9 5/8 casing shoe in preparation for pumping cement plug. Top filled drill pipe. Shut in well and <...> pressurised up 100 psi on drill pipe, observed corresponding rise in SICP by 100 psi to 360 psi, indicatiing losses ceased and well holding fluid column. Circulated usingf the drillers method via choke to get consistent column of 13.0 ppg mud in drill pipe and annulus. Flow checked well through choke - static. Displaced riser to 13 ppg mud via C/L. Opened BOPs, flow checked - slight gain - 1.5 bbl in 1 hr. Circulated raising mud weight to 13.2 ppg. Flow checked - static. POOH with drilling assembly (F/C at BOPs - static). Made up 5" cementing mule shoe RIH. Currently WOW. B5 Losses followed by 4 bbls gain observed - Sub Sea BOP activated. During a transfer operation to gas, a gas leak was detected (on 4 detectors) from the HP fuel gas area. The gas escape came from the body of <...> on the fuel gas line to main diesel 01B. The fuel gas compressor was immediately stopped and de-pressurized, main block valves closed. The gas leak was detected on the sensors for approx 4 min. Max reading was 31% LEL. Environmental conditions: Wind dir: 355 deg. - 45kts. Other: Investigation team established . Ref. <...>. A person working on the main deck, starboard side heard a noise as if something had landed on the deck. Upon investigation he found a loader binder and frayed canvas strap lying on the deck. Further investigation on the drill floor found another similar item lying on the drill floor deck. An investigation was mounted as it was discovered that the two straps had been holding together a bundle of hoses serving the top drive. Movement due to weather conditions had caused both straps to chaffe through and fall. Whether they occurred at the same time is unknown as no-one was aware of the one found on the drill floor until the one was recovered from the main deck. Though inspections of the derrick are made regularly, they cannot be done during high winds, as have been experienced recently. Once safe to do so, a full derrick inspection will be implemented. An alternative method of securing the hose bundles will be implemented in order to remove the potential for any similar objects to fall. Each fallen item weighed 0.7kg and the risk of serious injury was considered to have been low risk. Normal operation with compressor in service. Wind 24 kn @ 210. Sea Westerly @ 3 m Hs. Vessel 4m heave, 1 deg pitch, 2 deg roll. During routine plant inspection of the <...> gas compressor, the operator observed a cylinder lub oil leak on the skid. Normal operation with compressor in service. Wind 24 kn @ 210. Sea Westerly @ 3 m Hs. Vessel 4m heave, 1 deg pitch, 2 deg roll. During routine plant inspection of the <...> gas compressor, the operator observed a cylinder lub oil leak on the skid (Reported as separate event). Whilst conducting further investigations into its source, gas seepage was also delectated on valve covers for 3rd stage cylinders 5 & 6. Unit manually shut down and prepared for maintenance. While running lower completion the 40ft mouse-hole had been changed out for the 30ft mouse-hole, in order to run the wash pipe at approximately 05.45hrs. The drill crew had installed a 4ft spacer into the mouse-hole which proved to be too short. At approximately 06.15hrs, this was removed and a 5ft spacer installed and the cover replaced. As the next joint of wash pipe was brought across the drill floor, the cover was removed only to find that the mouse-hole was no longer there. The supporting collar remained in place. The operation was stopped and Time Out for Safety (TOFS) taken to conduct an investigation and decide the way ahead. The ROV was launched to inspect pontoons, cross tubular, subsea equipment, BOPs etc in an attempt to locate the mouse-hole (to no avail). No subsea damage was found and all systems appear to be fully operative. The 40ft mouseole has been reinstalled (following Magnetic Particle Inspection). Investigations are ongoing. A man working on the <...> Weather deck saw a skid beam cover plate fall from the <...> drill floor substructure, inside the <...> windwalls and land on the <...> Weather deck. The area in which it landed was barriered off with tape and scaffolding. The wind was gusting in excess of 40 kt and was blowing from the <...> to the <...>. The cover plate measures 1000 mm x 500 mm, the sides have a 76 mm edge to hold them in place on the beams. They are made of 2 mm steel and weigh approx 5 kilo. It is not known where the cover came from. No one was working in the area at the time. The cover had nothing to do with ongoing operations.



While crude oil was washing a cargo tank the seal on a <...> coupling on the COW line failed causing spillage of approx 50 litres of oil to the marine deck and escape of hydrocarbon gas from the cargo tank via the cow line. This resulted in a level C gas process and utilities shutdown. The oil spillage was contained by the closed scuppers on the bunded marine deck but a small amount of oil spilled into the sea due to vessel motion and accumulation of water in the bunded area. During normal production operations a production tech identified a weeping weld connection on P8 flowline. He informed the control room and after an immediate inspection by the production Supervisor, the well was shut in. Total loss of oil was less than 0.1 litre. Weather conditions at the time of the event were flat calm (significant wave height 1 metre) and the wind less than 10 kts. Operations at the time were pulling drill pipe out of the hole. Weather conditions at the time of the incident - wind 080 degrees - seas 3 mts - pitch 1 degree - roll 1.5 degrees. The equipment that fell was a snap ring weight 3 ozs, 2 1/2 " long, it fell 85ft from the monkey board level to the drill floor hitting a floorhand on the hard hat. There was no injury sustained to he floorman. The operation was stopped to investigate where the snap ring had come from. The snap rings had been used to secure the winch controls to the derrickmans belt, they have now been removed. At the time of the incident the derrickmans belt that had the missing snap ring was not in use. Last time it had been used was on the <...>. Investigation has failed to determine how the snap ring had come to be loose. The starboard crane was slewing around aft section of process deck to secure boom in rest after lifting operations. During this operation, the 3 meter working pennant fell out of the headache ball's safety hook, landing on and straddling the outlet line from the KO drum, narrowly missing one of the deck crew passing the area. The impact of the pennant hitting the pipework was sufficient to cause the KO drum level trip to operate, initiating a plant shut down. Pennant removed and quarantined. Pipework and flare knock out drum visually inspected and slight indentation noted on outlet, NDT inspected before plant start up. Crane secured in rest and removed from service whilst investigation initiated. Weather conditions at the time of the event were flat calm (significant wave height 1 metre) and the wind less than 10 kts. The Motorman was servicing No. 3 Engine, when he witnessed smoke and loud noise coming from the rig air compressor area. He called the control room to report smoke in the Engine Room. At 02:13hrs the general alarm was sounded and everyone was mustered. The command team was mustered and emergency procedures initiated as per <...> Emergency Response Manual. The Motorman successfully brought the fire under control, just as both Emergency Team #1 & #2 was just arriving. The fire is believed to have been caused by a rupture of a fuel line to the air compressor, which in turn sprayed fuel onto the body of the compressor. The operation at the time of the incident was drilling the top hole section. This section causes extreme vibration in the drill string and this is transmitted to the drilling equipment. The bolts holding the elevator lug retainer in place sheared as the result of stress induced by the vibration. This allowed the retainer to fall to the drill floor. The retainer fell approximately 70ft and weights 8kg. In compliance with <...> Top Hole procedures there were no personnel on the drill floor at the time the item fell. The drill floor was barriered off and regular PA announcements warning of the potential hazards were made. Inspection of the drilling equipment was carried out as each stand was drilled down. The bolt shearing was witnessed by the driller by his use of the derrick cameras. During normal operations the installation experienced a GT Trip and full power outage. Shortly after this smoke indication was noted, in the Forward Equipment Room (FER) upper and lower levels and the installation called to muster. FER entered under <...> to investigate. Light levels of electrical smoke found in upper level of FER, no residual fire found. Equipment fault trips operated as per design. Installation full muster within Safety Case requirements completed and no injuries sustained. Following initial entry investigation of the source of the power outage and smoke identified the cause as a suspected short circuit within the <...> Transformer enclosure (<...>) Equipment details: Manufacturer -Alstom Rating <...> Serial # <...>. Recovering marine riser and BOP to the surface, two bearing rollers dropped to the rig floor, weight 1.5oz, height 183ft. No person in the vicinity. Bearings were from the fast line sheave, the bearing had collapsed, and thus two had descended to the rig floor. The weather conditions were, clear, wind 14kts from 167 deg. Sea height 3-5ft. The remaining bearing were located at the crown. The rig had nippled down the BOP and lifted the riser off well no 4. The half moon protection plates were being put back in place to secure the BOP deck area and prevent any dropped objects or personnel falling to the wireline deck of the <...> platform below. One plate had been put in place, the second plate was secured by rope to the first plate. As the second plate was manhandled into place by two men the end dipped down through the hole in the deck plates. The men restrained the plate with a rope but were unable to retrieve it. The rope parted and the plate fell 12 metres to the deck below. The plate struck a scaffolding boxing ring constructed around opening on the wireline deck of the <...> platform. The plate weighs approx 230lbs. There was no injury to any personnel.



The weather conditions on location at the time of the event were wind 38kts (this reading was taken from the crown) from a NE direction, sea height 3.5mtrs pitch 0.7deg, roll 1.5 degrees the lighting was night time. The operation in place was deployed over trawlable canopies to well <...>, well number <...> using web slings, utilizing drill pipe to take the canopy down to the well, during the canopy going into the splash zone one of the straps parted, this resulted in the canopy descending down the guide wires to the well below at a depth of 476ft. The canopy hung on a long post, and landed on the well at an angle. This was observed by using the ROV camera. While laying out the coiled tubing lifting frame, the catwalk tugger had been attached to the bottom of the frame to pull toward the aft v-door. While pulling the frame towards the aft v-door to attach the Starboard crane, the rig motion caused the top end of the frame (about 40' in the air) to contact the aft end compensator hose deflector bar (the deflector bar protrudes from the aft dolly track). A bracket weighing 3 kg fell to the rig floor. The rig floor was intentionally clear of personnel for this part of the operation. The operation was stopped and a time out for safety was taken, all other brackets were checked and the deflector bar was secured. At approx 0400 hrs while tripping pipe out of a hole, a finger from the finger board , weighing approx 1.5 kg fell approx 90 ft to the rig floor. Operations were suspended and the area barriered off, while the remaining fingers on the board were inspected. Initial indications are the failure of the weld securing the finger to hinge bar, due to lateral movement of the drill pipe. Weather at the time of accident : wind 50/55 knots, west south west. Roll 2.5 degrees, hitch 2.5 degrees. Further investigation of the board continuing. While the rig was waiting on weather the opportunity was taken to continue with drill crew training. The drill crew were pulling out of the hole with 5? drill pipe. As the blocks were being raised, the electrical service loop, which services the Top Drive, became snagged below a steel guard frame which covers the TDS parking beam. The end of the service loop which terminates in the Top Drive was torn free, and fell approximately 50 feet to the drill floor. The service loop weighs approximately 1.5lbs per foot. No one witnessed the event. The drill crew heard the thud as the end of the service loop impacted on the deck. Approximately five feet of the service loop came to rest on the drill floor, in the area to the rear of the Iron Roughneck. The nearest crew member was between two and three metres away from the area where the service loop impacted hte deck. The crew training was halted, the area made safe, and an incident investigation was commenced. At the time of the incident wind was 48 knots @ 328 degrees. Sea State 12 metres. At 20:25 hrs <...> the ballast operator received a low tension alarm on anchor mooring line no 4 (line was opposite to the weather, 108 deg). It was immediately discovered that this was a confirmed breakage. Weather: Wind from 340 deg, 45-50 kts. Hs 8,2 m- max 13 m. FPSO designed to withstand any single failure, checked for abnormalities on seabed, all OK. <...> Survey of mooring line 4 performed by <...>, spring buoy still attached to the wire segment, no sign of any damage to the flowlines/subsea equipment. Anchor handling operation will take place in the future to re-establish mooring line. Lifting an umbilical hose on to a landing area on the port side of the derrick. After the lift, the crane hook was disconnected from the load. As the boom swung away the limit switch chain hooked up on a floodlight outside the handrail on the monkeyboard. The light fitting weighed 21kg and fell 27 metres to the port aft entrance to the drill floor. The area was cordoned off due to pressure testing and there were no personal injuries. Wind 25 knots. At approximately 1955hrs on <...> the <...> commenced pumping diesel oil on the stbd side of the rig. Because of the direction of the weather the boat had its port side to the rig and at approximately 2025hrs the vessel lost its heading and moved stern first into the <...>'s stbd leg braces. Pumping was stopped, the hose recovered from the vessel without any spillage, and it was sent to stdby outside the 500mtrs whilst the damage to the leg was assessed. Weather: Fine dry night, wind speed: 25kts direction 100degs, Seas: 2mtrs 100degs, Swell: 3 mtrs 95 degs. At 12.30 while tripping out of hole to change BHA. A dropped object (Axle retainer) from the pipe racking system (<...>) fell 16 metres to pipe rack area. Rig Mechanic and Assist Driller inspected the <...>. It was found the bolts had pulled the top threads of the axel retainer. Threads in holes were dressed and longer bolts were installed. Whilst carrying out regular inspections the pumpman discovered a minor leak from a VJ coupling on Crude Line no 3. This was reported to the marine desk in the CCR who confirmed that at the time no pumping operations were taking place (offload previously suspended due power generation problems), appropriate valves were open/closed and no indication of pressure within system. Whilst commencing containment/cleanup operations the adjacent VJ coupling also briefly leaked. Approx total leakage of stabilised crude was 30 litres contained on main deck area. No further intervention was needed to stop the leakage. Area secured and cleaned up. Investigations and remedials commenced.



A hinged deck hatch (used to access a tool store) was being lifted open on the port side of the main deck. A 3 tonne (fully certified) sling was attached to the lifting pad eye on the hatch and connected to the crane hook. The lift commenced under direction of the banksman. Once the hatch reached the vertical position, the banksman requested the crane operator to boom up and pick up the wire. On doing so, the crane operator applied sufficient tension to the sling to break it. The hatch fell shut. There was no injury to personnel. Property damage consisted of the broken sling only. Immediate action: Crane taken out of service and investigation started. Further actions include but are not limited to: Damaged sling has been sent to independent lifting specialist for thorough examination. A thorough examination of the crane carried out by independent lifting specialists. Investigate an engineering change to remove the need to complete these lifts by crane with the installation of 1-2 tonne hand or air winches. The MP hydrocyclone was de-isolated with two drain valves in the open position. This resulted in a release of produced water from the MP separator. Approximately 100 litres spilled overboard and entrained gas from the water caused a level C gas shutdown and loss of power. The produced water was 12% oil. The crane crew was backloading a workboat with the starboard crane. Prior to this, they attached the pendant to the hook and wrapped a safety sling around the hook and load ring. The deck coordinator then secured the safety sling with a shackle and moused using a safety pin. As apprximately the 10th lift was lowered down to the workboat, the shackle and pin (weighing approx 2 kg) from the safety sling fell an estimated 35 feet to the top of the container. The Drill crew was in the process of picking up the 5 1/2" Tubing Hanger complete with running tool, from the horizontal position into a vertical position, one end of the assembly was picked up by the travelling block, to an approximate angle of 45 deg. At this point the Tubing Hanger disconnected and dropped from the Tubing Hanger running tool, and came to rest with the Tubing Hanger body resting approximately 11 feet above the Drill floor on a Dolly Track support beam, with the pin end of the 5 1/2" Tubing pup jammed at the bottom of the 'V' Door Top ramp. The job was immediately stopped, the area confirmed as safe and the incident reported. An investigation was initiated and concluded offshore and the <...> was informed by telephone. There are onshore investigation yet to be concluded and the <...> attended a meeting at our premises <...> and have been fully briefed on the incident and current findings. The operation at the time of the incident was rigging down <...> surface wire-line equipment. The lubricator and surface BOP's had been lowered down to the rig floor using the coil tubing lifting frame winch. The next step was to remove the surface cross over extension from the surface tree with the coil tubing lifting frame winch. The Lift cap was raised and was attached by the Derrickman (man riding) to the cross over extension. The lower x/over threaded connection was then backed out by the Derrickman and the signal was given to the winch operator (of the coil tubing lift frame winch), to pick up on the winch (once Derrickman was clear of the operation). This was done and water contained within the extension flowed out from the cross over as expected, indicating that the cross over was successfully unscrewed and continued to pick up. The cross over joint snagged on another part of the equipment and was then released under tension, causing the sling to spring up and roll out of the hook on the winch and fall to the drill floor (30ft and weighing 300lbs). The job was immediately stopped and the OIM was informed of the incident. An incident investigation was conducted and concluded. The <...> was notified by telephone and has subsequently been fully briefed on the incident at our premises. <...> Failure of main Power transformer (<...>). After a power outage and switch room smoke detection, the transformer was found to have the blue phase casing fractured. This could only be observed through the transformer cover. After starting, a main gas compressor installation suffered a power failure. Emergency power was initiated but then tripped due to smoke detection in the switch room. This was identified as in the main transformer <...>, was then isolated and made safe pending further inspection. During the replacement of cargo hose, whilst placing 12 metre sections onto the hydraulically operated off-load reel, (using a <...> 5 tonnes crane) one section of hose became disconnected from the crane hook and fell onto the top of the hose reel. Its position on the reel was outwith its normal guide. The working scaffold at the aft end of the reel was also damaged slightly. (Handrail). Procedure/Operation - The hose, prior to the incident, had been lifted with the hose handling crane and its free end bolted to the open end of the previously installed and secured section already on the reel (sited at the 3 o'clock position). The end of the new hose was also secured within its guide and crane boom positioned slightly aft of the scaffold working position. A synchronised operation was then undertaken, with the reel being slowly turned to take up the slack as the crane lowered the hose. A banksman controlled this operation, signalling to the Hose reel Driver and Crane Operator. The hose had been lowered about 2 feet when the master link failed. (No trace of the link was found within the area. It is believed lost overboard)



<...> - Well kick <...> 00hr Drilled to 9823 ft Observed 15.45ppg returns and increase of 6bbl's in 45 mins. Mud loggers advised steady increase in active. Closed in well on upper 5.1/2" pipe rams and monitored pressures. After 92mins: SICP = 880psi, SIDPP = 840psi. Bled back SICP to 850psi- SIDPP to 825psi. SICP re-stabilised @ 890psi and SIDPP @ 850psi. MAASP = 909psi. Commenced circulating out influx - first circulation drillers method maintaining max gas '0.259 %. Observed 14.7 ppg returns almost initially, dusted in barite to maintain 15.5ppg mud weight while circulating out influx. Continued with wel kill; circulating to 15.6ppg mud, flowing well and observing - well continuing to flow. Cargo off-load to shuttle tanker <...>. Wind 100 deg x 12 Kt, sea 1.5m weather fair. Small puddle of <...> blend crude oil found on the maindeck, source identified as a pinhole leak at weld connection of slop tank drop line and 28" offload line. Leak detected by deck watchkeeper, driptray used to contain leak and oil puddle mopped up. Total leakage estimated at 15 ltr from drip tray contents. 28" line section removed for repair and further inspection carried out on offload pipework to identify potential failure points. When bleeding off pressure after test of production master valve on tree to cement unit, gas was observed in return. Caused ESD1 and ESD2 shutdown on the rig and landing string. Removal & replacement of eroded /corroded Cargo Export pipeline spool pieces. Wind 120 deg x 13Kt, sea 1.5m, weather fair. Pool of oil on aft maindeck leaking from the open end of the export pipeline where the spools had been removed. Leak detected by construction workers working on spools. Deck crew quickly on scene to prevent overboard spillage. Driptrays used to contain part of leak, oil response equipment used to contain the rest on main deck. Emergency oil spill response pump used to transfer apprx. 200 litres of spilt oil to port slop tank, remainder mopped up. Total leakage estimated at 200 to 400 litres from pipe outlet, including contents of drip trays. At the time of the incident the rig crew was in the process of running 9 5/8" OD liner string. At 01:15 hrs on <...>, a roller assembly (weighing approximately 1.0kgs) contained within the <...> <...> system fell 7 meters to the drill floor. No injury to personnel was encountered. Operations were suspended until the three (3) other roller assemblies were inspected to ensure integrity. Upon inspection, a grub screw measuring 4mm diameter x 8mm long had sheared resulting in no means of retaining the roller assembly to the <...> head. In addition a further two (2) of the remaining (3) roller assemblies were found to have suffered the same grub screw failure. Investigations are ongoing between <...> and <...>. Hydraulic Engineer observed unusual noise during routine inspection of swivel area. Closer inspection by use of ultrasonic leak detector revealed a leaking flange on the gas injection pipe in lower part of swivel stack. Gas injection was manually shut in and gas injection header depressurised and isolated. No gas was picked up by the fixed gas detection system and no muster was required. Scaffolding was built to gain access and initial inspection showed two bolts missing. During dismantling 3 bolts were found sheared and another three were found to be loose. One bolt was tight but snapped during dismantling . Bolts sent onshore for closer examination. Meeting held with manufacturer, received various recommendations. Changed out bolts, checked remaining flanges etc. Investigation group established. Reviewing the inspection program. <...> 70 on tow from <...> to the <...> field in the <...> at 2nm from our new location the towing tugs were being re-configured to control for final approach to the <...> well. During this operation the tug "<...>" was to be hooked up to the rigs port quarter aft. During this opertion the "<...>" hit the rigs hull causing damage to the hull plating. This collision caused the boat to swing to starboard whereby the bow of the boat came in under the port side bunkering station forcing this upwards causing extensive damage to pipework and supporting structure. Visual inspection showed no water ingress into hull compartment. Rig was towed to the stand off location at the <...> well location which was known seabed area and the rig evaluated out of water. Inspection of the damage currently being assessed by <...>. the rigs classification authority. Production steady conditions, weather 30knt SE wind direction. Production Operator was carrying out routine plant checks when he detected a whistling noise in the vicinity of the gas metering discharge manifold. First thought to be an instrument air leak, but further investigation identified that gas metering stream 2 discharge valve <...> stem grease nipple was allowing gas to pass into the atmosphere. The line pressure was at 124 Bar and the nipple hole was 1mm approx. The Operator contacted the CCR and informed the CCRO of the situation. Steps were immediately taken to change the metering streams and isolate the upstream XCV to the leaking valve, timing of the pressure decay in the line was considered inadequate therefore gas export was stopped rapidly depressing the line to zero. Wind 18Kn @ 185 deg 1 2 m Hs @ 170 deg fair to good - 15 mile vis. During normal operations on <...> at 14:16 hrs a minor gas leak was detected by the Sen Mech Tech conducting a routine inspection. The gas was escaping from an <...> on the 3rd stage suction bottle of gas compressor C. The Control Room was contacted and a Production Operator mobilised to manually shutdown the unit at 14:20 hrs. The compressor was reinstated following remedial actions to the leaking <...>.



The operation in progress was running a 9 5/8" casing. Environmental conditions - wind NW 20/25knts - Sea 2/3 metres - Roll 0.5 Pitch 0.5. After latching a joint of casing the casing stabbing hoist retracted to allow the casing to be lowered. As it did so part of a securing dog used to secure the hoist basket in position and weighing 0.45 kg fell to the rig floor. The height of the hoist at the time of the incident was approx 40ft. There were no injuries to personnel. On inspection it was noted that the screw thread on the dog head had sheared where it passes through the body of the hoist. The hoist had been inspected by the casing crew supervisor immediately prior to being put into use. The inspection was documented. Immediately following the incident operations were suspended and the basket thoroughly examined - no other defects were noted. Routine weekly check of level in PV vessel ongoing. Vessel was thought to be high, so some liquid was drained from the vessel to return vessel to "normal" level. Level was already low and when the liquid was drained this resulted in migration of gas past vessel water seal. This in turn resulted in release of gas, which was detected by the installations "fixed" sdytems and led to an automatic shutdown and emergency muster. Action was taken to restore the seal in the vessel and at 11.35 hrs the crew were stood down and returned to normal operations. The crane operator was off loading a heavy lift (29 tonnes) from the supply vessel <...>. The supply vessel deck crew had connected the crane pennant to the load and the boat skipper had requested that the load be picked up just clear of his deck centre before picking. This was done and the load was being picked up to the rig. When the load was between 5 and 10 feet above the deck of the boat the crane motors tripped and the load fell uncontrolled onto the deck of the boat. When the crane was restarted the hook was disconnected from the load and the crane was returned to its crutch. Investigation is ongoing. Weather conditions. Sea: 10 ft max. Roll: 0.6 deg. Pitch: 0.6 deg. Heave 3 feet max. A makers engineer will attend the rig before putting it back into service. Two personnel were working on the <...> BOP which was racked on the stump in the enclosed and lighted BOP area. They were replacing the upper ram block using a chainfall and <...> Swivel. Whilst lifting the block from the deck with the chanfall it caught up on the lower bonnet, and as he tried to free it, it swung and caught the IP on the top of his steel toe-capped left foot. Weather clear, wind 26 kts 310 degrees no movement. Arrived on rig <...>, working nightshifts 1800hrs to 0600hrs. Accident happened 9.5hrs into second shift. Further assessment taking place to try to improve handling techniques on the various work platforms for this regular job. The jet mix pumps and jiskoot sampler were being set up prior to an offtake. A cargo pump was started and this resulted in the release through the jiskoot quill line to the main crude oil export line. During a previous maintenance activity this line had been flushed and drained. The liquid was a mixture of water remaining in the line and oily water from the bottom of the cargo tanks. A scaffolder in the area spotted the leak and the pump was stopped immediately. Investigation revealed that (1) The quill had been removed for inspection on <...> on completion of the work the quill was replaced. (2) The joint had been incorrectly installed. (3) The Flange had not been serviced tested on completion of the task. The supply vessel had entered 500 metres zone, after having carried out her removability /control checks and had just come alongside. The vessel was in a steady position when she lost transverse thrust. This resulted in her contacting B and C columns, before she was able to restart her thrusters and pulled clear of the platform. She immediately informed the platform marine control of the contact. Initial inductions are that platform damage is limited to, walkway handrail on C column and greeting platform just above sea level on B column. Damage has also been sustained to the supply vessel handrails and super structure, at and just below her bridge. The reason for this failure of her thrusters cannot be determined at this time. Further investigations will need to be carried out and the vessel is returning to <...> for that purpose. The weather at the time of the incident was calm, wind direction 267 deg, speed 16/17 knots: sea height 1.1/17 metres: wave period 4.7 seconds. The platform intends to conduct an internal structural inspection of the adjacent column tanks. asap. The task was clearing the deck of items with crane operations and on the eleventh lift of the operation at approx. 19.15 hrs to lift an oxyacelylene trolley (Type <...>) which was slung with wire strop. The trolley in question was being lifted when the installation suddenly rolled with sea action to port. The trolley being raised caught a light fitting frame and the oxygen cylinder was dislodged and fell approximately 2.5m to the deck, striking the main bulk line pipework. As the cylinder fell to the deck it toppled towards the IP who was holding the tag line some 1.5m away. The cylinder neck struck the IP on the thigh and then fell onto deck damaging the valve assembly. No contents were discharged from the oxygen cylinder. The task was stopped and made safe. The IP went direct to the Medic for treatment. The task was being undertaken on the starboard at box girder area of the installation. The IP returned to work within 30 minutes after receiving medical treatment which consisted of pain killers administered by the Medic. The above oxyacelylene trolley was inspected by MPI of lifting points on <...> and are in certification until <...>.



<...>. Operation in progress was the drilling of the 8 1/2" hole section @ 15153 ft MD with 15 ppg mud. The drilling assembly had been pulled back to the casing shoe and a flow check performed. After 30 min it appeared that the hole volumes were not correct and the well was closed in on the pipe rams. The pipe was stripped 14 stands back to bottom. After monitoring the well for 5 hours a pressure of 450 psi was recorded steady on the casing. Possible 3-4 bbl gain but difficult to record with heave over time interval. Suspected high pressure low permeability J72 sand lens bleeding pressure into the well as in the appraisal well. Sand lens located 371 ft above bit depth, but drilling with 15 ppg gave a 17 ppg ECD. Commence well control operations uing the Weight and wait method. First circulation at 15.6 ppg. Gas entrained in mud during bottoms up but no signs of oil (OBM in use). Following full circulation to 15.6 mud well static. Well currently being monitored prior to commencing operations. In the process of tailing a cased wear joint out of the V-door, a round metal keeper plate weighing 11lbs dropped 60ft from a <...> intervention frame in the Derrick to the Rig Floor. The keeper plate formed part of one of the hinge pins that allow the bottom of the intervention frame to swivel in order to pick up and lay out the cased wear joint. Prior to commencing the operation, comprehensive Job Risk Assessment review had taken place and the need for a potential dropped object zone had been identified. The Rig Floor was duly cleared and the dropped keeper plate fell into the droppped object safety zone. No persons injured. The keeper plate is secured to the hinge pin with two bolts which have sheared off. The <...> intervention frame is of a new type and the failure occurred during its first use on the rig. The intervention frame was not struck or subjected to any impact prior to the object falling. Prior to use, the frame had been inspected onboard and additionally DNV had completed a fabrication and testing review of the new equipment. This is the first time that this type of intervention frame, weight 22.5 tons, had been used offshore. It has not been previously been subjected to the dynamic weather forces whilst rigged in the Derrick. Prior to commencing rig down of the intervention frame, the rig had waited for 40 hours until the weather was suitable for such an operation. Remedial actions identified in view of this incident are as follows: Design review During routine inspection of gas Turbine A a fuel gas leak was observed at a fuel gas manifold connection. The technician contacted the control room and the turbine was immediately shut down. Under normal production operating conditions, a single accoustic gas detector came into alarm at <...> process deck <...> area, the Area Operator & Production Supervisor went to investigate. On discovery of gas release from the 2nd stage cylinder # 3 distance piece inspection hatch cover, Gas compressor 'C' (<...>) was manually shut down by local ESD pushbutton. The rig is engaged in pipe conveyed logging operations. The vessel is pitching 0.75 deg. and rolling 1.5 deg. full amplitude. An employee observed a lifebuoy smoke float falling into the sea. The smoke float and lifebuoy are stowed on the outboard side of the inner side of the Starboard aft sponson (retro fitted stability column) and the smoke float is designed to break away from its mounting if the life buoy is thrown into the sea. The standby vessel was alerted but due to the sea state and reduced visibility the Captain was unable to locate the buoy. The situation has been reported to <...> Coastguard. We have been unable to establish what caused the float to fall free unaided. Weather situation: wind 26 knots at 190 deg. Sea state 14 -16 feet seas at 100 deg. Whilst bleeding down pressure from production riser after completion of pressure testing the mud seal was blown from the poor boy de-gasser resulting in the partial evacuation of the dip tube onto the deck below. There was a minor spill to sea which was estimated at 160 litres of oil/water mix which would be about 5% oil and 95% water. Weather conditions at the time were calm with a NE'ly swell. The standby vessel was requested to take a sample of the sheen but was unable to as it broke up as soon as he entered it with his vessel. To avoid a recurrence the following is recommended: 1. any venting after pressure testing will be through a manual choke and not an auto choke. The <...> production manifold should be utilised whenever possible to bleed off back pressure prior to venting residual gas from the lubricator.



At 06:53 <...> Gas Compressor? A? tripped on instument mal-function. As part of the procedure the outside Production Operator immediately went to the top side choke manifold and began to shut in the manual choke valves. Whilst closing in P1 choke the choke handle began to spin freely which indicated that something had parted. The Operator informed the Control Room that there was a problem with the P1 choke. Operator returned to choke to try to identify any possible problem when the choke suddenly jerked. Operator moved away from choke, as he was doing so a stem seal failed on the choke causing an oil/vapour mist to be emitted. Operator immediately called Control Room to activate the Emergency Shutdown/Blowdown button. Emergency button activated and GPA sounded and all personnel to muster stations. Process shut down and inventory blown down. When area safe (no Gas Detection activated and no pollution/ environmental pollution) the Valve was inspected for damage. It was decided to purge and flush the line choke manifold line and remove choke valve for inspection. When choke valve removed it was found to contain sections/remnants of flexible riser inner steel construction. Debris removed and pipe work re-instated with alternative choke valve. Riser taken out of service. Remnants withdrawn from valve sent to beach for independent analysis of failure mode. At 12:50 <...> during normal operations an acoustic gas detector activated above gas compressor B. Production Supervisor went to investigate alarm and found a hydrocarbon leak emanating from a fractured half inch NPT fitting at a tapped flange on the second stage discharge of B gas compressor. Production Supervisor manually activated the local emergency stop button at the compressor. The source of the leak was a half inch NPT nipple which was screwed into a tapped flange on the discharge of the second stage of compression to the cooler. The point of failure was at the thread, flush with the flange. Attached to the nipple was a single valve and then a block and bleed valve. There was no support to the valve , therefore the nipple was supporting the weight. Nipple and valve block was removed and the NPT nipple was fitted. Both compressors were inspected for similar type of attachments. <...> RECEIVED - Lube oil fire in the power generation module P50. Lube oil was released inside the enclosure. It ignited at the exhaust manifold. The auto extinguish stopped the fire. Installation was in shutdown/maintenance period. Water injection neeeded to be started to maintain the pressure in the wells. Power generation module did not detect the lube oil leak inside the enclosure. Small flames - fire self extinguished. GPA sounded. No fatalities or injuries. Installation still in shutdown. At 06:30hrs on <...>, while running in the hole with a 3 1/2" cement string at 11, 786ft the Driller heard a noise and stopped the job. The crew noticed that one of the rubber rollers from the draw works drill line spooler was lying behind the iron roughneck in front of the draw works. The spooler is located at a height of 30ft and the weight of a rubber roller is 3lbs. The wear showing on the roller indicated the possibility of uneven tension being applied on the spooler, causing the roller bearing failure and abnormal roller pin wear which in turn released the roller from its mounting. The line spooler assembly was fully inspected for integrity and security. A new roller was installed and after the time out for safety with the crew, operations continued at 07:30hrs <...>. Relevant notes: 1) The drill line spooler was serviced on <...>5 when new spooler cable and 3 new rollers were installed in the assembly. 2) Last preventative maintenance checks were made on the assembly on <...>5, these checks include inspection of the integrity, security and condition of all parts of the assembly. 3) When a full strip down of the assembly was made on <...> no other roller on the assembly showed any roller pin wear. 4) As a precautionary measure new rollers were installed in the spooler for re-installation as well as improvement to the alignment. <...>. First expansion run had taken place of the expandable screens with a 6 5/8" OD fixed cone expansion tool. Once at the TD of the screens (+/- 3855 m) the assembly was pulled out of the hole to 3726m. At this point it was noted that the well was not taking the correct volume of fluid. (4.4 bbls not accounted for) A flow check was conducted over the trip tank, which showed the well was static. The string was RIH to 3852m and a further flow check was conducted which proved that the well was static. As the well was thought to have swabbed in some fluid after the first expansion trip the string was pumped out of the hole to 3446m (putting the bottom of the assembly above the expandable screens) at 10 min/stand and 0.5 bpm. The hole took the correct volume of fluid for pipe displacement. The well was flowchecked and was static. The well was then closed in the upper annular and a full bottoms up circulated from 3466m. Returns at surface, via the choke line, showed a maximum gas peak of 17% which then dropped back down to normal levels. The well was then flow checked and shown to be static once again. The riser was cleared of any trapped gas and the well opened and flowchecked prior to continuing with programme. Please see Wells IT Incident screen for futher events post <...> submission.



Inside 500 mz at the anchor handler vessel. During change out of mooring wire 8 the flamish eye on the core of the 135mm mooring wire failed whilst being prepared for recovery on the anchor handling vessel, "<...>". The AHV had secured the 52mm eye to their working wire with a shackle and was ready to start recovering the mooring wire onto the vessels winch. As the shark yaw was released the eye on the 52 core mm wire parted and the mooring wire dropped down to the seabed. Shortly after the incident a survey of the sub sea facilities was carried out, no server damage was recorded. Relevant documentation: <...>: <...> Mooring Line Replacement Procedure <...> w/ Risk Assessment. The weather at the time was good, wind W 18 knots. Sig wave height 1,8 meter. There was no potential for personnel injuries. Weather at time of incident- Wind 062 deg @20 kts, roll 0.5 deg, heave 0.2 mtrs sea 3.5 mtr. At 15:25 an operation was in progress to lift guide posts out of the slides of the V -door gate at the drill floor level. These posts are provided to protect the windwall at each side of the v-door. They are removed to allow larger items through. The posts (2.98mtr long x 0.163 mtr dia x 280 kg) were being lifted one at a time vertically out of their sockets with the port crane. During the port side posts lift it initially resisted releasing from the socket. The tension was raised progressively and at approx. 1.5 tonne pull the post came suddenly free. The momentum and interaction between sling and the crane pennant hook resulted in the hook opening and releasing the load which then descended down the V -door, a 40 foot drop and along the catwalk. No personnel within the drop zone as per pre task preparation requirement. Lift arrangement -5 tonne inspection of safety pennant hook showed no evidence of failure or fault. Hook quarantined for shore independent assessment. 8" drill collar was being lowered down the ramp from the drill floor to the catwalk. A lifting cap was in use, attached to a tugger on the drill floor. A 1t sling was attached to the lower end of pipe and this was connected to the catwalk tugger. The idea was to use a horizontal pull on the catwalk tugger while the rigfloor tugger that was connected to the top supporting the weight, slowly lowered the pipe down to a horizontal position. The lower end of the pipe was seen to come to rest against the "pipe-stop". (This is a solid peice of bar secured at 90 degrees to the catwalk, raises up to about 4 inches). The catwalk tugger operator continued to pull the lower end of the drill collar into the stop and the 1t sling parted. All crewmembers were well clear as per the requirements of the Risk Assessment. The pipe was seen to come to rest back against the v-door ramp, still attached to the rigfloor tugger. <...>. Report for: Closing of BOPs Well: <...>. Previous casing 13 3/8" at 1546m ah/1451mTV Operating Drilling 13 1/4" hole through <...> (<...> sand) sequence with 1.6 sg WBM. The hole was drilled to 1960m AH. Decision taken to pull out of hole due to high drop rate (1.45 deg/30m). Bottoms up circulated and well was flow checked - no flow. The string was then pulled back to 1834m. It was then found that the fill was incorrect and a flow check was carried out. Well was found to be static. Continued pulling out of hole to shoe. During the maintenance flow was noticed 4001/hr, well was shut in, no pressure. Ran in hole to TD while monitoring flow. Circulate well to 1.19 sg mud 2.3m3 of 1.15sg brine detected (Mg in mud). Flow check static. Proceed to POOH. Pump out of hole to 1552m at 1900/pm. Flow check static. POOH to surface. <...>. During coil tubing well workover activities, an inflatable plug assembly had been pulled to the surface after an unsuccessful attempt at running coiled tubing. The <...> lubicator valves were mistakenly closed on the BHA after the BHA was incorrectly thought to have been pulled safely above the lubricator assembly. a coiled tubing bottom hole assembly (BHA) had been run into well <...> as part of a workover operation. The BHA was deseigned to carry an inflatable packer assembly which would have been set in the top in the top of the 5 1/2" liner to plug the well. Attempts to obtain a depth reference were however unsuccessful, resulting in the BHA being pulled.. On pulling to surface, the coiled tubing (CT) winch operator thought he had tagged the stuffing box in the CT lubricating and instructed the <...> valve operator to close his lubricant valves. This report is being submitted to address <...>'s concerns i. e. @The action taken resulted in damage to the lubricator valves, a safety critical shut in capability for operations on the well. No hydrocarbons were released as a result on the incident. Temporary plugs were subsequently set and tested in the well to allow the lubricator valves to be replaced and tested prior to operations resuming. There was a report of discoloration in the sea aft of <...> dispersing in a SE ly direction. Well <...> which is attached to <...> flowline/riser was shut in on the choke. As the riser pressure increased above 40 bar g significant sea disturbance caused by gas bubbles were seen approximately 60 -70m aft of the platform. The well was isolated at the Xmas Tree and depressurised to 4 bar g to prevent further leakage into the sea. The sheen subsequently stopped, dispersed and disappeared. PON 1 & OIR 9b were raised. Wind 10kn at 332deg. Sea state 1m.



At 0530 <...> production was shutdown due to problems with GCM (Gas Compression Module). At 0840 the production plant was in the process of being brought on line. Gas was being fed to the separators and the GCM. The flare valve was closed. At this time a member of the crew heard an escape of gas/air around the area under the main deck on the starboard outer walkway. The line was traced and leak confirmed to be process gas. The wind direction was taking the gas away from the platform. All hot work/naked flame permits were suspended. Production Operator was sent to investigate and isolate gas line. The isolation was affected and the gas supply shut off to the flare pilots. Given the situation, location of the leak , the fact that the only isolation that could be affected was single valve isolation with no means of testing its integrity the decision was made to affect a controlled depressurisation of the plant. Once depressurisation was complete and line confirmed clear of gas, a repair on the affected area was made. while pulling BOP, drill floor tugger was used to lay out joint of riser. While picking up joint with tugger to unlatch the elevators. The lifting hook failed. Fortunately the elevators were not yet unlatched. Initial inspection revealed the swivel hook failed at the swivel assembly Gas compression during normal production operations. Cloudy, fine and clear. FPSO heading 160 degrees, wind southerly 12 knots, ambient air temp 12 degrees. NB relative wind directing release away from FPSO process deck and TR. Hc gas release ex HP gas compressor 3rd stage (180 barg), cylinder 6 valve cover plate 'O' ring failure cause unknown. HP reciprocating compressor <...> Area Operator vigilance during routine field operations who observed leak and reported to the CCR to shutdown machine. NB Leak undetected by fixed LOS and Acoustic detection. The HP gas compressor has remained off-line for intrusive maintenance. Further investigation will attempt to determine root cause of 'O' ring failure, although no history on board <...> exists for similar incident. The machine will be rebuilt and leak tested prior to further operation. During normal operations, the second in line flare pump (centrifugal) failed to stop on level control from the closed drain vessel. This lead to the seal failing and resulted in a hydrocarbon release. Pump was shut down manually and isolated. Wind direction 227 deg speed 17 knots Swell 230 deg Ht 0.5 m was shut down manually and isolated. The operation was backing out and laying down a joint of 13-5/8" casing. Whilst lifting the casing joint with a set of single joint elevators the 1" regular swivel on this item of handling equipment failed. (The <...> Elevators were a rental set supplied by <...>). No personnel were injured and minimal equipment damage sustained. The remedial action to this incident was a Time out for Safety meeting, to discuss with all crews and third party personnel. The nature and cause of the incident was communicated to off tour crews at the next pretour meeting. The back up rental set of <...> elevators was thoroughly inspected prior to being used and the operation continuing. The weather at the time of the incident was good; there was ample light on the drill floor. Minor fire in circuit breaker feeding boiler no 1. Smoke detected in Low Voltage room by electrician passing by, he also observed a small fire in the switch board, door shut and NCC notified. OIM instructed ballast operator to initiate general alarm. Two electricians went back into the LV swtich board room and switched off trafo-braker <...> isolating the power to switch board <...>, the fire died out immediately, no fire extingujisher used. Personnel left LV room due to smoke. After 5 minutes the smoke had cleared and the electricians entered the room again. Damaged braker and adjacent braker pulled out. Re-instated power to switch board to obtain cooling on generators/engines. Situation monitored to confirm no future problems in the switch board room. At 1134 the OIM announced that normal routines could continue. A Chief Steward was preparing the evening meal in the galley. He noticed a burning smell in the vicinity of the lower <...> oven. Smoke was seen coming from the oven and the galley electrical emergency stop was activated. The OIM/Chief Engineer and Electrician were in the vicinity and once electrical isolation was confirmed, the internal fire at the oven was rapidly extinguished by means of CO2 which was injected through the oven lower vent panel. The fire was fully contained to the lower oven. On investigation it was evident that there was a failure in the oven control panel which caused it to overheat. Remedial actions identified in view of this incident are as follows: a) Remove failed oven and send ashore for analysis by independent competent electrical investigator to determine what caused the control panel to fail. The oven is a recent upgrade to the Galley, manufactured by <...> and was fitted as new in <...>. b) Fit replacement oven. It is evident that the rig's robust safety training proved to be effective. The weather conditions at the time of the incident were as follows: General Conditions - fair; Wind Speed - 15 knots; Wind Direction - 200 deg; Pitch - 0.2 deg; Roll - 0.2 deg; Heave - 1.0 ft. Normal Production in ops at time of incident. Wind: 210 x 20kts. Mod seas, Mod swell. Light crude oil. Density fast loop pump. Detective pump casing causing loss of containment. Oil spill contingency procedures adhered to. Oil spilled to deck - 150 litres. Oil lost to sea 50litres. On start up crude oil spiking operations, a failure of a <...> coupling onthe spiking pipework on the Marine Deck was noted whilst carrying out routine spiking start up checks. Weather at the time was good, wind 20kts x 114 degrees true low sea swells. <...> crude oil, <...> oil spilled to deck_ 0.41 oil lost to sea



Whilst taking the strain, prior to lifting a half height containing 30? casing equipment from the boat deck to the rig, one of the four pad eyes parted from the lift. Basket manifested 7.5 tons. No personnel were in the area or close to the lift as per standard marine procedures. The half height remained on the boat. The pad eye failure will be investigated by Conoco/Phillips. <...> - During a trip on <...> <...><...> the well was observed to be flowing. The flow was initially considered to be an imbalance caused by the slug pumped to prevent a wet trip. On circulating the hole an influx occurred. The root cause of the influx is currently being reviewed. The most likely cause is barite sag of the mud system as this was noted to varying degrees on previous trips but not to an extent that created an underbalance condition. A heavy mud cap was circulated to balance reservoir pressure given changes in density of the mud. The rig then ran into the hole in stages circulating out gas and creating mud caps at each stage. The matter was discussed with <...> of the <...> and it was agreed to submit an <...> after the well incident was complete. A detailed report has been attached in a separate file. At the time of the incident the rig was drilling 12 1/4" hole, weather conditions were good with light airs and calm seas. At 1713 a smoke detector activated the fire and gas alarm panel in the control room, indicating smoke in the <...> area. Two men were dispatched to check the area. They reported hearing a crackling noise from the hot water tank compartment, the door of the compartment was closed. They saw smoke at the vent to this compartment. At 1715 they reported this to the Ballast Control Room Operator who sounded the General Alarm. They also reported to the OIM who made an announcement over the PA directing personnel to emergency muster stations. At 1717, the evaluation team arrived on scene, they observed smoke from the compartment vents and called forward the primary fire team. The Barge Master, i/c of evaluation team requested isolation of the hot water heating elements. At 1720 <...> HMCG and the <...> Offshore Duty Manager were informed of the emergency and that the rig had come to an unplanned muster. At 1721 the primary fire team was on scene. The drill floor reported that the well was secure. at 1723 the Barge Master reported a small electrical fire in two of the three heating elements on the aft hot water tank. At 1724 the fire was extinguished with a CO2 extinguisher. A full muster was achieved. At 1730 the area was declared safe, all personnel were stood down. Please refer to <...> for remaining summary details. While drilling ahead on the 12 1/4" section, in good weather conditions, 3 small objects were observed falling onto the starboard main deck in the vicinity of the ROV unit and the shaker deck. Staff on the deck recognised that the objects had come from the derrick and reported immediately to the Maintenance Supervisor. Drilling was immediately halted and a derrick inspection was held. It was found that a 5" <...> Bearing in the fast line sheave located in the drill string compensator rocker arm had failed. The objects which had fallen to deck were debris from this bearing consisting of roller bearings. A quantity of debris was found on the grating deck immediately below the bearing. Access was closed to the starboard side of the rig. A catch bag was rigged below the failed bearing. A derrick inspection was held to look for any other debris which may have lodged in the derrick structure. Drilling operations have ceased and precautions against further dropped objects are in place while replacement parts are sourced. A plan has been put in place to repair the drill String Compensator rocker arm and retrurn to drilling operations. The shear ram booster was observed leaking, the well was secured by running a RTTS and the shear ram booster assembly was repaired and function tested. <...>. Well <...> had been sidetracked, cased, cemented and displaced to brine in readiness for running the completion. The well was perforated using TCP (Tubing Conveyed Perforating) guns through a <...>, solids free <...> pill. After successful detonation, the well was flow checked for 30 minutes and observed to be static after an initial 0.8 bbl loss (0.76 bbl theoretical perforation tunnel volume). On moving the drill string prior to pulling out the guns, a 1 bbl gain was noted in the trip tank and a roughneck's personal gas detector alarm sounded. The driller sounded the general platform alarm and the drill crew masked up and closed in the well. A full muster of all personnel on board was carried out. The well was checked for pressure and 100 psi on the annulus observed. This was bled off and no pressure build-up occurred, indicating that the well bore had probably been charged up by the detonation of the guns. On opening up the wall, 200ppm carbon monoxide and 21 ppm H2S were detected on the rig floor. After holding a pre-job meeting the drill crew circulated 150 bbl of brine (equating to 115% of the annulus contents) through an open choke and the rig poor-boy degasser. No carbon monoxide nor H2S were detected while circulating. The well was opened and a small pocket of gas detected by the flow line sensor, indicated by a 30 ppm H2S reading which rapidly dissipated. After flow checking the well, normal operations resumed. (Please see <...> for full text) Normal operations in progress. Weather was calm with low winds. Air compressor 13.5 meter flat. Investigation into the incident ongoing by <...> investigation team.



Whilst connecting BOP to riser the drill floor passed the hytorc wrench through the rotary table using rig floor tugger and wire rope sling. The hytorc got hung up within the housing on the choke and kill line clamps. The tugger line was hove in until wrench was clear and at this point as the wire was being stacked out again that the wrench parted into its two components ie. reaction arm and motor housing. The motor housing complete with socket; weight (20kgs) approximately, fell through the rotary table onto the top of the BOP where the IP was standing. The reaction arm (11.5kgs) fell into the diverter housing. The IP sustained an injury to his left thumb. IP was involved in deck operations as banksman. He was back loading a waste skip to the supply vessel <...>. The crane was hooked onto the load and the IP had instructed the crane operator to jib-up in order to plumb the load and centralise the hook above the load. Most of the slack was out of the slings and the crane was stationery, awaiting further instruction. The load was a blind lift in a restricted area adjacent to another skip and process equipment. The IP adopted a position purely to plumb the load. He had his hand on the edge of the skip, looking up at the crane hook and his other hand on his radio pressed to talk switch. He gave instructions to the crane operator to jib up a little more, in order to ensure that when the load was lifted, it would safely clear adjacent structures. He didn't intend to move the load at this time. However, when the crane did jib-up, it moved the load slightly against another adjacent skip, nipping the IP's finger. An investigation will be carried out, and learning points decimated to all on board. RBS raised back system required for a connection. The retaining hook was raised and Operator initiated sequence but the sequence did not appear to happen. RBS moved vertically in the raised position and the retaining block at opposite end of hook fell to rig floor. The weight of the retaining section was 6kg. The height was 18 feet. It landed between draw works and the rear side of roughneck. Investigation is ongoing. At 0334 there was indication of smoke in the accommodation HVAC plant room (Detection/equipment shut down/GPA), the electrical technician on nights proceeded to his muster position and as he entered the room ( Which is also the EM response M/Point ) he observed "Yellow" flames coming from the starboard aft side of the unit. He informed the CCR picked up a DP extinguisher and was able to extinguish the flames. This was reported to CCR and subsequently the ICR. The cause of the small fire was traced to a disconnected solenoid which had been taken off a valve operating one side of the HVAC cooling system. The two systems are independent of each other and are automitically operated, when cooling is required the respective system is energised and allows the relevant engine room condenser to start. The HVAC system was having problems holding the accommodation temperature down so the solenoid, (Involved in the incident) had been removed and a solenoid magnet fitted to energise that system, thus allowing both systems to operate simultaneously. A bolt was placed through the removal solenoid to "create" a new field (However this was later found to be non ferrous). Over 2 days the heat built up in the solenoid, there was insulation breakdown and ignition took place. Whilst drilling ahead it was necessary to make a connection. The Derrickman was at the monkey board and had some difficulty in handling a stand of drill pipe. He threw the chain around the pipe several times and then noticed that the small hook was missing from the end of the chain. He alerted the Driller and a search found the hook but not the pin or split pin that were locking it. The chain and assembly had been inspected immediately prior to the operation and was found to be in good order. It has to be assumed that the pin somehow became dislodged whilst the chain was being swung around the drill pipe. The hook that fell weighed about 0.2 Kg and fell 83 feet. There were no personnel in the immediate vicinity of where the hook landed. Because of the weight of the hook and the fact that all personnel nearby were wearing suitable PPE it is considered that the potential for harm was very low. While changing and removing lifeboat wires, the main crane was decided to be used for pulling the wire off the drums. Hooked onto the wire for removal with a 2 tons soft sling while raising the wire at a slow speed, the wire snagged. The weight had just come onto the crane at the height of around 10 meters, when the sling parted. The crane operator had no weight indication until this point. When the wire snagged he registered 2.5 ton before he managed to stop. The soft sling parted and the sling and the wire onto the light fitting which broke. No other damage incurred. No personal injury. Our <...> Nitrogen unit was in use when steam was observed to be coming from underneath the associated supply pipework insulation. The saturated stream supply operating parameters are 6 bar pressure at around around 150 deg c. The operator is in very close proximity to the supply pipework throughout the period of unit operation. The unit was shutdown and investigations commenced under permit to work control. On removing the insulation, it was clear the pipework and associated fittings were suffering from severe corrosion under insulation effects. Given the as found condition of the severely corroded pipework, along with the fact that the operator remians in close proximity during the period of operation, any uncontrolled release would have had the potential to cause major injury or damage to health of any persons. (<...> NOTE: Full Incident Location: At the crovat nitrogen unit, close by central walkway).



Gas compressor unit C was on line under normal operation. During routine operator checks for another issue, cylinder lub. Oil/hydrocarbon gas mist was observed leaking from the cylinder lub. oil fitting on NO 3 cylinder. The fitting is a typical 1/4 small bore compression fitting which was still screw connected at time of leakage, no obvious small bore pipe shearing or rupture had taken place. This fitting will be analysed onshore to identify the root cause of failure. No fire and gas system detection was activated Leak duration is difficult to accurate define, the area was checked by area operator some 30/40 mins previously, with no leakage observed at the time. The gas opearting pressure at time of release was around 15 bar. The flowlines within <...> wellbay are supported by a system of wire supports and spring hangers. The wire supports run through various pulleys which in turn are secured to structural steelwork by bolted connections. Due to the wellhead movement, the bolted connection on one of the pulleys for the PN1 flowline sheared through fatigue, resulting in the pulley falling a distance of approx 4 metres to the deck below. The pulley in question weighs 8kg. The area below is not a normal thoroughfare, and no person was in the wellbay at the time of the dropped object. The failure did not compromise the mechanical integrity of the flowline which is designed with a degree of redundancy in its pipe support arrangements. Since the incident, further pulleys of similar arrangements have been identified and steps taken to ensure that any further fatigue failure of the retaining bolts does not result in a dropped object. An internal investigation is ongoing to address the root cause of the incident and seek a long term engineering solution. During start up preparation of Process plant, well fluids were transferred between the Turret drains system and the process deck closed drains. This was done via a dedicated flexible hose arrangement. During the transfer of fluids, the flexible hose ruptured and released pressurised fluid. The transfer was immediately stopped & the confined oil spill was removed from the walkway. The total spillage inventory was estimated to be 3 to 5 litres. On completion of coil tubing operations the well was being flowed to the Port side flare boom. Well had been flowing from approx 0600 hrs without incident. At 0750 hrs the lower of two temporary rig hydrocarbon gas sensors which had been set up in the well test area alarmed at 20ppm level. Emergency alarm was sounded and crew mustered at their stations. Well shut in immediately. Well was totally shut in and safe by 0752 hrs. Gas level had risen to 38ppm, this dropped when well shut in. Emergency team entered well test area wearing breathing apparatus and tested the atmosphere with portable instruments. Team found no trace of any kind of gas. All valve line ups were checked and no irregularities found. Adjustments made to atmospheric vents from the tanks on deck which were run through purpose built ports in the deck. Gas sensor was reset and well flowed without incident, area continuously monitored with portable gas detecting equipment and no trace of gas detected. When all the specialists were satisfied that the area was safe crew were stood down. Wind was blowing from a direction of 325 deg (T) at 23 to 27 knots. There were light airs in actual well test area itself. The gas sensor was working properly before and after the incident. For rest of report please see <...>. Whilst lowering a 2.5 ton container down through a desk hatch into the sackroom with the port crane <...> diesel/hydraulic pedestal crane. When the crane operator selected the whipline down hoist (lower) function an unintended release of the load occured. The crane operator immediately applied the manual brake and stopped the load approxiamately one metre above the deck. The load travelled approxiamately 6 metres before it was stopped. In accordance with <...> standing procedures no persons were in the vicinity of load path. Prior to the event the crane whipline motor had been replaced with a motor refurbished by an <...> approved service company. After the change out the crane was function tested prior to putting the crane back into service. The crane was in operation for 10 hours prior to the incident occuring. During this time the crane performed appoxiamately 6 lifts around the deck. The crane was taken out of service and arrangements are in place for an <...> representative to investigate the crane. A call was received from <...> coastguard advising that satellite imagery had picked up a slick near our position. Initial observations from the installation, the SBV <...> and <...>. Supply boat arriving on location were unable to confirm this. The SBV proceed to check the area and later reported that a discolourisation of the water was found at a position approx 0.5 miles east of the <...>. Further investigation by the SBV located the source of the sheen and bubbles were seen rising from the sea. On checking the co-ordinates supplied by the SBV the bubbles were found to be coming from the area of the <...> drill centre. The walls were shut down and the flowline depressurised. Monitoring by the SBV showed that the leak to the surface had been stopped. The Coastguard was kept informed of all actions and a PON 1 was raised and transmitted. The SBV continued to monitor the area but no further problems were found.



Upgrade of drilling equipment was ongoing. A number of rucker tensioners had been removed and sent onshore for refurbishment. These had returned offshore and had been reinstated and new tensioner wire ropes fitted. There was a requirement to change out the remaining rucker tensioner wires. The wire in question was a 50m long cut off by a diameter of 38mm. A <...> (Rope cable connector grip) was attached to the ends of both old and new wires. This would allow the old wire to pull the new wire through the sheaves. The snake ends were taped flat onto the wire rope using duct tape. The wire had gone through 4 sheaves and was about to go through a penetration, when the snake end snagged onto either the penetration itself or the gusset plate adjacent. This caused compression of the snake along its length releasing its grip on the old wire. The loose end of the old wire fell through the moonpool, its momentum taking its entire length, which had been laid in a figure of eight on the deck, into the sea. No serious injuries to personnel or damage to adjacent equipment occurred as a result of this event. A Company investigation and root cause analysis has been undertaken. At 06:30 smoke was detected coming from a cabin in the lower accommodation. The fire alarm was sounded and the rig mustered. The Fire Team discovered a smouldering towel lying between a chair and cabin bulkhead. Water was applied to douse the smouldering item and at this point the rig stood down from muster. On further investigation it has been discovered that the incident was the result of an individual smoking in the cabin. At 0120hrs there was report of a burning smell in the galley and the control room were informed and a member of the crew was sent to investigate. A heat sensor (and General Alarm) was then activated in the laundry and the area shutdown was activated and the manual air damper in the accommodation corridor were closed. The Emergency Response Team responded with BA equipment and confirmed that the fire was extinguished at 01.30hrs. Full muster with no casualties was confirmed. The incident is currently under investigation. The <...> in <...> were informed via a telephone conversation prior to submitting this report. 2 x 6ft scaffolding boards fell from the crown compensator in the derrick to the Riser Deck 50 meters below. The boards were part of an access scaffold. No personnel injured. Dangerous Occurrence code 77. Scaffold at crown compensator level in derrick had been erected to allow access. The scaffold was not in use at the time of the incident. Wind SW'ly 25 gusting 30 knots. Within last 2 weeks scaffold was modified to permit hose connections and subsequently inspected. No work has taken place on scaffold since 2 x 6ft scaffold boards fell some 50 meters to riser deck. It would appear that the rope lashing securing the board had failed. Gas compressor B (?) had started to use more lubricating oil than normal and a survey of the compressor equipment was underway. The area operator came across the #5 piston valve cover and noticed a minor gas leak. He informed his Supervisor and the compressor was shut down and depressurised. Operation was offloading empty cuttings skips from the "<...>" to the main deck of the <...> using the Port Mid crane. Weather conditions were wind 260 at 20 - 26 knots, Seas 260 at 1-2 metres. Whilst offloading container <...> piece of rust measuring 6" x 6" x 1/8" and weighing approx: 1/2 lb fell from +/- 30' from the bottom of this skip onto the main deck and disintegrated on impact. Wind 215 deg; T x 50 knts; wave ht. 8-10 mtrs. Rig had completed milling a side track window, was out of the window, circulating, awaiting weather to pull out of hole. Deteriorating weather being monitored. At approx 12:48 #1 anchor from records lost tension. 13:11 #2 anchor lost tension, rig beginning to move off location. Thrusters applied to counter the drift and preparations commenced to displace the riser to seawater hangoff and disconnect from seabed. 13:34 #8 mooring indicated slipping. V/L held stabilised on thrusters while displacing riser. Deteriorating weather conditions caused v/l to drift against thruster capacity, reaching limits on riser offset for release. Displacement not completed when emergency disconnect had to be initiated resulting in a 93 bbl loss of OBM (78% oil to 22% water ratio) to sea. Vessel peak offset 80 -100 ft off before reduction in weather and thruster capacity restabilised rig position 50 ft east of well. Further adjustments to even the moor applied. Reported to authorities, including issue of PON 1 Notice. V/L awaiting arrival of anchor handlers to re instate moor and assess subsea rig equipment damage. <...> field production pipeline running under rig requested shut down action. <...> During wireline well intervention for gas lift valve re-configuration, a <...> 4.47" TR bridge plug became lodged within the TRSSSV assembly. All attempts to remove the plug were unsuccessful. The well shall be operated without the functionality of the TRSSSV. <...> - taken on <...>. Oil has been detected in one of the ballast tanks on the <...>. Cargo storage tanks have been isolated either side of ballast tank. Arrangements are being made to carry out inspection and investigation to try and establish the source of the oil.



Crane Operator was in the process of lowering the Port Pedestal crane into the rest when he noted a burning smell from the engine compartment. On entering the compartment he noted a small flame (approx 2") coming from between the intersection of two lagging blankets covering the turbocharger and the exhaust manifold. He quickly extinguished the fire with a damp rag and called the Control Room. The exhaust lagging had previously been contaminated with hydraulic oil from a leaking oil cooler which had earlier been replaced. This was removed and will be replaced with new lagging. There were no injuries and no damage to equipment as a result of the incident. Small electrical fire occured in a refrigeration electrical control panel <...>. The panel is located in the refridgeration machinery space which is within the engine room. An electrical contractor overheated on one phase due to welded contacts and caused heat damage to surrounding components in the panel. The fire was noted by a prod tech answering a refrig comp alarm it did not trigger the fire detection system. No extinguishant was usedm the fire being extinguished by electrical isolation. <...> history upto date, F&G system checked all ok. No injuries, weather good. <...>. At 1830 hrs a leak was detected in the HP riser system at surface, below the BOP. The location of the leak was between the stress joint and the first joint of riser. As this leak constituted a loss of the primary pressure, containment of the well operations were suspended and the leakage rate monitored and determined to be 4bbls/hr. The potential loss of hydrostatic pressure from the above leak point would be 26psi whilst the well overbalance is 163psi. The riser and tree running tool was run and latched on the <...>, BOPs nippled up on the <...> and complete tie back tested to 500psi lo pressure and 4500 psi high pressure also on the <...>. The connection between the stress joint and the riser was supplied pre torqued and has been run and tested on one previous occasion without incident. The hydrostatic overbalance has been maintained by adding brine to the well, an RTTS packer has been RIH. A further GT packer has been run and both well isolations will have been tested prior to disengaging and pulling the HP riser for inspection and replacement as required. <...> commenced venting gas (3 bar) between 14? export ESD valve and 14? manual block valve to the rig ventline. During the process a slug of methanol exited the ventline at the crown and fell across the portside main deck with the main body landing on the port forward crane. <...> was in the crane acting as stand by man for bulk transfer from supply vessel ? he received slight splashing on the back of his hand and complained of a buning sensation in his throat. <...> was examined by medic and no ill effects found. Platform topsides (60 bar) had been bled off through the ventline earlier in the day without incident. Whilst preparing to lay out drill pipe and during the pretask toolbox talk, the night pusher noted whilst on the way through the moonpool area that the slip joint packer was leaking oil based mud to sea. On investigation it was discovered that there was a loss of rig air to the packer and the back up system had not activated. Once a simultaneous operation ie transfer of cement from no.1 outbound deck tank to no. 3 column tank was shut down and an additional air compressor put on line, the problem was rectified very quickly. Fair weather and calm seas around <...> FPV. Normal steady state production operations ongoing. Following the observation of a small patch of clean gas bubble emissions to the sea surface approximately 20 metres off the starboard aft side of <...>, the ROV was launched to carry out a subsea template survey to determine the source of the emission. A small leak of hydrocarbon gas was traced to <...> flowline on a straight section of the line approximately 10 metres from the tie-in jumper flange to the template. This is the 8 inch <...> Template to riser base flowline. The <...> flowline was closed in and flushed with clean drill water back into <...> separator. No liquid hydrocarbons were released to the environment. The line is now closed and will remain closed in and mechanically isolated until the jumper has been replaced and subsea repairs have been completed. During normal operations the pump seal failed on the ?A? train produced water return pump? A? This resulted in leakage of a mixture of crude oil and produced water to the upper deck, contaminating 100 sq. m of deck. Approximately 200 litres was lost to the sea via deck drains system before the deck drain plugs could be inserted. Production was shut down and the pump stopped and isolated. Scupper plugs inserted to contain spill and onboard clean up commenced. No visible verification of the spill to the sea was made due to the darkness and sea conditions. Sea conditions Beaufort 6 sig wave 4m; wind speed 30 knots direction 2500. Production deck starboard side. "A" train produced water return pump skid "A". At the time of the incident the operation was circulating mud to clean the hole prior to pulling the drill string out of the hole. Weather conditions at the time : wind speed 20 kt Dir 270, swell 3 mters, rig movement roll/pitch 1 degree + showers. The object that fell was a 2" plastic chicksan protector (weight 300 grams) fell 85ft from the monkey board level. There were no personnel on the drill floor at the time of the incident.



Wind 15knts @220 deg 1 2m Hs @ 350 deg good -15 mile vis. During normal operations a minor gas leak was detected by the Specialist Compressor Tech. conducting a routine inspection. The gas was escaping from a 6mm lube oil pipe to cylinder # 5 on <...> Gas Compressor. The Control Room was contacted and a Production Operator mobilised to manually shutdown the unit at 07:00 hrs. The compressor was reinstated, following remedial actions to replace the failed small bore pipe. During normal operations of the Gas Lift Compressor systems a leak was discovered on the B Gas Compressor by an operator on watchkeeping inspection. The leak was from the 1st Stage scrubber drain control valve and was a mix of hydrocarbon gas/ condensate. There was no activation of the fixed gas detection systems. The unit was shutdown using the local emergency stop facility which shutdown and blew down the unit. Initial investigations have revealed the leak to be from the sten of the local level control valve. <...> to follow on completion of investigations. On <...> the <...> was engaged in workover activities on well <...> on the <...> satellite platform. A minor spillage of mud had occured from the drill floor onto the <...> weather deck/helideck. On <...> the <...> was engaged in workover activities on well <...> on the <...> satellite platform. A minor spillage of mud had occured from the drill floor onto the <...> weather deck/helideck and 2 roustabouts were in the process of cleaning it up (Reported as separate event). The Roustabouts required to move a coil of 2" <...> hose that was lying on the <...> deck adjacent to the BOP. The hose was hanging from the cantilever. The end of the hose that was not visible to the Roustabouts was fitted with a 2" <...> connection. As they moved the hose, the unsecured end from the cantilever deck fell approximately 13m narrowly missing them. The hose end was terminated with a <...> connection. <...> Admin Note: The incident date is given as <...> but in the narrative it is stated that it occured on the <...> so this is the date I have used. Incident: 20" circulating assembly (<...>) disengaged and fell 3.3 metres to the Drill Floor while breaking circulation. <...> landed approx 2 metres away from Rotary Table, nobody in vicinity and no injuries to personnel. No property damage. Pumps had been brought on line at 40 psi, Driller immediately stopped the rig pumps. Operation leading up to incident: 20" casing had been ran and landed out on Mud Line Hanger, casing from Wellhead crossover was spaced out to put a connection just above the rotary table for a reasonable working height to run the 5" drill pipe cement stinger. A three metre pup joint was used to land out the casing as there was not sufficient room to land out with the 20" side door elevators below the coupling, also while circulating the string would have to be picked up if it packed off around the Mud Line Hanger. A circulating assembly had been made up previously comprising of 20" circulating tool (<...>) stabbing valve, crossover and 2" <...> swivel, assembly length approx 2.2 metres long weighing 200kg. The whole assembly was picked up on a tugger and stabbed into casing 3.3 metres above rotary. Two Roughnecks harnessed off to the platform on the Pipe Handling Machine made up the connection with chain tongs. Connection is a <...> thread with a "quick start" and approx. 1/4 of a turn to make up before torquing. Roughnecks came down from the platform and the Iron Roughneck Pipe spinner engaged to nip up the connection (cont in report) Small electrical fire occured in a refrigeration electrical control panel <...>. The panel is located in the refrigeration machinery space which is within the engine room. An eletrical contactor overheated on one phase due to welded contacts and caused heat damage to surrounding components in the panel. The fire was noted by a prod tech answering refrig comp alarm it did not trigger the fire detection system. No extinguishment was used, the fire being extinguished by electrical isolation. <...> history up to date, F & G system checked all OK. No injuries, weather good. During routine plant checks, a Production Technician noted a slight leak on 1/4" cylinder lubricating pipe for <...>, C Gas compressor cylinder #2. As he was installing a tag to the pipe in order for maintenance to identify the leak site, the pipe split and the leak rate escalated. The machine was immediately shut down at the local control panel. The failed pipe was replaced and the unit returned to service C gas compressor, cylinder lubricator instrument tube. The supply vessel <...> had entered our 500m zone, after having carried out the manoevrability/control checks. Whilst attempting to move the stern to come alongside, witness accounts says " he seemed to be approaching rather quickly and at an angle close to the platform". The <...> contacted a platform oblique bracing (<...>) and then as she thrust forward she contacted Sea Column, before moving clear. Both impacts were above the water line. The visual internal inspection of platform structures has revealed some structural distortion. There appaers to be no loss of water tight integrity/impact stability. The <...> has sustained minor paintwork scratches, a slight indentation starboard side, between mid ships and stern and she lost a fender. There were no injuries to any personnel on platform, or vessel, nor was anyone known to be at risk at any time. The weather at the time of the incident was, wind direction 250 degrees, speed 18/24 knots, sea height 1.7- 2.6m, wave period 5 seconds. Although still dark, visibility was clear. Further investigations will need to be carried out when the vessel returns to <...>.



Two machine generators 1 & 3 were started to give power to the accommodation. The load was shared by both generators. The generators had been checked regularly when after 5 hours an alarm indicating high/low frequency on the bus bar came in. Upon inspection the load was found to be unequal on each generator (250/750kw). An attempt to balance the load was unsuccesful with gen 1 hogging the load. The control room was left to see if there was a visible problem with the generators. Sparks were seen on no 1 generator around 2/3 cylinder. The speed/load could not be reduced on the gen, so was tripped off the board. Upon return to the gen room, a flame was observed coming from between 2 and 3 cylinders. Fire extinguished with portable extinguisher. The GPA sounded at this time activated from a smoke detector in engine room. Stop was pput in engine room. Muster. Problem with No 3 not No1 generator. The quick closing fuel valves to the generators were actuated at the same time the RPE hit tthe remote stop in the engine room. Neither of these appeared to be successful and the fuel rack back to stop the engine. For full description please see <...>. <...> - After encountering a downhole tool failure, the drilling assembly was tripped out of the hole - the well was flowchecked on 5 separate occasions and all proved negative, i.e no signs of flow. Once out of the hole, the well was observed to be flowing. With no pipe in the hole, the blind/shear rams were shut and the pressure monitored. This pressure built up to +/-420psi before stripping in with 3 standas of 5 1/2" HWDP (open ended with a gray valve). The HWDP was followed with the stripping in of 5 1/2" drillpipe (27 stands) and a circulation was carried out over the choke - this showed no gas & no change in mud properties. The pressures were monitored and the well was lined up to the trip tank via the choke to observe the flow rate. The annular was opened up and the well confirmed to be flowing at a rate of 12bbl/hr. The kill string was tripped in hole to the shoe, while stopping in increments to observe the flow and shut-in pressures. Flow rate reduced to 6bbls/hr and no signs of gas at any stage. The influx from the well was found to be brine and/or mobile salts and the mud weight remained at the programmed 630pptf throughout. With a brine/mobile Salt flow from the well at 6bbls/hr, the Rig Team were comfortable to trip the kill string to surface and pick up the 8 1/2" drilling assembly to continue with drilling operations. Whilst drilling, the well is losing mud at a rate 0f 1 - 3 bbls/hr <...> @ 11:55 the <...> Medic (<...> ) reported to me that he had just discovered smoke emanating from the waste bin in the document office; he thoroughly soaked the contents of the waste bin with water before leaving to report the incident. The moderate amount of smoke observed seemed to show the event was discovered at an early stage of development. Examination of the contents of the waste bin revelaed a number of cigarette ends on the top of the general rubbish. Further investiagtion revealed that Material Controller (<...> ) had just emptied a full ash tray into the waste bin a few minutes earlier before he left the office. Although not conclusive this seems to be the most likely cause of the incident. He claims that he is always careful mptying ash trays and was obviously not aware that a cigarette may still have been alight. The <...> fire detection system did not initaite an alarm since the office smoke head had been replaced by a heat detector head some years earlier. Historically it has always been permitted to smoke in the document office, hence the change of detector head type to reduce the number of spurious alarms. N.B. The effects of the incident were mitigated by the waste bin in question being an anti-fire type; be aware this type of waste bin is used throughout the rig. During normal running and conditional checks a hydrocarbon gas leakage was reported from gas compressor C compression package 3rd stage gas discharge valve cover. Leakage location was identified and gas compressor C was shut down manually. During normal operations a leak was reported on the produced oil pipe work on the 2nd stage heater pre heater. On investigation the leak was found at the threaded connection on pressure gauge <...> . The pressure gauge was isolated and the leak stopped. Process deck starboard. Between heat exchangers <...> & <...> at pressure gauge point (<...> ) At the time of the incident, planned lifting operations were taking place. A container was to be lifted from the port pipe deck onto the catwalk, utilising the port crane using the main block. During this operation, the main block came into contact with the retaining frame located on the boom section. As a result of this contact, the retaining plate attached to the main block failed, and subsequently fell, in 2 parts, onto the catwalk. The height of the fall was approximately 20' and each part weighed 5 kg. There were no injuries resulting from this, all members of the crew were clear of the lifting area. The weather at the time was fine and not a contributory factor in this incident. The crane in use was a <...> rope luffing type, model no. <...>. Max outreach main hoist 33m. Max hoist SWL 50 tonnes. The regular checks performed by the crane operators had been completed, the limit switches located for the whip and main hoist were operrational at the time. Due to operational conditions for operating this particular crane, it was necessary to override the limit switch to allow the lift to be performed. It was at this point, when overridden, that the contact took place and the failure occurred. Pipe fitter noticed a slight weep of liquid on a 2" x 1/2" weldolet on HP flare tie-in from production riser 1. <...> identified no apparent defects by visual inspection, further dye penetrant inspection revealed a through thickness hairline fracture from the toe of the weld through to the parent material, measuring 53mm. The production facilities were then shutdown.



During subsea production flowline laydown operations being conducted from the vessel <...> . The ROV pilot reported an escape of gas coming from a subsea line identified as <...> at the distribution base end. This information was relayed to the <...> by the company representative on board the <...> . Subsequent reference to P&ID revealed the line to be Production wells <...> &<...> ( gas lift supply. The supply was immediately isolated and further ROV inspection requested to confirm the leak had stopped. The failed gas line remains isolated until Diver intervention can take place to effect repair. As part of its normal duties the standby vessel carries out visual inspections in the areas surrounding the satellite oil wells. During these inspections a small oil sheen was observed in the area above the well <...> (time 10.50) at 11.30 the gas lift was isolated to the well at 13.00 the well and template valves were shut in to provide a complete isolation, the area was then monitored until the leak was no longer visible. A DSV and ROV are to be mobilised to investigate and identify the source of the leak and once this is identified a repair plans will be developed During diving activities on the <...> subsea template a small hydrocarbon leak was detected on well <...> production flowline (time 18.15) This section of line was subsequently isolated and depressurised (time 19.25) The isolation will remain in place until a workscope is developed to repair the damaged section of the flowline Whilst pulling the BOP stack to the surface, the driller was picking up the slip joint through the rotary. The slip joint was locked and was being handled by a running tool. As the joint appeared through the rotary, the tool joint of the running tool suddenly slipped through the elevators. The BOP's and the riser fell to the sea bed. The BOP's were standing upright on the sea bed and the riser remained vertically above. The slip joint was held by a rucker ring above the surface of the water. There were no injuries or damage to sub sea assets. A recovery plan was risk assessed and carried out and all the assembly was recovered to the rig. A full incident review will be held. 3kg of condensate leaked over a period of 20 mins. The rig was W.O.W. No drilling operations were in progress, and no one was on the drill floor at the time. In the adverse weather conditions the movement of the 9 1/2 & 8 drill collars caused the manual collar finger to work free the securing pin allowing the manual collar finger to fall to drill floor. Sea state: rough, 170 deg. x 17 ft. Roll: 1.2 deg. Pitch: 0.8 deg. Heave: 5 ft. Wind speed: 38 knts/ gusting 45 knots. Weather: 1003 millibars, 12 degrees, cloud cover 8/8. Overcast with light drizzle at times. No personnel were injured. One of the rig floor 4 tonne capacity air winches needed to have its 3/4" winch cable replaced. In order to change out the cable a mechanism known as a "snake" was used. As the snake approached the sheave, the Driller instructed the Toolpusher to slow down the running speed of the winch which the Toolpusher did. As the snake passed around the sheave however, part of the snake assembly (probably the swivel or the pinned link) somehow became snagged up, pulling one half of the snake off the end of the old cable. This resulted in both the (now separated) cables falling to the rig floor below with the snake assembly still attached to the end of the new cable. FOR FULL DETAILS SEE FILE. Rig floor operations at the time were picking up 13 3/8ths casing from the catwalk to the Rig Floor. Weather conditions: Overcast, Wind South 22 ? 24 knots, measured by Derrick top anemometer. Seas SW 3 ? 5 ft. Whilst picking up a joint of casing using the rig floor tugger and single joint elevator, the operation was stopped to remove the thread protector on the rig floor, at this point the joint of casing was not in the pipe stop on the catwalk. The tugger operator left the tugger to assist the removal of single joint elevators from the casing stump in Rotary table. Another person then went to the Rig Floor tugger to carry out the task of removing the single joint elevator, the tugger operator was not aware that the joint of casing was not in the casing stop on the catwalk. The tugger operator then proceeded to slack off in order to release the single joint elevators, the rubber end pin protector momentarily held the casing on the dry catwalk, after the elevator was released, the casing joint slid along the catwalk and stopped at the stbd side of the catwalk tugger. Due to barriers being in position and crew members being aware of the need to stay clear, no personnel were in the immediate vicinity. The joint of casing weighs 1.3t, the length of casing is measured at 41ft, the joint of casing travelled apprxoimately 20ft along the catwalk. Action intended to prevent re-occurrence. Joints of casing are now place d in the catwalk pipe stops prior to removal of the casing (cont) During connection operations with the heading control tug '<...> ', the towing chain was being passed up to the stern of the <...> prior to heading control duties. During this operation the stern of the tug made contact with the stern of the FPSO. The interior of the <...> aft peak ballast tank was inspected and it was identified that damage had been sustained to the steel work and the internal coating of the tank bulkhead. The generator fresh water standby pump tripped. Smoke was seen coming from the switchboard starter panel. The main contactor contacts had welded together.



Prior to the incident a bundle of 3 joints of 13 3/8" casing was lowered onto the deck of the vessel. The second bundle of 2 joints was positioned against the first. After instruction, the crane operator lowered the pendant hooks enabling the deckhands to release them. When reaching over, the bundle of 2 joints slid down trapping the injured persons leg. The crane operator lifted the bundle of casing which was brought back to the rig. The IP was brought onboard to the rigs hospital and transported by Coastguard helicopter to onshore hospital. The transit slings of the casing bundles were secured with bulldog clamps preventing the bundles opening when tension was removed. The IP had been on shift less than 1 hour prior to the incident, and had been onboard for 55 days. Weather conditions at the time of the incident were, wind direction 360deg, speed 25 knots, swell direction 360deg, height 2-3 metres, visibility 10 Nm, weather fair. Supply vessel <...> was along side the platform. The deck crew were unloading containers. The whip line was changed to the main block. This would allow transfer of heavy lifts. Due to size and weight of main block it was decided to put on extra pennant. This provides extra length, which allows both vessel and platform crew more flexibility and time to hook on and off loads. The second pennant was positioned on the deck and the main block lowered until the fixed pennant hook could be handled. The IP held on to the pennant hook, already attached to the main block. Another member of the crew was about to lift the second pennant ring and attach it to fixed pennant hook. At this time the platform rolled, which in turn moved the main block. The IP attempted to hold on to the pennant but was pulled off balance. His foot hit the pennant on the deck causing IP to trip over. IP automatically put both arms out to cushion his fall, which caused injury to left wrist. NB The wind speed was 12-15 knots at a direction of 330 degrees. The wave height was 3m significant. <...> . While drilling 6 3/4" hole on the <...> Exploration well in <...> a drilling break and 3 barrel influx were recorded prior to closing the BOPE. The well was circulated to a homogeneous hydrostatic column and shut-in pressures were recorded. The well was then killed with 18.7-ppg mud and returned to static condition. An initial mud weight of 17.4-ppg was designed to contain the expected downhole pressures and minimise the probability of fracturing formations, losing fluids and associated hydrostatic pressure. HPHT drilling procedures were the mitigating measures put in place for an occurrence of higher than expected pressures. The HPHT procedures functioned as planned. The matter was discussed with <...> of the <...> on <...> . Both <...> and our Independent Well Examiner have been copied. For additional detailed information, please see the attached <...> report. 2 men were involved in maintenance on a BOP. The task was to remove/free up the hinge pins on a stack mounted accumulator bank. To remove or free up the pins a 1.5 tonne SWL chain lever hoist was attached to the top of the pin by a shackle. The hoist was used to apply tension on the pin whilst it was being driven up with a hammer. 2 hinge pins had been successfully released in this manner when the men set up on the third. While taking weight on the manual hoist the load chain circa 3ft up from the hook parted. No injuries were incurred. The lever chain hoist was not overloaded and would have been supporting no other weight than the pin (circa 2-3kg) and the friction forces of corrosion etc. The hoist had been independently inspected in <...>. The crew had visually inspected the toll before use observing no apparent defects. <...>. Whilst drilling a 12 1/4" section the rig took a brine kick and the Bops had to be closed in on the pipe. The influx was circulated at the other choke. Mud weight was increased and drilling contrineue to section TD. IP was working on the change out of the lower boiler leaking gauge glass (Number 1 boiler). The equipment was isolated prior to work commencing, defective gauge glass was then removed and previously overhauled spare fitted. On de-isolation there was a leak at the top gland, so the isolation was re-applied and leak was repaired. Subsequently the isolation was removed and the gauge glass placed online. When the IP leaned down to check the water level the glass burst and the steam/water and glass fragments hit the IP in the neck and chest. Isolations were immediately applied and the gauge glass unit taken out of service. A full investigation is being put in place to ascertain root cause of the gauge glass failure. Whilst the <...> Engineer was topping up the BOP control unit using the backup air pump from 2500 to 3000 psi, the 1 1/2" pipe union upstream of the filters failed. The majority of the stored accumulator pressure and system fluid discharged into the bunding and was contained. On inspection it was found that the threads on the collar attached to the male side of the union had stripped. The union had been broken for servicing the previous day and had been tested to 3000 psi on reconnection. The union had then held pressure overnight. Due to the suspected age of <...> years of all the fittings on <...> unit it has been decided to renew all such fittings. These have been ordered and will be fitted during the imminent shipyard period of the rig. All associated pipework will also be subjected to NDT inspection.



<...>. Whilst drilling ahead 8 1/2" hole in the <...> formation at 14665 ft MDBRT (14663 ft TVDBRT), a 10 bbl influx was taken with a 16.1 ppg mud weight in the hole. The well was shut in and a 750 psi underbalance situation was observed. A drillers kill was performed to confirm shut in pressures and removed the influx from the well. A wait and weight kill was then performed circulating the well to a 17.1 ppg mud. The mud weight was increased to 17.3 ppg to finally kill the well and allow the BOP's to be opened. A short three stand check trip was simulated to check the overbalance situation and drill ahead was resumed 48 hrs after the initial shut in. At 0800 hrs on 12 December the well was a t 14932 ft MDBRT with ROP's around 14 ft/hrs and background gas around 2%. <...> - While drilling the 12 1/4" section throught the <...>, on well <...>3 a flow check was made at 14668' MD (10163' TVD) following a drilling break. A flow was observed and the well was shut in. The mud weight was 13.5 ppg. The total volume of influx was 6 bbls. The final observed pressures were SIDPP=1380 psi and SICP=1220 psi. The well was displaced to 16.2 ppg mud through the choke. At bottoms up, a slight increase in magnesiu, with no gas was observed indicating a brine influx/ With 16.2 ppg aroud, a flow check confirmed that the well was dead and stable. After conditioning the 16.2 ppg mud in the hole, drilling operations re-started on Sunday <...> at 22.00. During night shift, the produced water line from the degasser to slop tanks was removed by cold cut method. There was also a spool cut out upstream of the incident site. When preparing for hot work one of the workers noticed a smell from the end of the pipe they were going to prepare. (This was one end of an open ended pipe). This was checked and a residue gas was found. The work was stopped and the site made safe. At 0700 the gas test was retaken and the permission for hot work was granted. (Good draught through the pipe dissipated gas). After a toolbox talk was completed the team set off to work and at 0920 work was stopped when they heard a bang. At this time the portable gas detector went off. The CCR was informed, the worksite was made safe and <...> left the worksite. The investigation that followed showed that the pipe appeared clean and that hydrocarbons must be within the thin layer of scale on the inside of the pipe. The work involved a portable hand grinder to cut the 8 pipe so that a glange could be welded to it. This enabled us to change out a section pipe with a new flanged spool. <...> have worked with <...> on a number of shutdowns as pipefitters and welders and this team consisted of a coded welder, a firewatcher and 2 assistants. These were keeping watch outside of the habitat. The portable gas detector was tested after the event and found to be fully functional. The drawworks brakes slipped whilst they were supporting 1007 kips of 9 5/8" / 10 3/4" casing. This allowed the blocks and load to fall/descend approximately 7 mtrs resulting in the elevators colliding with the 750 ton spider slips body. The drawworks had been holding the weight of the casing static for approximately 2025 minutes prior to the downward movement observed. The Drawworks Park Brake pads look the same as the Service Brake pads but are made up of a different composite. It would appear that several pads have been fitted in the wrong position during the last service. This mix up of brake pads along with oil residue found on the off drillers side brake disc may have contributed to the efficiency of the brakes being reduced. Although unlikely, inadvertent operation of the park brake cannot be ruled out. An Incident Investigation Team made up of <...> and <...> shoreside Management and Safety Advisors carried out the initial investigation. Due to information obtained after the initial investigation was completed this report has still to be completed. Welder and motorman working in the propulsion room, smelt smoke and activated the break glass unit. Control room operator was notified and the general alarm was raised. The fire was contained and extinguished. For full details please see file. While POOH with drillpipe, an object was seen to drop down to the drillfloor to one side of the drawworks. On investigation this object was recognised as a securing pin from the Top Drive Retract System. This system is used to remove and support the Top Drive if we require it to be disengaged from the travelling block. The pin weighed 2.4 kgs and measured 200mm long by 50mm diameter. The pin had disengaged from its actuating cylinder and had fallen a distance of 25 feet landing infront of and to one side of the drawworks. This area is treated as a restricted area when we are tripping drill pipe as a precaution against such events. The drill crew were therefore well clear of the area where the pin landed and no one was injured. We are discussing with the original manufacturer means of improving the design so that the pin is captured at all times and cannot fall even if the connection to the actuating cylinder failed. As an interim measure we have installed a basket welded to the guide track immediately below the securing pins (two per system). That will prevent the pins falling to the drill floor. We will also continue to treat the area in front of the drawworks and directly below the load path of the top drive as restricted and personnel can only enter this area when the blocks are not moving and with the knowledge of the driller.



The production plant was being restarted after a planned shutdown gas export was being re-established. Work had been carried out on the gas export line in way of the gas export meter. As part of the start up lan the production techs had been instructed to be vigil and to frequently check for leaks. During one of these checks a production tech heard hissing from a small lagged pipe not associated with the shutdown work. This pipe was isolated and the lagging removed. Investigation revealed a union on a 6mm instrument line was leaking. This was tightend, pressure tested and returned to service. The operation ongoing at the time was running in the hole, with a standard 5 inch drill bite. At this point the blocks were retracted, the next operation was to extend the blocks and at that point the cylinder sensor bracket was observed to land on the rig floor. Bracket weighs 14.5 pounds and dropped from a position of 14 foot above, narrowly missing 2 rough necks who were working on the ground below. Starting up production after a planned shutdown. Limited production had been ongoing for approx 8.5 hours when a crude oil leak was observed in way of one of the export swivel located in the turrent area. Production ceased and site secured. It was estimated that approx 250 litres of crude had leaked. The crude had been contained within the confines of the vessel with no release to the sea. Vessel in heavy weather, wind gusting 50 knots, 7m heave, temp below freezing. The leave is noted at 04:00 hours. A scaffold platform 16x4ft with a 16ft drop erected under the deck partially collapsed and was left suspended at an angle of 45deg. These of the six scaffold beam clamps securing the platform had been stretched allowing them to slip off under the dack structure. The scaffold was tagged for light duty use only. A <...> operator carrying out his morning checks noted the condition of the scaffold on the morning of the 20th December. The weather condition during the period the structure was last seen intact were - wind westerly 25knots reducing to 15knots and sea state 2.5m rducing to 1.0m. The scaffold platform was approx eight meters above sea level. The scaffold was last inspected on the morning of the 19th know one had accessed the scaffold since the inspection. Operator reported condensate dripping from a 6mm vent line on the utilites swivel leak recovery system collection tank investigation revealed that the tank contained a level of water and condensate, but the swivel was not leaking. Further investigation showed the condi was coming from a larger atmospheric vent shared with the gas dehydration plant. It was found that the drain line on the common vent was blocked and the water vapour coming off the dehydration had condensed and partially blocked the atmos vent where it travelled up the turret. This raised the press slightly forcing some of the condensate and water into the drain tank. A Gas compressor was returned to service after maintenance, during post start up checks, the Area Operator noted a hydrocarbon gas leak at cylinder # 3 cylinder head. He informed the control room by radio and shutdown and depressurized the unit. Whilst commencing restart operations of gas compression the outside production technician noticed a small hydrocarbon leak emanating from the P4 gas lift umbilical 1" inch hose connection at the tutu at the aft end of the installation. No fixed detection device was activated or indicated. The control room and production supervisor where immediately notified. Gas compression start up was aborted, umbilical isolated and made ready for inspection by the maint department . Weather at time 20 knots 014 deg, vis 10 miles. Whilst racking a stand of drill pipe in the derrick the pipe racking system (PRS) came into contact with a diagonal beam in the derrick structure. The impact broke off one of the upper claws of the PRS resulting in the broken piece falling to the rig floor. No personnel were in the immediate area at the time. The broken piece of claw weighed 2.2kg and is approximately 5" in length. No other damage was incurred to the PRS or derrick structure. Normal Marine cargo loading operations in progress at the time the leak was discovered, with cargo being loaded into cargo oil tanks 1B Port and Starboard and 5 Port and Starboard. All the cargo tanks ullage space is common via an Inert Gas Header. The leak observed was on the tank side of the of the purge / gas free line for cargo oil tank no. 7 Stbd, the blind is currently in the closed position. The cargo tank itself was almost empty with only approx 280m3 of oil cargo, capacity of tank at 100% 8195m3. Substance involved hydrocarbon vapour from <...> /<...> crude oil. The leak was discovered by an individual walking on the port side of the main deck. This was reported for further investigation and led to discovering a small vapour leak at the line blind at COT 7 Stbd. No fixed gas detection systems activated. No auto executive actions. No GPA.



The vessel's fresh water bunkering hose was to be transferred from the stbd to port side of the vessel. the hose had been prepared by the vessels dayshift crew members in readiness for the planned movement the nightshift deck crew consisting of 1x crew operator 1x banksman 2x assisting slingers made ready to move the hose. the crane op topped up the stbd crane boom after lifting it from the rest opposition. the three other deck crew were located at the lifeboat platform area grated area where the hose was readied once the stbd boom was jibbed up and the deck crew were about to hook up on a sling from the hose they heard a bang in the vicinity. the deck crew moved away from the area and the banksman signalled the crane op o slew the boom outboard thus clearing the lifeboat area and into the safe position. once clear of the area the banksman went bak to the lifeboat area a found a piece of metal lying near the lifejacket boxes it was appox 2.0m from where they had been standing. the banksman then instructed the crane op to put the crane back into the rest the event was reported to the navigation bridge by the deck crew. the metal action wad found to be a guard piece from the upper section of the main block assembly <...> - Dropped objects were 2 x 13 scaffold boards The dropped objects were 2 x 13? Scaffold boards (average weight of these is around 4.5kg) which were stored on top of the <...> Module. These are redundant for scaffolding but utilised as bunding when carrying out various work projects. At the time of the incident the vessel was experiencing a forecasted period of bad weather. Both boards appear to have been lifted up by a 50+ knot gust of wind. This carried them over the section of handrail and fell down across a distance of around 16 metres. The Height of the <...< Module from deck 1 to the top is 9.2 metres. One board remained intact and the other shattered on impact. No personnel were in the immediate vicinity but two personnel heard the boards hitting the Laydown deck. This was then reported to our offshore HSE Advisor. <...> - safety bar fell 6m to the deck below. At 08:30 on <...> 2006, the observer was involved in a task which was to allow purging of a hose for off-loading of Nitrogen to a shuttle tanker. In order to carry out task the observer had to gain access to the Nitrogen Rack via a vertical ladder. On ascending the ladder, he replaced the safety bar into its retaining cradle. On turning toward the nitrogen rack the observer heard a noise and on turning around noticed that the safety bar had become detached from the hinge pin and fallen to the deck below (6m) through the vertical ladder back scratcher. The observer checked the area (it was established there were no other work parties), barriered off the access and informed his immediate supervisor. The weight of the retaining bar is approximately 2kg and 800mm long. There were no injuries to personnel. In line with company procedures, a full investigation is ongoing to identify the root causes and implement any corrective actions required. <...> - IP suffered burns caused by an arc flash. The IP was carrying out changing out a failed contactor in a cubicle supplying 440v to welding sockets. The IP removed the holding isolation and racked out the cubicle and removed the failed contactor. He compared the new replacement contactor with the failed contactor and found the replacement to be incorrect and that it could not be fitted. The cubicle drawer was then returned to the Switch Board (minus the contactor and with the exposed cables termination lying loose) and reinserted back into the compartment. At this point there was an arc flash resulting in a burn to his left hand. In line with company procedures, a full investigation is ongoing to identify the root causes and implement any corrective actions required. IP suffered burn to head due to electrical flashover. At 08.27 the vessel blacked followed by a GPA initiated by confirmed smoke detection in the Stbd Aft HV switch board room. As the muster came correct information came forward from members of the destruct team that 2 of their mustered electricians had been removing a panel on the board when there was a flashover from behind the adjacent shielding. Also that one of the electricians had received some minor flash burns to the back of the head and was immediately escorted to the medical centre for assessment, and thereafter medevaced to <...>. Diesel fuel found in gas turbine 'A 'bilge sump. During routine inspection of gas turbine diesel fuel was found in gas turbine A bilge sump. Production was reduced and generator taken off-line for investigation. Action taken to check integrity of the diesel connections. Further security checks carried out on the fuel system components -broken tubing discovered. Integrity security checks and leakage testing carried out once repairs were effected. Engine monitored at the different stages of re-commissioning. Gas leak from valve cover. During normal operations an automatic shutdown of the process plant occurred after 2 coincidental acoustic gas detectors initiated high gas alarms in the vicinity of <...> gas compressor. The leak was confirmed to be from the 3rd stage cylinder #5 valve cover. Machine was nitrogen purged and isolated for inspection of the mechanical failure on <...>. Leak of hydrocarbon due to cargo loading line ESDV closing. Following an ESD 6 production shutdown, staff working on tank inspections observed a leak from the failed pipework. This was reported. It is likely that the defect manifested itself as a result of the cargo loading line ESDV closing during ESD 6 shutdown, thus raising the line pressure.



Hydrocarbon release on pump discharge line. During routine pumping operations of the open hazardous drains vessel, a small pinhole leak was detected by the Area Operator on the pump discharge line and a small quantity of oily water was released onto deck. Pumping operations were immediately halted and the spill of fluids was contained on deck prior to clean up using recommended methods. The line was isolated from further inventory and NDT testing was carried out to ascertain the pipe work condition. A pipe clamp has now been installed and the system tested satisfactorily prior to returning the system to normal operation. The clamp/repair has been documented and added to the temporary repair/pipe work anomaly register until permanent repair can be conducted. Hydrocarbon release from cylinder 4 head gasket. During routine Operator inspections a small gas leak was observed from cylinder 4 head gasket (1st stage of gas compression). Machine was immediately shutdown. Machine was Nitrogen purged and isolated for inspection of the mechanical failure on <...>. Small Gas Leak Wind 12 knots @150 deg, 1m sea height, good 15 miles vis. During routine operator inspections, a small gas leak was observed from cylinder 6 outboard discharge valve cover, (3rd stage gas compression). The unit was immediately shut down and isolated Gas leak During routine operations a single Acoustic gas detector came into alarm at <...> Gas compression area. The area technician went to investigate and found a gas leak at a 3rd stage cylinder discharge valve cover. As this discovery was made, a second acoustic gas detector came into alarm causing automatic process shutdown and invoking the platform general alarm. All personnel were called to muster. The Gas compression unit in question automatically shutdown and blewdown. The leaked gas dissipated within a few minutes of shutdown. Release of Hydrocarbon Gas. Normal production operations. Dry weather wind 180 deg 20 knots. No FPSO movement, vessel heading 198. HP Hydrocarbon gas (174 barg operating pressure). <...> reciprocating compressor. O ring failure (part <...>) on 3rd stage valve cover known explosive decompression weakness. Hydrocarbon gas release detected by single acoustic gas detection. Area operator reported gas leak from cylinder 6- 3rd stage compression, and manually shutdown the machine . Machine was subsequently purged and isolated, and remained shutdown until alternative O ring delivered to the platform Release of Petroleum Hydrocarbon Weather : Wind, 25kts, Brg 110DegT Sea height 4m, vessel heading 120DegT During routine inspection of gas compressor, a gas escape was noted on a1? flange to PSV. System pressure was 180bar. The machine was immediately shut down and blown down. The compressor has been isolated and investigations as to the cause of the leak in progress <...> - Failure of compression union fitting Failure of compression union fitting on Methanol injection line to <...> Gas Lift. Sequence of Events: At 01:00hrs <...> while priming the injection pump to a pressure of between 55-60 bar with the downstream block valve closed, a slight leak was observed on the pipe work fitting of the pump discharge. Priming operations stopped and instrument tech called in attendance. The pump restarted for inspection purposes with Inst and Ops Tech in attendance. Within moments a fitting failed downstream of the original leak resulting in on site personnel being lightly sprayed with Methanol to the upper body. Immediate action taken: Pump shutdown and affected persons proceeded to shower room for decontamination. No injuries or further medical attention required. Operating Parameters: The pump and pipe work protected by <...> which is set at 180 bar. Operating pressure at the time of equipment failure 60 bar. <...> - Release of petroleum hydrocarbon <...> Normal production operations. Dry weather, light wind 260 deg x 6 knots. No FPSO movement, vessel heading 275. Hydrocarbon gas leak (175 barg operating pressure). Leak in way of flexible 1.5 inch gas lift riser connection to hard pipe section. Operator in area could smell gas (4% LEL reading on portable detector) and subsequently traced it to above connection which was shielded with PFP. The GL line has been isolated topside, depressured to the subsea manifold and filled with a meoh slug and potable water. Further investigation required to confirm leak and failure mode. HCR From Valve Stem Seal of Level Gauge



During routine process operations, the prodction operator was undertaking routine checks of the areas when he smelt what he thought to be gas. He went to get a portable gas detector, contacted the production superintendent and proceeded to check the area. He identified the source of the leak as coming from a fractured 2" drain line on the 2nd stage suction bottle of the gas recompressor, which contains hydrocarbon gas at 2.8 barg. He immediately contact the control room and instruced them to shutdown the machine. No fixed gas detection systems were activated and GPA was initiated. Wind was 010 x 10 knots, weather fine and clear. The unit was then isolated and currently remains shutdown. During advanced stages of service testing (under controlled, monitored and risk assessed conditions) a gas compression line using hydrocarbons, following Repoertable Incident No <...>, a small bore connection between a 6" line and an instrument fitting failed at a weldolet. The line was under test at 135 bar for 15 minutes when the leakage was identified by smell and icing on the lagging. The system under test was shutdown in a controlled manner and the operator s left the area as per instructions in the Task Risk Assessment. There was no GPA initiated. During routine production operations, hydrocarbon gas as detected leaking from a stem seal of a valve situated on the gas compression 3rd stage discharge pipe work. The gas compression system was shutdown in a controlled manner at allow further investigation and repairs to be progressed. The leak did not activate any fixed gas detection systems or initiate any automatic emergancy shutdown systems. Repairs had been completed on <...>. She was run up on liquid and a request was made to hange over to fuel gas. This caused a GPA due to gas in the typhoon enclosure. Upon inspection a blown gasket was found. After investigation it was found that a wrong rated gasket had been replaced in the pipe. Due to the fire and gas hierarchy, little gas was lost upon change over and it was immediately vented. At 1950 on <...>, a low gas alarm was detected in the central control room. A production operator was sent to determine the cause of the alarm, and found a small leak on one of the cargo tanks. The leak was stopped by tightening the hold down clamp (suggesting that the hatch had not been closed properly). It was also noticed that the gasket was slightly damaged. The leak was probably caused by a combination of a damaged gasket, and improperly secured hatch. The cause of the damage to the gasket is unknown, but likely to have been caused during tank entry operations. <...> were informed by letter on <...> 2006 to improve their accident investigations, and in particular to identify root causes and remedial actions. Hydrocarbon Release -<...> - At 1950 a low gas alarm came in on the DCS in the CCR. An operator was sent to see with a gas detector to ascertian if the alarm was genuine. He found a small leak in the tank wash hatch on a cargotank close by. The marine Sup. Was called and a repair made by tightening the hold down clamp. it was noted that the gasket was slightly damaged. This was changed out under controlled conditions under the PTW system. <...> Hydrocarbon Release - <...> Routine purging of cargo oil tanks for entry was starting. Tests were being made to the extension trunking which necessitiated the use of inert gas from the cargo system. The tool box talk was completed by all concerened and the purge valve opened one turn at a time until the pressure in the tank started to decrease. After a few minutes a low gas at the metering came. During the life of the <...> FPSO, problems had been experienced purging the cargo tanks with inert gas, due to the inert gas blowing back into the process modules triggering gas detectors. It was decided to address this possibility by connecting a 200m length of trunking to the vent valve, and route it to the aft end of the process deck. No engineering procedures were used in the design or installation of this trunking. On <...>, venting started using the trunking. After a couple of minutes, first one, then a second low gas alarm was triggered on the process deck, leading to a GPA. The vent valve was immediately closed, and the gas detectors reset, pointing to the trunking connection not having a good seal. <...> concluded that, whilst the trunking was a good idea to solve a problem that had plagued the installation since commissioning, the lack of detailed engineering and procedures were a causal factor in the accident. In particular, not enough attention was given to the connection of the trunking. <...> have committed to devise a procedure for safe venting of tanks using trunking, using a properly engineered solution. <...> also pointed out that, had the inert gas been vented in the usual manner, the gas alarms would still have been triggered by the gas blowing back into the process area. Hydrocarbon Release - <...> - A production operator found gas leak from a grease fitting for a valve on the gas export metering skid the leak was not detached by line F and G system so the process was shut down manually for Investigation found that the grease nipple was designed to vent gas to atmosphere if the inner O ring failed this prevents dropped pressure within the cavity. The seal has since been replaced.



Failure of lift machinery - Failure of two new chain blocks during overhaul of <...> (Main generator). Weather: Wind 215 deg, 45 knots. Wave height 6,7 metre. The first chain block failed during lifting a cylinder head (240kg) from a pallet down to engine room floor, this was the first lift done with this chain block. When cylinder head was lifted off the pallet and the service personnel let go the grip on the pulling chain the stopping mechanism did not work and subsequently the lift fell back onto the deck. (Approx. 0.3 metre). The chain block was taken out of service. The second event happened with a similar chain block, the chain block had been used to lift only 8 cylinder heads and 8 pistons + conerods (150kg). The locking mechanism suddenly stopped working as it should. Since all procedures and best practice was followed (stay clear of lifts, never stand underneath hanging loads etc.) the potential for a personal injury was assessed to be low. There was no equipment damaged either. After this incident all 24 chain blocks were taken out of service, awaiting further investigation ashore to determine the root cause for failing. All chain blocks were recently purchased and installed. All chain blocks are manufactured by <...> and model <...> SWL of 1 ton. The incidents were reported to the OIM (<...>) and during the subsequent investigation which took place during the weekend, it was revealed that it was also reportable to HSE. The incident will be further investigated under <...> DO - Fire / Explosion - Ramform Banff - 24/6/06 - Duty engineer discovered this minor flame during his round. He quickly closed the enclosure again and released the CO2. GPA sounded and personnel mustered. The situation was over before any heat of flame detector picked it up. The flame was very minor, but the operator acted correctly and took no chance. Turbine and process plant shut down. Fire on 'A' sea water lift pump drive end bearing assembly. A change in running tone of plant was heard by the Offshore Operations Engineer who was in his office located in the Accommodation module. Two Operations Technicians were requested to investigate the source of the unusual noise source and when checking the aft machinery space they identified that a localised fire had started on the 'A' sea water lift pump drive end bearing assembly. The Operations Technicians reported the localised fire to the control room, stopped 'A' sea water lift pump and used a portable fire extinguisher to apply foam to the bearing assembly. A manual general alarm was initiated and a muster was safely completed. The local fire team attended the aft machinery space to confirm that the fire had been extinguished prior to the muster being stood down. An investigation is currently underway to establish the cause of the fire. Cam from crane detached and fell 50ft to deck Whilst the deck crew were carrying out lifts from the 22m level to the upper deck, using the aft gantry crane, the cam on the longitudinal travel became detached and fell approximately 50ft to the deck. It narrowly missed one of the deck crew, who was standing approximately 2 ft away from where it hit the deck and then bounced onto an elevated hatch area some 3ft high. The cam weighs approximately 4kg. An incident investigation is underway. Dangerous Occurence -Potential to cause major injury. During routine testing of the Helideck fire foam monitors, the aft monitor appeared to be firing foam higher than the other monitors. The system was closed down to re-align the monitor. On close inspection of the foam monitor it was found that the monitor had parted and the top section had dropped overboard. An incident investigation is currently underway. Following advice from the local HSE Inspector, the incident was deemed reportable Electrical short circuit The FPSO's main calorifier package <...> is located in the Aft Machinery Space on the 22.7m Flat on approximately the vessels centre line between frame numbers 10 and 14. The package is a fully duty/ standby system its main components consists of : a heater, a flow pump ( Tag Ref. <...>) and a local control panel (<...>). The flow pump and heater are controlled and powered from the associated local control panel. The heater is a seven stage 3 phase unit. Local electrical protection for each of the 3 phase seven stage heaters are provided by groups of three "single pole" miniture circuit breakers (MCB's). Off/on control for the individual heater stages are by 3 phase contractors. A fault developed on two of the single pole MCB's associated with one of the individual MCB's. An incident investigation is currently being carried out to establish the cause of the failure. Hydrocarbon gas from cargo tank vent ignited. While trying to light the production flare, during the start up of the process plant due to a power loss, the flare gun cartridge ricocheted off the flare stack, fell towards the cargo tank vent and ignited the hydrocarbon gas from the vent. The weather conditions were good, visibility was good. The event was being monitored on the CCTV by the control room operators, who notified the marine cargo operator and OIM. The MCO responded quickly by isolating the vent header, and purged it with nitrogen, which immediately snubbed out the flame at 18.00. Subsequent discussions took place with <...> marine technical authority, who confirmed that there was no further potential danger. A detailed investigation has been initiated to identify the root cause and prevent recurrence.



<...> Fail Lift Mach <...> - During normal maintenance work the engine room gantry crane was to be used. The mechanci operating the crane noticed the hook block was sitting at an angle, investigating the reasons why further observer the main lifting wire was sheared. The crane in question is a <...> on the gantry which has a running trolley overhead, enabling forward to aft and port to starboard movement. The weather conditions were good vessel movement was low. The crane was previously used on <...> for transferring stores. No problems were noticed. At the time of the failure being identified there was no injury, damage to equipment or plant. On <...> a leak was discovered on the 10" NB TA condenser overboard line, on the inboard side of the ships side isolation valve, ultimately resulting in ingress of seawater to the engine room bilges. On attempting to close the shipside isolation valve, it was discovered that the leak rate was not diminishing, indicating failure of the valve internals. The offshore crew then attempted to stem the pipe leak using a pipe clamp and rubber sheeting as shown in the photographs. This was partially successfully and reduced the leakage to a more easily managed rate. The matter was brought to onshore attention on <...> and review of the repair options available was undertaken. As a result of a leak rate assessment, a task risk assessment and deviation permit being raised it was decided to attempt to split the outboard flange [between valve and shipside pipe overboard] under control, and insert a ship plate. This was attempted with no risk to personnel but only up to an insertion of approximately 80%. After further review, in so far as the leakage rate [estimated at 15m3/hour] had been reduced to c/a 4m3 /hr it was decided to insert a 6mm plate on the inboard side of the valve between the valve and damaged spool. This was carried out successfully on <...>. At present there is only minor leakage emanating from the outboard flange and all bilge controls and pumps are fully functioning [2 ejectors rated at 200 m3/hour and emergency bilge facility rated at DO - HCR - <...> - Normal operations in progress including Gas Lift, C gas reciprocating compressor tripped due to a low suction pressure. A check of the area failed to identify any issue with the compressor. During the re-priming of the compressor by introduction of gas with operators in attendance, as the pressure started to rise in the compressor at approx. 1 barg the operator heard pressure escape and looked up to see a gas leak at the 1st stage suction KO drum relief valve. The machine was isolated and an investigation commenced. Initial investigation has identified the leak to be from a fractured 10mm pilot line to the relief valve. There was a requirement for the essentail transfer of ta crew member from the standby vessel, <...> to the FPSO under compassionate grounds. This involved the use of a FROG (Personnel Transfer Capsule) which required the stand-by vessel to come stern first towards the FPSO to within approximately 20 metres of our starboard side, under the reach of our starboard crane which has a 25 metre jib length. The first stand-by vessel approach failed due to being unable to hold position, vessel re-aligned itself and manoved under crane, the FROG was then lowered onto a standby vessel aft deck to be disconected, but the vessel continued to move stern first towards <...> hull, making minor contact with hull plating in way of <...> water ballast tank at 11.04hrs. The weather conditions recorded on standby vessel at 11.27hrs were Wind 210 x 14knts, 1.5metres confused swell. Conditions recorded on FPSO at approx 11.15 were max. roll over previous 10 mins 2.2 deg down, max. heave was 2.5 metres. The compassionate then strappwed into FROG, vessel then approached again, crane pendant was re-connected and the FROG was hoisted off vessel onto FPSO without incident. Hydrocarbon Release - <...> - On <...> 2006 at around 14.27, during normal production operations, a technician entered the PUM (power utilities module) and observed diesel fuel leaking from one of out water injection engines which are <...>. The leak was evident from the 1 dia outlet pipework on the low press pipework on the low pressure fuel filter (duplex design), the leaking fuel was being directed down into the bilge space immediatly below. The technician informed the main control room by telephone, who then initiated a normal controlled stop which closes the fuel inlet solenoid valve and engine shuts down. It is difficult to accuratly determine duration due to PUM area being not normally manned. However the same technician had seperate cause to walk past the engine around11.00hrs and all was normal. Post leak, approx 50 litres of fluids were observed in bige suction area, the bilges were pumped around 08.00hrs that morning although not necessarily pumped dry. The 50 litres had therefore accumulated between 08.00hrs and say 14.40hrs, how much of this is due to the leak is dificult to quantify, based on a sample seperation test, and accumulated over time, we would estimate 25 litres. Also the bilge alarm system had not been activated, therefore no high levels had been detected. Inaddition, if the leak had been anything other than minor, the engine would have shown signs of fuel starvation. When removed, the outlet pipework was shown to have a 50% circumferential closed crack 56mm long around circumference. This occurance is reportable under riddor section 73, release of hydrocarbon. FPSO on passage noticed that the anchor had become slack in the hawse pipe. Crew were instructed to heave in and secure anchor, but worker failed to engage the clutch on the windlass before releasing the brake. Anchor and cable were lost overboard. Vessel reported loss of anchor, marked position and continued on passage.



OSI operations personnel carrying out preparatory work scopes for the reinstatement of the OSI Oil Export Hose required for the following day. Op's Tech found a damaged light fitting at the base of the aft crane pedestal (vessel port side) and on further investigation found that it had fallen from the aft crane upper access walkway. Ops Tech immediately reported his findings to the control room and requeste the Op's Supervisor and Electrical Technician come to the incident area. Electricican isolated lighting circuit power supply then completed checks on adjacent lighting to confirm security of mountings - prior to Op's techs installing temporary fall restraints to the remaining fittings. Fail Well - <...> Minor Kick- Inspector to review text and also check Incident type. - Following a drilling break the well was flow checked on trip tank. 2.7bbl gains was observed. Well was shut in to observe pressure which reached 60psi after 1 hour. Influx was circulated out using Driller's method. Mud weight weas increased to overbalance reservoir pressure by 200 psi in conformance with company policy. While circulating bottom's up prior to pumping cement to abandon the well, the gas level increase to 21.8% 250 strokes from bottom's up. The offshore drilling supervisor decided to close the annular BOP so that mud will be circulated through the Mud Gas Seperator. BOP were reopened 30 minutes later when the gas level had dropped to below 2% (measured after MGS). <...> of HSE was informed by phone on <...>, this is the follow up communication. Onboard <...>, at rig location <...> on Sunday <...>2006 at 11.00 hours. Whilst removing the port flare boom, a well test engineer (employed by <...>) was struck by the flare boom as it was lifted from the turnable base plate. The injured person was treated by the on board medic and then medivaced to <...>. An investigation team was mobilised on <...> consisting of<...> management representatives. On completion of investigation a full report will be published and made available to HSE. The hole had been drilled to TD of 642 feet, which required the elevators to land out on the master bushing, and the string had been raised one metre prior to taking an MWD survey. The elevators had been unlatched and kicked back about one foot. Pumps were running and the string was "vibrating", as is normal in top hole conditions, when one of the forward bushing fell one metre onto the rotary table. The secondary security device, a chain attached to the bushing, broke and failed to stop the bushing completely falling out. Bushing dimension 330mm x 130mm x 220mm, weight 22.36 kg. The TDS and block were checked for any other possible dropped objects and the back up elevators thoroughly inspected prior to be put into service and operations resuming. No injury to personnel. Investiagtion is ongoing. The assistant Crane Operator (ACO) shut down the Starboard crane (<...>) and peformed the normal shutdown procedure, crane boom oriented at the predetermined parking location, engine verified stopped, parking brakes set. The ACO was on the main deck and stated he heard a sharp crack then observed the crane boom descending at a controlled speed. The crane came to rest on the <...>. (No injury to personnel) Weather conditions: Wind speed 27kts, Visibility 10 nm, Sea HEight 3.0mtr. Investigation team consisting of 3 crane specialist and Rig Manager onboard conducting investigation. <...> <.. > of HSE was notified of initial shut in by phone on <...> This is follow-up paperwork. RIH with 6" clean-out BHA. Drilled out 7" liner shoe track (shoe at 15158' MD). Washed down to 15400' MD. Observed an increase in flow coinciding with an increase in gas reading (gas reading = 14.6%). Shut in well. Monitored pressure build up, SICP 310 psi. Circulated 140 bbls of 10.5 ppg mud via choke at 40 spm. DPP = 660 psi, CP = 0 psi. Shut in and monitored pressure. Pressure rose 140 psi over 30 min. Lined up on trip tank and bled off 70 psi via choke. Pressure increased back to 110 psi. Bled pressure to zero. Monitored well on trip tank with open choke. Well static. Opened well and monitored on trip tank. Well static. Washed and rotated to 19250. No downhole losses while circulating. Flow checked well. Well static. Pumped out of the hole from 19250' to 14287'. Flow checked. Well static. POOH from 14287' to 5041'. Flow checked. Well static. POOH to BHA and L/O same.



<..> - Shut in well <..> <..> of HSE was notified of initial shut in by phone on <...>. This is follow-up paperwork. 12-1/4" Section: Drilling ahead at 13861 ft. Observed an increase in pit. Flow checked the well. Well was flowing. Flow was brine with no associted gas. Shut well in on annular. SICP was 910 psi. Pumped down drill pipe to open float, observed SIDPP of 1110 psi. Calculated kill mud weight of 15.9 ppg. Weighted up system to 16.0 ppg. Circulated 16.0 ppg kill mud at 40 spm. Killed well. BOP opened. Reduced mud weight to 15.6 ppg. Could pump over 800 gpm without losses at this mud weight, suitable to drill ahead. Drilled section to TD at 14640’ MD. Prior to POOH, weighted up system to 16.2 ppg. Run 9-5/8” x 9-7/8” Casing:
 RIH with 9-7/8” casing from 637 ft to 2183 ft, filling every joint. Noted 6-8 bbls/hr gains or while running casing. Continued RIH’, stopping every 1000 ft to circulate and condition 16.2 ppg mud. At 3820 ft, flow checked well on trip tank. Observed 17.2 bbls gained over 30 minutes. Closed in well and monitored pressure. Pressure slowly increased to 52 psi over 30 min. Brine flow with no associated gas. RIH to 5030 ft. Circ and cond. 16.2 ppg mud. Flow checked well, well static. Continued RIH’, stopping every 1000 ft to circulate and condition 16.2 ppg mud. Gains ranged from 2.8 bbls/hr to 15 bbls/hr. At 11199’, well was static. RIH to 13480, took 50k weight. Washed casing down to 13817’. Unable to pass restriction at 13817’. Decided to POOH with 9-5/8” x 9-7/8” casing. 
 Wiper Trip: Tested BOPs. RIH with clean out assembly to 13698’. 50 bbls mud lost on trip in. Circulated at 500 gpm. Lost complete returns. Pumped 50 bbl LCM pill. While displacing LCM pill, observed 23 bbls gain after 128 bbls pumped. Shut in well on annular. SIDPP increased from 520 psi to 600 psi and SICP increased to 150 psi. Circulated through fully open choke. Pumped 296 bbls and spotted LCM pill. Opened annular. Monitored well on trip tank. 10 bbl gain over 30 min period. Brine flow with no associated gas. Circ and conditioned mud with no losses. Washed and reamed from 13698’ to 13883’. Tight spot from 13816’ to 13843’. No losses. Washed and reamed to bottom at 14640’ with no losses. Circ. and condition mud. Backream out of hole to 10000’. Well static. POOH.
 Run 9-5/8” x 9-7/8” Casing
 : M/U 9-5/8” shoe track. RIH with 9-7/8” csg to 515’ filling every joint. Run 10” casing to 801’ filling every joint. Run 9-7/8” csg to 2143’. Run 9-5/8” csg 4000’. Break circulation at 13-3/8” shoe. No losses. RIH with casing to 6426’ filling every 5 joints. Circulate bottoms up. Continue running casing to 10003’. Circulate and condition mud while reciprocating string. Lost 62 bbls. Continue running casing to bottom, filling every 10th joint. Shoe at 14611’. Total gains while running casing, 232 bbls. Brine flow with no associated gas. Circulate and condition mud. Cement casing with 740 bbls of 16.5 ppg slurry. Losses while pumping cement, 67 bbls. Displace cement. 18 bbls lost during displacement. Checked floats, no backflow. The incident occured at 23:00 on <...> 2006, while rotary drilling 12 1/4" hole at 10157ft the driller observed an increase in flow out of the well, he immediately picked up off bottom shut down the pumps and closed the well on the top pipe rams as per his standing instructions, the choke line was opened to observed well pressures. An influx of 45 to 50 barrels was taken from the well and the initial shut in pressures were - Shut in Drill pipe pressure 1680psi. Shut in Casing pressure 1640psi. At the time of this report well control operations are in progress. Wells Incident - <...> Well control event during displacement of the <...> well to packer fluid. Well had been drilled and slotted liner set. Well above slotted liner was displaced to 10.0 ppg NaCl brine to provide approx 200 psi overbalance on well bore during completion operations. Completion had been landed in well headand tubing hanger successfully tested. Well was to be circulated to packer fluid (Treated seawater at 8.5ppg) by pumping down the tubing taking returns view the WEG at the bottom of the tubing, past the unset packer and out of the annulus, with well pressure being controlled on the choke. Then circulation would continue to spot 6.7ppg base oil onto the tubing via the same circulating path with intention of leaving packer fluid in production annulus and to set the packer after setting a plug prong in wireline nipple below the packler. Well was circulated to 8.5ppg packer fluid, but not controlled on choke). On completion of circulation to packer fluid (before displacing to base oil) it was noted that the well was flowing. The well was shut in and circulated back to 10.0 brine as a first step in bring the well under control.



Supply vessel <...> working Port side of installation. At 12:19 hours the vessel had a momentary loss of station keeping and made contact with cord 'B' on the installations forward leg. Vessel asked to stand off outside the 500 mtr zone. Damage assessment revealed some paint marks o cord 'B' forward leg. No deformation of leg teeth or structural damage. At 02:50 on <...>, the deck crew on <...> was moving 5-1/2? drillpipe from the main deck and laying it out on the cantilever. While slewing the starboard aft crane back over the main deck to pick up the next bundle, one of the tag lines attached to the spreader pennants got hooked up on a pelican hook & sling assembly (which was laying outstretched on the cantilever deck), lifting the assembly off the deck. As the crane boom was slewed, the Crane Operator observed the assembly hanging from the tag line and stopped moving the boom. At this point, the pelican hook & sling assembly, weighing 31lb, came free and fell 41.5ft to the main deck, passing between the forward end of the cantilever and the infill deck. No-one injured or in vicinity and no damage to property. The sequence of events leading up to the incident was as follows: 1. Risk assessment conducted prior to commencing job. 2. Bundle of 5-1/2? drillpipe moved from main deck to cantilever deck. Two rope tag lines were in use, one per leg, to assist with controlling and landing load. 3. Bundle of drillpipe landed on cantilever pipe deck. 4. Spreader pennants unhooked from bundle of piipe. 5. Tag lines removed from spreader pennants and laid on deck. 6. Pelican hook & sling assemblies attached to spreaders. 7. Drillpipe boxed using pelican hooks. 8. Pelican hook assemblies removed from spreader pennants and laid out on deck. 9. ...................**SEE <...>** <...> was alongside the rig backloading Barite through a hose. The vessel lost power to its thrusters. This caused limited station keeping ability, decision by captain was to pull away from the rig immediately and in doing so parted the hose. No contact was made with the rig. Minimum loss of barite occured (<...> submitted). Wells Incident - <...> When drilling the 12 1/4" section at a depth of 9662ft through the base of the bunter sandstone, losses occured at a rate of 70 bbl/hr. Drilling ceased and the losses ceased also. Drilling then continued and the losses came back at +/- 20 bbl/hr. At 9728ft (reacjed on <...>) a flow check was done and the well tok influx of 6bbl. The BOP's were shut in. No pressure build up was seen. The well was opened up and allowed to flow, starting at 4.5 bbl/hr and reducing to 1 bbl/hr after 1 hr. The additional gain was 7 bbl. The well was circulated bottoms up and no gas was see. Drilling was continued with losses and gains with the BOP's being operated to control the well. No gas was seen during any time. A remedial cemenct job was performed to stop/minimise the losses and gains, which was successful and allowed the section to be drilled to it's designed depth of 12831ft (reachd on <...> at 15:00). Well Incident - <...> Flushing out wellhead when a sudden release of fluid caused the master bushing to lift out of position. Driller stopped pumps and closed the annular preventer. No personnel was on the drill floor at the time of the incident. Monitored well for 3 1/2 hours. Bled off pressure and opened annular. 200gr. hand wheel was found on top of the drillers cabin on the drill floor. The wheel was found to come from the PRS maintenance platform 40m above the drillers cabin. The wheel is stored on a bolt next to the winch for the maintenance platform. It is believed that an air hose rubbing against the handle caused it to come loose. Nobody observed the object dropping and nobody was injured. The other hand wheel in the derrick has been removed and the sister rig with the same equipment has been advised of the incident. Operation was drilling 12 1/4" hole at 7563' with 5 1/2" DP when flames were observed from the <...> slips in the rotary. <...> Oil Base mud was used too drill the well. The fire was extingiushed by use of a co2 extinguisher and cooled with water. Investigation revealed that the tool joint of DP had made contact with the top of the segments in the <...> slips because it was partly closed generating a grinding noise and heat which ignited the mud. The driller stopped the rotation and the fire was put out. Weather conditions were good. No persons injured.



<...> fail lift - <...> - the colied equipment was being rigged up on the drill floor. The <...> "pancake" flange (weight 1300kgs, approx 1 metre diam. and 200 metre depth) had been lifted to the "V" door but the crane was unhoocked and a tugger winch was attached to the sling to move the flange to the well centre. A single sling was used which had each eye shackled to one of the lifting eyes of the flange. The flange was lifted approx 2" off the deck when on the lifting eyes slipped out of its socket. One of the flange dropped to the deck. The job was stopped. A time out for safety was held. Replacement lifting eyes were obtained, screwed in tightly and the lift was completed sucessfully. No one was injuredand no equipment damaged. Upon inspection it was discovered that the lifting eye sockets in the flange were trapped with a UNC 7/8" thread. The eye bolt sinserted were already by <...>. It is not known when the eye bolts were inserted or who inserted them. All invoved parties are aware of the incident. The primary cause of the accident was a mismatch between a metric lifting eye being used in an imperial socket. It is probable that this was either installed by <...>, or at some other location offshore in the North Sea. It is unlikely to have been installed on the <...>. Secondary factors included a lack of certification for the lifting eye when the flange was supplied, and a failure of rig personnel to follow <...> procedures to only use certified lifting points. <...> have been advised to ensure that only certified lifting points are used in future. <...> were advised to ensure that all equipment fitted with lifting points is supplied with appropriate documentation to certify their use.



Well <...>. [ Note: Abridged version, please see <...> for full details.] <...> - 44bbl brine kick from the Hauptanhydrit/Plattendolomit at 3137m md / 3045 m tvd. SIDPP = 920 psi, SICP=1000 psi. - Influx confirmed as 11.4 ppg MgCl brine by Driller¡¦s Method circulation. 0.3% associated gas observed at bottoms up. - Perform circulating kill maintaining bottom hole pressure at 17.3 ppge. Difficult due to salt plugging of choke. - Increase in Drillpipe pressure observed suggesting supercharging. Bled back 450 bbls of fluid initially in 50bbls bleed backs to reduce supercharging. - Noble dispensation for delaying BOP re-test based on risk assessment <...> - Change of tactics from circulation kill to bullhead kill due to logistics limitations and instability of annulus when circulating conventionally. - Bullheaded 488 bbl @ 19.0 ppg. SICP and SIDPP zero, well opened up. - Drill 1m, well shut in due to aggressive back flow. Continued to bullhead & drill. - Bullheaded 900 bbl @ 17.5 ppg (13.3/8¡¨ shoe). SICP = 38 psi but increased to 288 psi. Shut down due to waiting on barite and mud. - Total fluid lost to formation 5300bbls during drilling and bullheading - Due to supercharging control bleed backs were conducted to reduce supercharging. Bled back 5800 bbl in 50bbls bleed backs monitoring for mud weight and gas. - Changed tactics to conventional kill as bullhead kill mud weight was requiring heavier and heavier weighted fluid on each occasion. Circulate well Drillers method with 17.5 ppg mud, maintaining constant bottom hole pressure with pressures dropping from 2100psi to 795psi as per well kill. -Immediate choke blockage; Within one minute casing pressure rose from 795 psi to 2306 psi. Formation breakdown below shoe, suggests clay stringer - Spotted Gel pill, squeezed below bit to treat Platten kick/loss zone - Continued circulation kill casing pressures decreased to 2050psi. Sudden increase in casing pressure to 2400psi. - Formation breakdown again Unable to kill well conventionally had to revert to bullhead kill method - Bullhead killed well with 19.2ppg mud During well kill changed from Lower pipe rams to Upper pipe rams due to leak <...> - Decision to pull back to the shoe, suspend the well with two barriers and inspect and re-test BOP¡¦s then run liner. Note: A cement plug was set and inflow tested at the shoe to aid stabilisation.



Wells Incident - <...>. During well kill operations the Lower pipe rams were observed to be leaking. The upper pipe rams were shut and utilised to complete the well kill. The decision was made to pull the BHA from 3150m to the shoe at 2310m, suspend, inspect and test the BOPs. The well was killed, the Rams were opened and the BHA was pulled to the shoe. Losses were encountered during the trip. The BHA was pulled to shoe where a gain was encountered. The well was shut on the annular as the upper rams were seen to pass. The well was bullhead killed once more and a cement plug was placed above the casing shoe at 2250m and left to set. After an inflow test the well was displaced to kill weight fluid. A retrievable packer was installed below the wellhead and pressure tested to 3500psi. The retrievable packer was configured to allow fluid monitoring and fill up directly below the packer. The fluid column below the packer was monitored continuously via the running string and standpipe with the capability of a well kill if pressure was encountered. No pressure increase or decrease was observed during the entire inspection and testing of the BOPs. Changed out Upper, lower and Annular rubber goods and retested to 3500psi against the packer. Retested Choke system to 3500psi. Unseated packer, laid out and flow checked well ? static. POOH with BHA. Due to instability of the hole it was decided that the 9 5/8? liner and tie back would be run and cemented. Process control: - Detailed drilling programme, Written work instructions and Noble work procedures and RA?s. - Management of Change Amendments. Wells Incident - <...> .The BOPs were activated on the <...> due to the well flowing. The well was bullhead killed and a cement squeeze was conducted on the 9 5/8? shoe. The shoe was drilled out with 17.3ppg kill weight mud and inflow tested with 15ppg mud. Operations: The 9 5/8? liner had been set and cemented in the <...>, the liner top packer and liner were inflow tested successfully. The tie back casing was run and cemented. The BOPs and casing were tested to 5500psi prior to drilling out the shoe. The well was displaced to 14ppg mud weight and the shoe track was drilled. Hard cement was encountered. The shoe was drilled and 3m of new formation. The well was flow checked and observed as static. The BHA was pulled to surface, again the well was observed as static. While laying out the BHA the well was observed as flowing at approximately 10bbls/hr. The well was shut in and pressures built to 1770psi over 30 minutes. The pressure equated to 17.4ppge pore pressure. Indications were that the cement at the shoe had passed and allowed the ingress of the brine kick from the Plattendolomit. The well was bullhead killed and the BOPs were opened. A clean out BHA was run to 2970m, during the run in the hole 105bbls of fluid were lost. The well was shut in again as a 15bbl/hr gain was observed. The shoe was squeezed with 100bbls of 18ppg slurry in an attempt to isolate the Plattendolomit. The cement was drilled out with 17.5ppg mud. The well was observed as static. The well was then displaced to 15ppg mud under controlled conditions and successfully inflow tested for 1 hour. The well was then displaced to 15.5ppg to provide a trip margin and again the well was flow checked static. The clean out BHA was pulled out of hole and a drilling assembly was picked up to drill 8 ½? Hole section. The shoe has been tested to 17.5ppge mud weight equivalent and inflow tested with 15ppg mud weight, this will provide an adequate shoe strength to drill the 8 ½? section. The casing and BOPs have been pressure tested to 5500psi which is required for the production phase of the well. Pipe cutting at deck level with cutting torch. Storage place below deck level was covered with blankets. One welder and one fire watcher on location. After cutting pipe both welder and fire watcher left location. A piece a hot metal fell inside the blanket and smouldered a plastic container. Fire watcher should have stayed at location as per <...> procedures. Both employees did not follow procedures.



Well Incident - <...> During a well test build up, a wireline tool got stuck in the DST string and the wire was parted at surface. As it was not possible to retrieve the wire and fish, the well was killed with 10.5 ppg brine (reservoir pressure is 9.9 ppg EMW, taken from RCI measurements). The DST string was pulled out +/- 100m to the top of the wireline. The wireline was spooled out. At the end of the spooling operations, the annulus started flowing at 7 bbls/hr. The well was closed in and the following pressure was noted: SIAP: 190 psi SIDPP, 0 psi. The well was circulated to 10.5 ppg brine. During circulation, no gas was observed through the choke manifold or degasser. Final pressures were bled off and the well opened. A flow check was held which was negative. Operations were resumed. <...> dropped V door <...> DO - At 20.30 on<...>, a joint of drill pipr was raised to the drill floor and inserted into the rotary table. This was being done to check the aligment of our top drive system. At the time of the incident, the ramp from the cantilever deck to the rigging floor and been removed and new handrails were being installed on this deck. The was left off, to allow access to assist in this. The joint of pipe was transferred to the rig floor by crane, then hoisted to the floor by airhoist by the drill crew, and lowered to the rotary. The door to the rig floor is a split unit, with each sidesliding into tracks on each side of the enterance. Only the port side was opened to transfer the pipe. After the pipe had been lowered into the rotary tableteh starboard side of the door fell outward, between the rig floor and the deckbelow and into the water. The door glanced off the cantilever deck handrail as it passed, but no damage was caused. At this time our investigation is still ongoing. Good weather during this operation and was not a factor. Wells incident - Well No.<...> An expandable liner had been set to cover the area from 4944 metres to 5393 metres. Internal string volume squeezed while pumping the dart. Liner seals consist of elastomer seals in the 9-7/8" casing and 3 elastomer seals in the 8-3/4" open hole. The 8-3/4" hole was drilled with 2.08 sg mud weight, then displaced to 2.12 sg mud for trip margin. After the liner was set and expanded, the mud weight was reduced to 1.86 sg to inflow test the elastomer seals. Top seal confirmed good against 9-7/8" casing. While drilling out the shoe an influx was experienced. Well was shut in with 1260 psi casing pressure and 1200 psi drill pipe pressure = equiv. to 2.02 sg mud weight. Pit gain recorded = 3.1 m3. Driller's method used to circulate out the influx, maintaining 2.06 sg emw bottom hole pressure. Well was then reopened, flow checking well, well flowing 270 L/hour. Circulating with the well pen 5-10% back ground gas. Well turned over to 2.12 sg mud. Well confirmed stable with 2.12 sg mud. Background information: Herring gas anomaly - depth 4499 metres - fp <2.05sg Plenuss Marl - depth 5097 metres - losses at 2.16 sg emw <...> gas zone depth 5248 metres - fp = +/- 2.10 sg <...> Failure of Lifting Machinery - While off-loading casing from <...> using Port Mid Crane that was Hoist Block the Auxiliary Hoist cable that was not is use faliled causing the Auxiliary Hoist Ball to fall from Crane Boom to deck of <...>. (No injuries to personnel Reported.) All crane operations on the installation were halted and all Limit Switches were checked and verified to be functional on all cranes. Investigation is on-going with immediate cause of the incident. Well <...> minor kick- <...> While milling a window in the 9 5/8" casing losses were encountered (initially at a rate of 200bph at 650gpm and with a mud weight of 15.4 ppg). The string was picked up off bottom and the flowrate reduced in an attempt reduce the loss rate. At one stage, returns were lost completely although the fluid level in the annulus did not drop. In an attempt to cure losses, LCM was added to the active mud system and circulated to the well- the mud weight was also seen to drop to 15.2ppg. During this circulation, a flow was observed from the well and the mud was weighed up and conditioned to 15.3ppg in an attempt to hold back the brine flow- this was not sufficient. As a result of the flow, the well was shut in on the annular preventer so that the equivalent mud weight could be calculated. The mud was weighed up to 16.0ppg and once there was circulated round, the well was found to be stable with no signs of losses. No further functioning of the annular was required



Well <...>. While drilling ahead with a 17 1/2" BHA in the <...> formation, the drillstring became stuck. The drilling fluid system at the time was a 9.68ppg Potassium Polymer Mud. With the stuck point above the jar, it appeared that the drillstring was differentially stuck and in an effort to free the drillstring, the hole was displaced to seawater. The string became free with an overpull of 550klbs. The well was flow-checked and found to be static so drilling re-commenced with a seawater drilling fluid system. After drilling a further 20ft, an increase in flow was observed and the well was established to be flowing at a rate of 14bbls/hr. As a precaution, the well was shut-in on the annular preventer and pressure build-up monitored. The maximum SIDPP recorded was 64psi, and the maximum SICP recorded was 23psi. These pressures suggested that the influx was brine but as a precaution, a bottoms-up circulation was carried out over the manual choke. No gas was observed thus confirming that the influx was indeed brine. A further circulation was carried out over an open well before a flow-check confirmed that the well was no longer flowing. There have been no furthur instances of flows from the well and no further functioning of the annular was required. <...> - One of eight crosby swivels hoist rings failed. During the <...> a construction rigger noticed that one of eight crosby swivels hoist rings used to support a 24" water injection line had failed. The failure occurred under static conditions. The line was being supported whilst other downstream spools were being fitted. Prior to this static load arrangement, this swivel had been used to cross haul three pipe spools into location, the weights crossed hauled were 927kg, 1349kg, and 1688kg. Initial examination identifies material defect leading to fracture failure. Review of the loads carried indicates it was operating within it's SWL. Area quarantined, and additional rigging installed. Further utilisation of crosby swivel hoist rings suspended. Investigation commenced. DO - Dropped Object - <...> - Approx. 2tonne metal end plate from the <...> pre-heater had previously been removed and suspended from a block and monkey. As a result of the adverse weather conditions the end plate was found to be rolling freely along the H-beam striking the bolts protruding from the open pre-heater shell at one end and a temporary scaffold storage shelving unit at the other. The nuts (each weighing 5.7kg) that had been removed from the pre-heater and that had been previously stored on the scaffolding shelves along with some tools, had been knocked off, some had landed on the mezz deck level next to the scaffolding and others had fallen to the main deck 20ft below. The weather at the time was: wind direction 27 degs, wind speed 30-35 knots, sea state 3.5-4.5 metres. There were no personnel in the immediate vicinity at the time and there were no injuries sustained. <...> separator at mezzanine level, central process area. Hydrocarbon release due to failed seals on main fuel gas regulator valve. Operation ongoing was the start up of 'A' <...> generator. 27 seconds after the unit start initiation the General Alarm sounded due to 2 low level gas heads external to the enclosure activated. The fuel gas and start propane were isolated. The area was then checked out by the emergency response team in BA with a gas meter and found to be clear. However, a small quantity of condensate was observed on the floor of the enclosure. 'A' <...> generator was left mechanically isolated. Integrity testing with N2 was conducted to determine the lead and the required remedial repairs. The main fuel gas regulator valve was removed and the <...> seals were found to have failed and leaked. New seals have been fitted and the fuel gas regulator replaced. Further N2 testing has been completed successfully to prove the repair. Hydrocarbon leak in <…> Turbine Enclosure. Duration of leak -45 minutes. Weather conditions - Wind speed 20 m/s Direction 165o. No ignition occurred. As only low LEL detected only the affected unit was shut down and blown down. Leak of diesel oil in <...> gas turbine generator. During a routine watchkeeping inspection an accumulation of fuel oil was observed within the machine enclosure of <...> gas turbine generator drive <...<. The machine was immediately stopped and the fuel supply isolated. Approximately 650 litres of diesel oil was drained from the enclosure bund. Investigation as to the source of leakage is ongoing. Release of petrol hydrocarbon The test riser system 10m flexi jumper spool ID ... was surveyed and found to be passing oil/produced water through an existing failure point. The spool was isolated on the seabed and topside, but appears that the subsea isolation valve began to pass.The hydrocarbon flowpath closest to the subsea isolation valve was changed and the leak stopped. This spool is to be changed out in the next 48 hours as part of a planned dive workscope on <...>



Release of dangerous substances An accumulation of fuel oil was observed within the, <...> gas turbine generator drive <...>, machine enclosure. The machine was immediately stopped and the fuel supply isolated. Approximately 600 Litres of diesel oil was drained from the enclosure bund. No fuel was released to the environment. The engine had been operational running on diesel fuel. Fixtures and fittings were checked and secured. Production operators instructed to increase the internal inspection frequency. Maintenance routine to be reviewed regarding fixtures and fitting Ongoing preparation of back load items for supply boat due that evening. Deck foreman was on the pigging roof when he noticed an object lying on top of one of the nitrogen gas quads stored on top of the AOT skid lay down area. Deck foreman called to his colleague (deck crew member) to check quad to identify what the item was. On closer inspection it was noted that the item was a 1.3m x 15cm piece of cable tray weighing 1.2 kg. An inspection on the upper levels of the derrick, which is situated adjacent to the AOT skid was carried out. On close inspection of the 40ft level, forward end, and area where the cable tray may have been sighted and noticed. NB the actual fall distance from the 40ft level to the AOT skid is 30ft. The whole area was inspected and where problem areas identified remedial action was taken. Release of hydrocarbon from <...>gas lift line. The duty Production Technician noticed a small ice build up on the <...> gas lift line at the methanol injection point. Technician immediately notified the Production supervisor. Gas lift line was immediately isolated and vented to flare. (3/4 nominal bore <...> at valve <...>). Leak point was inspected and joint at <...> was remade and service tested and system put back into operation. Area open module. Weather - wind 200deg, 26 knots, sea 3.5 mtrs, vis. 10+ miles. Gas release from compressor A. During night shift a job was being prepared on the oil metering skid when the production technician heard an intermittent pressure release noise from the vicinity of gas compressor A. Further investigations established the noise to the PSV gantry above the FWD end of the gas compressor skid. Small clouds of gas could be seen intermittently escaping from gas compressor A 3rd stage discharge PSV pilot valve assembly. CCR informed of findings and gas compressor shutdown, vented, nitrogen purged and preparations made to isolate the machine. Gas release from compressor A. Whilst the trainee production operator was line walking the test separator and associated pipework, he noticed gas venting to atmosphere from gas compressor 'A' 3rd stage discharge, <...> pilot vale assembly. CCR informed of findings and gas compressor shutdown, vented, nitrogen purged and preparations made to isolate the machine. Hydrocarbon release from 1st stage separator. <...> had been in construction shutdown mode as of <...>. All process systems had been flushed, drained and N2 purged. On the evening of <...> construction works commenced on the 1st stage separator to change out level transmitters and associated pipework. This work was continued over into the dayshift of <...>. The dayshift work leader called from the site to report that vapour could be seen coming from an open end of a newly fitted line. Worksite permit was withdrawn and blinds fitted to open ended pipework. A nitrogen purge was then set up from gas compressor ? B/ LP condensate pump discharge line through to the 1st stage separator. An open 2? line from the bottom of the 1st stage had not been blinded and as the nitrogen pressure increased (1 bar) then hydrocarbons spilt from the line. Fwd trim of the rig requested, drain lines from the 1st stage separator opened and nitrogen pressure blown down to minimise spill volumes. 2" 300 rated blind flange sourced and fitted to open ended pipework and leak stopped. Containment and clean up operations commenced. Oil leak from hydro cyclone. Production steady at 8400 barrels/day oil production, B compressor i/c and steady, water injection 2 pumps i/c and steady. During routine plant patrol an operator noticed oily water leaking from hydro cyclone door. He contacted CCR and the production plant was shutdown. The hydro cyclone was isolated and new gasket fitted. Production was re started approx 12 hours later. An incident investigation has been completed. <...> from gas compressor A? Whilst the Production Operator was conducting his normal plant patrol and checks, he noticed gas venting to atmosphere from gas compressor A? 3rd stage discharge PSV - <...> pilot valve assembly. CCR informed of findings and gas compressor was immediately shutdown, vented, nitrogen purged & preparations made to isolate the machine. Incident investigation commenced to determine root cause of failure. Gas release <...>. The A compressor had just been prepared for start up following repair work. Just after the compressor had started and prior to the contractor coming on line the production operator noticed the gas release on the mezz level near the PSVs. He confirmed gas venting to atmosphere from gas compressor A 3rd stage discharge <...>. CCR was informed of findings and gas compressor was shutdown immediately, vented, nitrogen purged & preparations made to isolate the machine. Incident investigation has commenced.



Crane Failure- Normal Production Operations- 9200 bpd oil, One HP Reciprocating Gas Compressors on line & 2 water injection pumps on line and steady. Weather at time: Wind 8kn @ 100 deg. Wave height 0.5m, Visability and temp 17 deg C. The starboard crane was working the supply vessel with a load at approx 1 metre above the boat when loss of hydraulics occurred. The load was automatically held in position with the brake. The load was returned to the boat deck by lowering the hoist, where the load was disconnected. The crane was returned to rest position and an investigation into the reason for failure commenced. Investigation ongoing at this time. Release of Petroleum Hydrocarbon Normal production operations: 6500bpd oil & B reciprocating gas compressor online. 23 knot wind, relative direction 237 degrees. Sea state 2m, visibility 8n miles. During the production operator's first tour of the production plant, he noticed a smell of gas around the gas dehydration skid. While trying to source the origin of the leak he noticed a small ice ball on the B compressor 2nd stage cooler dome and flange with a small of gas coming from a section approximately 6cm along the flange. The operator informed the CCR and shutdown the compressor. The compressor was depressurised and area made safe. No fixed gas defection during release. <...> - Pinhole leak observed on line 2" - <...> where it connects to the bulk separator manifold. This 2" line is fully welded from the PW degasser oil reject pumps running aft to the production manifold. CCR was informed and production was shutdown. The production manifold was drained, flushed N2 purged and isolated to allow weld repairs. Incident investigation has commenced. <...> - Release of Petroleum Hydrocarbon
 <…> PIT 08253 for 3rd stage recycle valve P<…>. as compressor tripped with simultaneous activation of single acoustic gas detector. Fitting and impulse line replaced. 'A' Gas Compressor. Small bore gas release from instrument fitting at 2nd stage suction sample point. Gas compressor to be reinstated. Instrument fitting 12mm. Press approx 27 bar to atmos. Release duration, 5min. Sea state: Moderate. WInd 25 knots, direction WSW. Steady production was ongoing at the time of the incident. Outside operator noted produced water leak from insulated section of pipework at water returns to 1st stage separator. Section of pipework was isolated for further investigation/temporary repair. Approx 100ltr loss of water to seperation bunding below and into open drains system. No loss outwith bunding. Hole size approx 2mm operating presure 13bar leak duration approx 120mins. B Gas Compressor small bore gas release from instrument fitting at 2nd stage suction scruber level tranmitter drain point. Gas compressor shutdown for approx 30 mins for fitting to be replaced. Instrument fitting gap 1mm. Press approx 20 bar to atmos. Release duration 15 - 20 min appox. Estimated release approx 0.2kg. Weather - sea state: Moderate. Winf 25 knots, direction SE. B gas compressor was being returned to service after a planned maintenance stop to replace piston rod packages. The distance piece located between the crankoase and the cylinder has a normally closesd drain at the bottom. As the compressor was pressed up in prep for a start the gas leaking across the packing was greater than expected. The gas issuing from the drain activated the fixed gas detection shutting down the plant. The drain was 12.5mm bore, press 6.2 bar to atmos, duration 5 mins, estimated gas released 3.1kg. Weather: sea state - Calm. Wind: 3 knots, direction SSW. <...> Condensate Hydrocarbon Release <...> - Steady production, calm sea light winds. A mixture of water and condensate issued from the common vent it is located on the top of the turret housing and showered down onto the process deck level 80 feet below. A person working on the forward laydown area was splashed by the mixture. He was immeddiately sent to shower and change. A proposal for a second drain has been requested, this would prevent a reoccurance of such as incident by allowing trapped liquids to drain more freely. The vent runs along the whole process deck and only has one drain. Estimated deluge 50ltrs liquid. Person concerned: <...> SP - Hydrocarbon Release - <...>- A mixture of water and condensate had collected in the atmospheric vent header due to a partially blocked drian. A gas turbine tripped and vented its fuel pressure into the header as designed. The header expelled the fluid from the atmospheric vent header and it dispersed downwind sprying tree men working in the vicinity. The open end of the vent header is located at the top of the turret at the bow of the vessel. There were no injuries and no gas was detected by fire and gas systems.' Condensation release from common vent header due to condensation that had formed in the header being pushed out by vent pressure from the turbine when it trips. Caused by design fault in system, and operating outside design limits. 4 incidents (COIN case numbers <...>) all related to the same design fault. Release of petroleum hydrocarbon on an offshore installation.



Steady production was ongoing, when the CRO noted that level control had become problematic on the dehydration unit. He instructed an outside operator to check the dehydration skid who reported that TEG was leaking from a 1" pipeline to flash drum. Gas comps stopped immediately. Investigation revealed it to be a rich TEG line that had failed due to external corrosion. Probable cause is that salt water had become trapped in the lagging between the pipe and cladding. As the temp here is approx. 80 degrees C it offers ideal conditions for acute corrosion. Estimate loss glycol 25 litres. Weather moderate - wind 33k. An 18m length of 350mm dia exhaust ducting from a machine diesel generator collapsed due to the failure of five steel remianing straps. Cause of failure unkown but probably metal fatigue due to vibration. The ducting dropped approximately 1 metre and came to rest 3 meters above deck supported by its end connections. The diesel generator was running at the time of the incident and there were no personnel in the vicinity when the ducting collapsed. Investigation in progress. All similar exhaust ducting has had close visual inspection and MPI checks for cracks. ADMIN NOTE: This is an abbreviated summary for full details see file. Travelling assembly was lowered approx 40ft from the monkey board level when the STP thought that something was amiss with the way the compensator hose bundle was hanging. The AD was asked to look up at the hose bundle to see if he thought there was something wrong. They agreed it didn't look like there was a problem but to make sure it was decided to lower the assembly very slowly. The travelling assembly was lowered slowly, a foot or so, a shout was heard from the upper racking arm cab to stop. The STP then heard a bang and something landed on the drill floor in front of the drawworks. This was the shackle. The STP checked that all personnel were ok and no one was injured. It was suggested that the travelling assembly be rasied slowly to try and take the strain off the hose in question. The STP asked the personnel on the drill floor to stay clear. He raised it a couple of feet and then heard a second less louder bang, this was the piece of bracket and shackle falling to the drill floor. From the information gathered and by visual means the cause of the incident is the entanglement of the compensator hoses around the HP air manifold. This in turn caused a failure of the restraining bracket and shackle. (This will be confirmed once a close inspection is possible) In order to reduce the risk of this occuring again in the future modifications will be considered to the present arrangement. At the time of the incident a routine lifting operation was to be conducted using the port crane whipline. An empty container was to be moved from the port maindeck to the stbd maindeck via the catwalk. The lift had been picked up clear from the maindeck and lowered to the catwalk area. At approximately 10' from the deck level, the lift lowered in an uncontrolled manner. There were no injuries as the area was cleared for the lifting operation, the crane was not damaged nor was there any damage to associated lifting equipment. The weather conditions at the time were very good wind - 241 deg x 20k Sea - 220deg x 4' x 6 sec roll 0.3 deg pitch 0.3 deg heave 1.0 ft The crane involved is a hydraulic <...> type <...> Once the incident had been stabilised a full inspection of the equipment was carried out by the onboard technical dept. An independent third party inspection has been completed and concluded inadvertent activation of the constant tension device. The incident had been discussed and will continue to be discussed at all safety meetings ,all welcome onboard meetings, all pre-shift meetings and included as a subject in tool box talks for a minimum of 6 weeks. This will allow all crews to be made aware of the incident. A modified guard will be fitted to the constant tension pedal and local operating procedures will be revised to reflect learnings and modifications. Working was on going in the moon pool/ cellar deck preparing the BOP for use. Man riding operations were taking place with one person in the riding belt, and one driving the winch. Without any warning a spanner fell from a beam above the winch driver, struck him a glancing blow on the left forearm, and dropped to the deck. The spanner weighed approx 2kgs, and fell approximately 20 feet. The winch driver reported to the medic with a bruised forearm and grazing. He went back to work within 20 minutes. Operations were suspended until the area had been checked for any further loose items overhead in the area.



Wells Incident - Well <...> On the <...> at 15:00 hours the well took a 17 ppg brine kick at 10348ft while drilling 12 1/4" hole. The well was shut in. SIDPP 100psi; SICP 1090 psi. A 5 bbl gain had been taken. The influx was circulated to surface using the driller's method and identified as brine. 4 days were spent attempting to bleed brine from the host formation with a view to reducing its pressure and drilling ahead. This was unsuccessful. The MW was raised to 17.5ppg. The drilling assembly was recovered and a 9 5/8" liner run and cemented on the <...>. Full returns were observed over the last 200bbis of cement displacement- leading to an estimated TOC 400ft below the 13 3/8" shoe at 8555ft. The liner top packer was successfully set. The wall was displaced to 11.5ppg LTOBM and the liner top packer inflow tested. The 9 5/8" liner and liner top packer were then pressure tested to 4,000psl (over 11.5ppg). The 9 5/8" liner and liner top packer inflow tested. The 9 5/8" shoe track was drilled out on <...> and the flow check confirmed to be static. The drilling of the 8 1/2"hole section followed. Dropped Object. The rig was in the process of carrying out wire lining at the end of the drilling operation. A problem had occurred with the equipment tools assembled on the wire line and the assembly was pulled to the drill floor. The assembly was transferred from the wire line onto a tugger line in order that the equipment could be raised or lowered easily at the request of the <...> operators during fault finding measures. The <...> operator requested the <...> winch operator to make an adjustment on the height of the tool which was suspended above the deck by about 5 feet. As the winch operator took the brake off the air winch, the tool load began to freefall to the deck. The operator witnessing what had happened immediately applied the brake to the air winch. By this time though the tool assembly had hit the deck with a bump. The tool never fell over as the operator had managed to get the manual brake back on again very quickly when he realised what was happening. The tugger (<...>) was immediately quarantined and taken out of service, in order that a mechanical investigation could be carried out. No personnel were injured. Dry weather, 15k. whilst drilling at the <...>, 2 bolts holding a retaining plate on the elevators sheared and the retaining plate fell to the drill floor. The plate weighed 2.4kg. fell from a height approx at monkey board level. (30 metres) It landed about 3.66m away from the rotary table, between the starboard "V" door tugger winch and the wind wall. At the time the plate fell there were 2 roughnecks on the drill floor, one was working on the outboard side of the iron roughneck and the second was working at a bench at the port side of the drill floor close to the windwall near the doghouse. Weather at the time of the incident was very good with wind speeds less than 15knots and sea state slight. Roll pitch & heave were all less than 1.5 degrees. The drill string at this time was vibrating more than normal due to hole conditions and formation. AFC Tool broke and dropped approximately 30 feet to the drill floor. weighed approximately 15 kilos. Whilst running 7" liner the crane operator was lifting liner with the knuckle boom crane magnet yoke. He had lifted two joints from the end of the row and had parked in a position above and to port of the catwalk to give the drill floor time to move the remaining joint on the catwalk. He had held this position for approximately 30 minutes when without warning one joint dropped off the magnet assembly and fell about 40 feet onto the liner stow on the port pipe deck. The crane operator proceeded to land the remaining joint on the stow but when about 2-3 feet above position the remaining joint also dropped off. All indications on the crane were normal with no fault indications or alarms anywhere. The magnet assembly has since been changed out and operations continue with hook assembly and no further problems encountered. When running 7" liner we were having considerable difficulty getting downhole because of obstructions thus requiring the installation of a FAC tool to fill the liner and circulate when required. The driller having got stuck backed out to a position where he could stab the FAC tool into the liner to circulate. When lowering the FAC tool on the TDS the tool got caught on the rim of the liner which had a protective cover. The weight of landing on the liner resulted in the connection between the cup testing mandril and the cross over to the TDS to be damaged so that when the driller took the weight off the cup testing mandrill it fell out of the cross over and onto the starboard deck 30 feet below. The weight of the mandrill was between 15-20 kgs. While pulling out of the hole with <...> coil tubing the coil parted at the gooseneck. One end was secured in the injector head but the other end fell about 50 feet towards the drill floor and hung up on 2 feet off the drill floor. A time out for safety was called and the area made safe. Checks were made to ensure that the well was secure. The coil end of the tubing was secured and a check on the wall end which was found to be secure in the injector head. Toolbox talks were held and a risk assessment carried out to ensure that the recovery of the coil tubing was carried out safely. A sample of the tubing from either side of the fracture were taken for analysis. the weather at the time was good and not a contributing factor.



Dropped object - During a well completion a 10 ton winch tugger wire came into contact with a bolt clamp on the Top Drive when the Top Drive was descending and approximately 15 metres from the drill floor. This caused the bolt clamp to break off and it fell 28 metres down to the main deck near the welding shop. The bolt clamp weighed 2 kilos. The 10 ton tugger was in the parked position. There was no one injured but the main deck is frequented by persons and this could have resulted in injury. <...> topside had been successfully N2/He re-instatement tested after completing planned breaking containment activities during annual shutdown. During the shutdown, the <...> drilling rig had been positioned above <...>, to drill <...>. After completing N2 testing, <...> well was opened up to pressureise the topside & pipeline to the <...>, in order to test the integrity of the pipeline Riser valve at the <...> end. The leak rate through the riser valve was found to be excessive & the <...> well closed again, pending investigation, leaving the <...> topside pressurised(production hold). Approx 8 hours later, the <...> detected a gas release, via the acoustic detection in place for <...>. This was reported to the <...> and the <...> control room. <...> initiated TPS to isolate topside from wells & pipeline. Topside depressurised to atmospheric via leak source. Intervention team mobilised following day to commence an investigation. Lift Machinery Failure - The operation was using a catwalk tugger on the pipe deck to assist pulling a bottom hole assembly from the rig floor to the catwalk. On running the catwalk tugger (<...>), back to the rig floor the cylinder head failed and fractured. The operator was not injured. The mechanic was called to the scene, where it was found the tugger had iced up. Weather condition - snowing. Wind speed was 25 knots from easterly direction. Sea height was 6-8 feet, pitch was 0.4 degrees and roll was 0.4 degrees. DO - Dropped Object - <...> - The rig operation was running 13 and 3/8 edge casing. Excessive load applied to the swivel on a set of single joint elevators resulting in the swivel parting. These in turn attached to two 5 tonne slings extending from the bails hanging below 500 tonne elevators. This arrangement is used to pick the single joint of casing from v door to stab into the string at the rotary table. Once completed the 500 tonne elevators are lowered and connected to the casing string. On this occasion the driller had a lapse in concentration, he raised the drawworks rather than lowering the drawworks. Therefore taking weight on the single joint pick ups, which in turn parted at the swivel bolt between hanging assembly. The single joint elevators and the lower bridle assembly slid down the joint casing approx. 40 feet to the next coupling approx. 5 feet from the rotary table. The swivel bolt head that failed was not found after the incident. This is estimated to weigh 1 oz and would have fell approx. 46 feet to the rig floor. Weather conditions at the time were cloudy, wind speed was 18-20 knots NW. Pitch was 0.2 degrees, roll was 0.2 degrees, sea height was 3-5 feet, heave was 1 foot / 10 sec. Dropped Object - <...> - A piece of angle iron 19cm long (1 kilo in weight) fell 15 feet to the rig floor from a H beam in the derrick. The angle iron had been used as a spacer to secure a stool in place with a clamp. The stool had been used for hanging a sheaves for running a third party geolo graph wire. The other two pieces of equipment were found after the angle iron fell to the floor. There were no personnel in the area on the rig floor at the time. The object was observed to land on the rig floor from the doghouse by the driller. The rig had been drilling and was about to carry out a connection. Weather wind 290 x 20 knts, pitch 1 deg, roll 2 deg and heave 0.3 metres. DO - Dropped Object - <...>- One of four rubber stops fell from a height of 33' 9" from the lower racker frame work in the derrick. The stop weighed 1.33 kilos and was the outboard after one of the four. The stop was 2 bolts holding it in place top and bottom. There is a crack in the rubber between the 2 holes in the rubber where the bolts pass through. Operations on rig floor, shift change had just taken place. A prejob meeting was being held in the doghouse prior to running in hole with BOP test tool. The rubber was seen to fall to the rig floor as the crew went out onto the floor to commence work. The crew were clear of the area as they were by rotary. Weather: Wind 165 deg 12 knots. Sea: 170 deg 1 metre. Clear night. DO - Dropped Object - <…> - 100 gram steel spacer fell 30 feet to the rig floor from the top drive unit. DO - Dropped Object - <...>- No personnel were hurt during this incident. 30" cart running tool had been taken out of its basket and transferred by crane to be placed in the Aft Set Back on the Rig Floor. This tool was stood on its end, its height being approx. 7ft. The running tool has a circular end with quadrantial location pins. The pins are secured by screwing them onto a retaining bolt and locking them off with a split pin. One of these pins fell approx. 6ft, striking the rig floor. The weight of the pin was approx. 3.25kg. No personnel had worked on this tool and prior to the incident. Upon visual examination the retaining split pin looked to be engaged. Upon investigation the split was not locked off on the retaining bolt and the pin had backed off the threaded bolt (please see associated photographs). This information has been passed to the client - <...> to raise non-conformance with vendor on shore (<...>).



DO - Dropped Object - <...>- Container being unloaded and backloaded outside <...>. The container was hooked onto the stbd crane throughout the operation. This was a blind lift. Whilst commencing to backload the container, container was picked up by the starboard crane. Two men were in the container at this time. As the container was lifted the first man jumped out clear of the container when it was 3ft off the deck. The second man at back container remained inside. Container continued to be lifted until it was approximately 6-8ft off the deck when the open container door hung up under the deck above causing the door to be pulled off its hinges. Due to the stored energy the container ascended upwards to a height of 12ft. Container then lowered to deck letting man out. No persons hurt during incident. DO - Failure Of Equipment - <...> - Starboard crane backloading half height of cardboard, weight 2-3 tons, to port midship of supply boat <...>. The half height was near the ships deck when the corner of the half height went under a gap in the vessels crash barrier. The crane driver tried to payout the crane line to lower the load but the crane did not respond. One leg of the four legged bridle on the half height snapped due to the movement of the boat. The half height became free of the barrier and was landed on the deck of the supply boat using the boom. After about 5-6 minutes the crane line began working again. The crane had lifted five lifts from the boat and this was the first lift down to the vessel. No injuries were sustained by anyone or damage to the supply boat. Weather fine and clear wind 15 knots direction 160 deg pitch 0.5, heave 0.7 roll 0.5. Fire or explosion - Welder burning off a platform outside the cement room. Initial investigation found that slag from the burning operation fell inside the cement unit and ignited material behind the bulkhead resulting in the fire. Investigation still ongoing and all hot work involving naked flames i.e. welding and grinding has been stopped until further notice. Root cause analysis is still ongoing and a full report will be completed and distributed as required. New JRA has been completed to allow rig operations to continue without the use of cement unit. Environmental conditions at the time of the incident were light airs, overcast, temp. 9C and baro. 1013mb. DO - <...> - Fire alarm in control room. Asst Engineer and electrician sent to investigate. Fire confirmed on engine #4, general alarm sounded. Fire extinguished by electrician and Asst Engineer utilizing portable extinguishers. Fire teams enter space and confirm fire extinguished. Cause: leaking diesel fuel line on engine #4 (<...>) ignited due to likely contact with exhaust manifold. The engine room is a totally enclosed space and therefore was not impacted by environmental conditions. Upon completion of crane operations the pennant wire of crane was about to be removed from the starboard crane whip line. While in the process of removing the pennant the roustabouts and the crane operator noticed something had fallen from the crane boom tip. No person was injured.The crane operator suspended the operations and a full inspection was carried out on the crane boom. The dropped object was identified as a protection bar belonging to the boom tip main block sheaves. The bar weighs 2.1 kgs and fell from a height of approx 130ft. Immediately after the incident the port crane was inspected for similar defects which were not found. Last starboard crane boom inspection carrie out <...> with no deficiencies found. Will replace the protection bar which will be additionally secured with a safety sling. Will add to the weekly crane check list to physically check the security of all protection bars. Weather: Wind 115 deg @ 24 kts. Temp 5.8 deg C. Heave 0.3m @ 10sec. Roll 0.2deg @ 4sec. Pitch 0.2 @ 4 sec. Sea 1.5 mtr 140 deg @ 6sec. Daylight ops. At 05:30 man in the derrick setting pipe into the elevators. He missed & the stand fell back onto the safety rope. The drop detached & the stand continued to topple over towards & strike the blower support frame a piece of angle iron (70mm x 70mm x 80mm weight 650rms) was knocked from the frame & fell 26 mtrs to the drill floor below. Men were on duty on the drill floor handling pipe ant rotary level. The metal lump missed them. Crew made work site safe & inspected area around departure point of steel lump. No further damage noted or other loose item. The bracket was from a previous installation & would have been left behind to avoid unintentional damage to derrick structure by fully cutting off. Area had been subjected to regular crew & 3rd party dropped object inspections. It would have visually appeared as a fully welded stump from previous blower platform arrangement. The bracket fell & landed near a floorman at rig level who reported to his supervisor. The operation waqs made safe & then a further inspection of the area around the blower unit made. No further damage or further potential dropped objects were found. The bracket stump which would have appeared fully welded on was in fact poorly attached originally. The welding was not full pen & had corroded leaving only a small portion of tack holding. The glancing impact of the drill pipe finally dislodged the remaining weld leading to the drop of the bracket stump. At 1830 on <...> a bolt vibrated loose from the Link Tilt Chain in the derrick. The bolt weighed 100 grams. As the rig was involved in cutting wellhead casing & very heavy vibration was being experienced at the drill floor, the area had been barriered off & no personnel were allowed on the drill floor whilst the operation took place. This was intended as a precaution which is always carried out under similar conditions. There was therefore no danger to any personnel as the possibility of a falling item had been risk assessed.



At time of incident marine crew were rigging a messenger line to the rig tow bridle in advance of rig move operations. A 35 tonne (sw) shackle was being fitted as a running shackle to the lead pennant on the tow bride. While endeavouring to install the 2kg shackle pin a crewman lost grip and dropped the pin over board into the sea. Conditions were dry clear daylight, S-15kts winds and 0.5 mtrs sea running. Crews reported incident immediately. No personnel below at risk. No subsea assets as risk below worksite. Deployed ROV was sent observe are no trace of the dropped pin was noted. Task at time of incident was to lower a cased wearjoint from the drill floor to the pipedeck catwalk. A guard plate retaining bolt approx 200gms fell from lower end of the joint approx 4.5 metres and landed on the catwalk. A second bolt was later determined to be loose. All deck crews were clear of the area as a part of the planned operation in case of untoward events during the lift. Clear daylight conditions; zero wind speed; flat sea; no rig motion. A lessonlearnt will be added to task procedure to carry out a torque check on the bolts not only as the joint however the section this bolt came from was inaccessible under the rotary table level at the time. The rig is involved in intervevntion work on a live well. An egress of fluid from chicksan cross over connection between the Production wing valve of the surface tree & the co-flex hose linking the tree to the well test spread. An ESD was activated, which shut down the tree. The connection was found to be backed off and loose. The connection was made up again and the surface lines pressure tested to 5000psi. normal milling operations were then resumed. The operation was pulling BHA from the well and breaking it down on the drill floor in order to change out various components. An ARC MWD tool with stabiliser and handling pup joint was lowered into the mousehole in the elevators. When the assembly appeared to be firmly within the mousehole the elevators were released. Immediately the assembly moved rapidly into the mousehole and broke through the bottom, falling into the sea. The bottom of the mousehole had broken away and fell into the cellar deck, from where it was recovered. The assembly was seen by the ROV to be stuck into the seabed and can be recovered. No person were injured and no damage was done apart from the breaking off of the bottom of the mouseholw. It is surmised that, unknown to the drill crew, the bottom of the stabiliser had rested on the lip of the mousehole whilst the elevators were removed and the slipped seven feet to the bottom prior to breaking through. While running in the hole with 4" drill pipe a floorman saw the weather shield fall from the casing stabbing camera in the derrick. It fell 5 feet on to the camera platform. The camera platform is situated about 50feet above the drill floor in the Port aft corner of the derrick. The weight of the weather shield is 3.5 kgs. The shield was held in place by four small <...> headed bolts/screws which screw into tapped holes in the camera support bracket. On inspection all 4 bolts/screws were found to be missing. The camera was installed in <...> & this area of the Derrick was last inspected on the <...> as per Derrick management plan. no defects were reported at that time. Weather: Wind NE force 4, Seas 10'-12'. Clear & dry. Heave 2'. Pitch 0.7 degrees Roll 1 to 2 degrees Subsequent Action: Called a time out for safety (TOFS) & completed a derrick inspection. No loose objects were found, work was resumed. Sent an alert advising other rigs to check this type of camera. At 1045 hours 1 of the crew reported finding a piece of teflon plastic type material on the Port box girder walkway. The piece of material measured 14 1/5" x 6" x 5/8" & weighed approx 1lb. Subsequent investigation has established that the piece of material came from the Port (<...>) crane boom. The crane is fitted with rubbing pieces on the boom to protect the steel work from the wire ropes. The pads are secured by means of stainless steel nuts & bolts. The piece which was found on deck was 1 half of a piece of material which is situatednear the boom tip to protect the crane structure from wire rope rubbing. It was worn at 1 end & the 2 securing bolt hole were intact. It;s probable that the piece of material became detached & was blown off the boom at some point between 0830 hours & 1045 hours when the crane was engaged in lifting ops on the Port aft main deck. The wind was from astern & the piece of material ended up about 30ft forward of the crane on top of the port box girder. This is supposition as there were no actual witnesses to the event. Weather: Wind SE force 5. Dry. Heave 2 feet. Pitch 0.7 deg. Roll 0.6 deg. Rig Heading NW. Immediate Action: The crane was laid down & the rubbing pads were examined, all the other parts were found to be secured. The bolts from the piece which fell were found lying on the rubbing pad base i.e they were still lying on a horizontal steel plate on the crane boom. Subsequent Action: We are reviewing the current inspection regime to establish a suitable regular rubbing pad inspection schedule.



In order to facilitate an NDT inspection of a set of 5" drill pipe elevators the deck crew were instructed to remove the elevators from their storage oil bath & prepare them for the engineers. The storage area is situated at the forward end of the deck above the main deck heavy tool store. This deck has drilling cat-walk running overhead towards the "V" door. The crane Banksman was stationed at the foot of the "V" door with a clear view down into the storage area which was to his left & under the catwalk, he also had a clear view of the Crane Operator in the Port crane.2 Roustabouts were assigned to hook onto the elevators which had beenremoved from the oil bath & were lying on the tank lid to dry off. A 4th man was stationed on the main deck below to keep other people clear & to unhook the load. The 2 men working together hooked the elevators onto the crane stinger & arranged a hold back tag line to prevent the load from colliding with a hand rail situated immediately in front of the tank. At this point the loadf was standing on the tank lid a few feet from the top of the forward hand rail. The team commenced lifting the elevators which swung forward & hung on top of the rail. This dislodged the section of railing which is designed top be removed & this section, which is about 6 feet , long fell down on to the main deck i.e it fell about 12 feet. The lift was completed safely. There was no injury to personnel & no other damage. Lighting: Artificial. Weather: Wind N force 4. Temperature 1.1 degC Occassional snow flurries. Pitch 1.2 deg. Roll 1.2 deg. The incident has been investigated & disc ussed with th crew involved. This crew will now prepare a generic JSA for use when moving equipment to & from the storage deck. This will include an instruction to safely remove the section of railing at the front of the deck which is specifically designed for this purpose. <...>:" Failure of the chains is attributed to a combination of wear and corrosion leading to failure by fatigue of the high hardness material of the pins. It should be assumed replacement chains would suffer similar failures. Failure can not be attributed to over loading " Materails engineering report "On reviewing the last overhaul details three of the chains had been sent back to the chain manufacturer for examination, load testing and re-use in<...>. This practice should no longer be accepted, only new chains should be fitted." <...> While running in the hole to jet the wellhead the derrickman noticed that 2 of the 3 Shaffer chains on the Starboard side of the Drill String Compensator (DSC) had broken & were hanging down. The operation was stopped & an assessment made of the DSC & Drill Floor area. During the inspection of the DSC it was noticed that the third chain (Middle) on the Starboard side was also damaged. A single link weighing 4oz. (0.1kg) was found on a walkway below the helideck on the Portside of the rig. A second link was found on the drawworks roof on the <...>. The weather at the time the damage was discovered was as follows: Wind force 4x268 deg (T.Seas 6ft - 8ft x 268 deg (T). Pitch & roll 0.25 deg. Heave negligible. Fine. Rig heaqding 315.7 deg (T). The chains are part of the shaffer 400k D.S.C. They are leaf chains, <...> Pitch: 50.80 mm LAcing 8 x 8 with induction hardened pins. SWL 700,000lbs. Breaking test 1.4 million lbs. The incident was investigated between the <...>. The exact time of the breakages has not been established, the chains were reported broken at 1310hrs. on the <...>. The 3 damaged chains were removed for examination. The Starboard Aft chain which broke 68" from the adjusting rods had signs of damage i.e bent & twisted links. The Starboard Forward chain which broke 90" from the adjusting rods showed a clean break with no twisted or bent links. It should be noted that 1 of the single links is still missing & it is the joining rods which are broken and not the links themselves. There is also evidence of sheared rods on the third chain which didn't actually break apart. The DSC was overhauled by <...> at which point 3 chains were renewed & <...> have advised us that the other 3 were retested & refitted at this time. There is no indication as to which chain was fitted fo which part of the DSC. DSC operations between 0230hrs & 0300hrs on the <...> involved an overpull on the 20" casing hanger, this was taken to 425,000lbs. on the <...> Decker gauge which would have applied 375,000lbs to the DSC chains i.e 25,000lbs below their working limit. This was the heaviest load applied during recent operations. The last PM inspection of the DSC chains was in <...>. At this time it was observed that the Starboard middle chain had the highest wear but was still within limits. This type of inspection is a visual 1 & measurements are taken usinga taper gauge to asse Personnel were engaged in removing residual barite from no.1 bulk silo. A galvanised metal bucket was used to transfer small amounts (approx 12kg) from the base of the tank to the hatch approx 14 metres above using a rope pully arrangement. While an empty metal bucket weighing 1.8kg was being lowered back into the tank the hadnle became detached from one of the lugs, allowing the bucket to fall to the base of the tank, striking a Roustabout working below on the side of his hard hat. No injuries were sustained by the Roustabout. The work was immediately stopped and the Roustabout reported the incident to his supervisor. He was examined by the Rig Medic who confirmed that there was no trauma. Personnel were engaged in returning a 5"bulk hose from the box girder to its stowage position overside using the starboard pedestal crane. The hose accidenally caught the lid of a metal box attached to the handrails & the lid fell through the handrails into the sea below. The lid weighed approx 3kg. No personnel were in the immediate vacinity. Weather Wind 12knts Sea 1.5 meters Roll 0.4 deg pitch 0.3 deg



the operation in progress was pulling 3 1/2" drill pipe out of the hole. At the time indicated a 5/16" bolt was found close to the rotary table. the bolt was approx 1" in length and showed signs of having sheared. The operation was stopped and the top drive inspected. The bolt was found to have originated from the pipe handler clamp clevis which prevents rotation of the piston. the remainder of the bolt was removed and both bolts on the clevis replaced. No one on the drill floor either saw or heard the bolt fall. Weather at the time of the incident. Wind 14/16knts. Sea 1/2 meters Roll 1/2 deg pitch 1/2 deg. <...>: Minor Kick - <...> Swabbed hydrocarbons into well while starting to pull out of the hole to change out a new 8½" bit (currently drilling above the reservoir reservoir still to be drilled). The well was static prior to pulling out of the hole. After pulling one stand and one single of drill pipe it was observed that the well was taking less drilling fluid to fill the hole than expected. The well was flow checked and was found to be static. Ran back to bottom and flow checked again. This time the 2.2 bbl gain over 15 minutes was observed. The well was shut in with the annular preventer. Zero pressure was observed on both gauges. The choke was opened to trip tank and flow checked for 15 minutes - the well was static. Opened up annular, observed small gain of 1 bbl in 10 minutes. Overall gain in active system of 7 bbls (including gain during tripping). Shut in well on upper annular and monitored well - no pressure build on DP ot casing sides for 1 hour 45 minutes. The well was circulated and during the time observed, gas rise from to 2.9% and then back down to 0.6%. The mud system was then weighed up to a precautionary 15.1ppg (from 14.8ppg). The well was again shut-in and monitored for pressure - static. Opened well. Continued to circulate and condition mud to 15.1ppg weight. The maximum gas observed was 4.9% after a second bottoms up. <...>minor kick 10/06/06- <...> Whilst drilling 8.1/2" section observed a drilling break (14791 ft.). Flow checked well and observed 4 bbl gain. Shut in well and monitored closed-in pressures (calculate 16.5ppg EMW pore pressure).Carried out 1st circulation of "drillers method" and attempted to circulate out influx. No influx fluid observed at surface and no gain in pit volume. During circulation lost 21 bbls of mud to the hole. Considered possible ballooning of the formation. Bled off 12.6 bblsof mud. Closed-in pressures reducing with the bleed off. Continued to monitor closed-in pressures. Carried out 1st circulation of "drillers method" for the 2nd time. Again no sign of influx fluid in mud returns (mud weight at 15.1ppg in & out of the hole). Lost 5bbls of mud to the hole during this circulation. With no influx returning to surface with circulation suspect the hole to be ballooning.



To summarise, there follows a brief sequence of events along with our main conclusions in connection with the well control event on well <...> Summary of Events 1. On the original wellbore a gain was observed while flow checking at 14,797ft<...> 2. The well was shut in and pressure observed. After circulating using the drillers method pressure was still seen on the well. No significant hydrocarbons were observed coming out of the well. 3. Due to seeing no significant hydrocarbons and having casing pressure less than drillpipe pressure, a series of bleed offs then circulations through the choke were performed to establish whether ballooning had been the cause of the initial flow. Initially no significant hydrocarbons were observed but during later circulations gas and cut mud weights became more evident. 4. An attempt was made to circulate an intermediate mud weight (15.5ppg)to establish more clearly the well condition. Major loss rates were observed dynamically although the well remained stable statically. 5. After no success with conventional LCM a <...>right angled setting plug was pumped. Due to an error in slurry design this slurry set up while still in the drillstring. Note that at the time the geotechnical and gelogical advice indicated the presence of a weak coal zone at or near the bottom of the hole. 6. The drill string was severed and cement bullheaded to isolate the well pressure. The well was then abandoned with cement on top of a tested bridge plug above the severed string. 7. A sidetrack was effected using a whipstock inside 9-5/8" casing. 8. Whilst drilling 8-1/2" hole in the vicinity of the original well's 9-5/8" casing an influx of mud from the original wellbore was opbserved and dealt with by bleeding off. The 8-1/2" hole section was drilled and 7" liner run and cemented giving a good shoe in the Kimmeridge formation above the gain zone in the original well. 9. The 6" hole was drilled without problem using a 16.6ppg <...> mud system to achieve kill weight based on observed pressures on original well. The <...> system was successful in maintaing low ECDs to prevent



A floorman was attempting to stab a slick line toolstring into the BOP's up on the Coil Tubing Frame. The floorman was in a man-riding belt at the time & there was a <...> Wireline hand at the top of the "V" Door banking to the <...> Operator in the Wireline Unit which was Aft end of the catwalk. The floorman signalled to the banksman & the banksman signalled to the Expro Wireline operator by hand signal to Lower the toolstring. Instead of lowering the toolstring the operator raised the toolstring causing the toolstring to go up to the sheave & parting at the wire. The toolstring fell Approx 10ft onto the Coil Tubing work Platform below brushing past the floormans leg & striking the winch handle for the Coil Tubing lift frame shearing it off. The Coil Tubing winch handle fell Approx 30ft to the rotary table below (weighing approx 11b). No personnel were in the immediate vicinity & no personnel were injured. Environmental conditions Wind 25mph 300degrees. Sea state 2mt 300 degree Rig movement 0.2 degree on both pitch & roll Dry max visibility While running in hole with coil tubing to mill out FIV with live well a small leak was observed (gas) at a connection between the injector head & coil tubing BOP. Operations were stopped & the coil tubing BOP rams were closed by the service company (<...>) coil tubinh operator. The leak was sealed (using maxi-flow) & re tested. The first application of sealant did not hold well pressure & leaked less than 0.3 ltr of hydrocarbon (oil) on to coil tubing BOP & area. the sealant was re injected, tested and held pressure, enabling the coil tubing to be pulled out of the hole & the equipment replcaed. Weather 20knots dir'n 315, Sea Ht 0.3mtr Swell ht 1 mtr Visibility 10mls. Condition dry. Drill crew were changing out for a new derrick tugger wire line. As normal method, wire rope snake system was used to connect new wire rope to old. On hauling wire rope snake assembly and new wire rope up to tugger sheave in derrick wire rope, snake became loose and free of old wire rope. The wire ropes fell approximately 100ft to drill floor. As per safety policy area had previously been barriered off and persons were clear of area below. No persons were injured and no equipment damage. Weather wind 10knots 300 degrees. Seas 0.2 mtr 300 degrees. Swell 0.3 mtr 340 degrees. Dry During a period of severe weather one of the holding pins on the BOP carriage guide had dislodged from its padeye. Due to wave height and force the guide had twisted and soon after the remaining three padeyes sheared causing the BOP guide to fall into the sea. the weight of the frame was 7.2mt. Wind 80mph Sea 15mts +. There was no damage done to the hull of the installation. The frame was located 5mts from the production tree in a safe area. At the first opportunity it will be removed. During changing out hoisting wires of a gantry type crane in cellar deck area. The sheave block had been positioned on cellar deck area and wires rove through, in securing thimble end of wire which requires removal of sheave block sideplte, 3 sheaves slid from central shaft and fell through moonpool into sea. Two persons were involved in operation and were in safe position when sheaves slid off. No persons were working underneath the area. Weather Wind SSW 38-42 knots. Sea/Swell 4mtr Observed 12 barrel gain in pit volume. Space out drill string. Close in well on Upper Pipe Rams. Monitor pressure. Stabilizes pressure after 2hrs 30 mins. SIDPP = 1025 psi; SICP = 1025 psi. 11:00 - 14:30 Circulate well using drillers method through choke line @ 30 SPM; 1450 psi. Close choke. SIDPP = 1080 psi; SICP = 980 psi. Bleed pressure to 500 psi. 14;30 - 17:30 Shut in pressure reading dropping to SIDPP - 325 psi; SICP = 250. Open choke for 15 mins. Shut choke SIDPP = 90 psi; SICP = 0psi. Close choke. 17:30 - 18:00 Pressure stabilized @ 600 psi. Open choke. Bleed pressure to 0 psi and flow check. No flow. 18:00 - 18:30 Open Upper Pipe Rams @ 18:15 hrs. 18:30 - 20:00 Circulate well 104 SPM; 450 gpm; 2250 psi. Max Gas 9.5%. 20:00 21:00 Continue drill 8 1/2" hole from 3765 mtrs to 1769 mtrs. Observe hi-torque and losses. 21:00 - 21:30 Reduce pump rate to 350 gpm. Gradually increase rate to 425 gpm. No losses. 21:30 22:00 Continue drill 8 1/2" hole from 3769 mtrs to 3770 mtrs. Observe hi-torque and losses. 22:00 - 24:00 Reduce pump rate to 250 gpm. Circulate while mixing LCM pill. No losses. 27th October 2006 00:00 -01:00 Flow check pump out of hole from 3770 mtrs to 3764 mtrs. 01:00 - 02:00 Top drive problem. Trip tank gain 4 bbl/hr. 02:00- 03:30 Continue pump out of hole from 3764 mtrs to shoe @ 3683 mtrs. Utilize jars to work past tight hole @ 3750 mtrs (500 k) 03:30- 05:00 Monitor well on Trip Tank while allowing LCM to soak. Gain 5,5 barrels. 05:00 - 08:00 Commence circulation taging pumprate up to 510 gpm; 3900 psi to maintain hydrostatic pressure above LCM pill. Losses = 30 barrels. (Inspect Top Drive and Derrick for effects of jarring). 08:00 - 09:00 Flow check. Run in hole to 3760 mtrs. 09:00 - 09:30 Stage pump rate up to 550 gpm; 4550 psi @ 100 bbl/hr. Reduce rate to 500gpm @ 3900 psi. 09:30 - 13:00 Drill 8 1/2 hole from 3760 mtrs to 3794 mtrs with 480 gpm @ 3800 psi. Drill string stalling onserved; requiring 70 / 80 k overpulls. 13:00 - 14:00 Make various pump adjustments as requested by BHI rep to allow downlink to tools. 14:00 - 00:00 Continue drill 8 1/2" hole from 3794 mtrs with 510 gpm @ 4250 psi. Reduce pump rate as dictated by down hole losses as necessary



DO - <...>- At 0715 while installing tool joint into the box and just prior to torque to up: the jar clamp came free and fell approxmately 25ft to the drill floor landing approximatley 1 meter off the rotary table. Three rougnecks were in the vicinity of this incident but fortunately no injuries were sustained. The circumstances leading up to this incidentwere that the rig had just gone back to operational after a nine hour period of a waiting on weather, consequentlyall the tubulars in the derick were moving about more than considered normal. Wind speeds had been gusting 70knots and the rig was pitching up to 5' and rolloing ocatinally 4' single amplitude. Causes1.) Failure of two pins securing both halves of the clamp together due to design fault. 2.) No secondary means of securing the clamp device such as application of duct tape or lashing. 3.) Inadequate inspection at the time of installation. 4.) Ensure that in future clamp will be taped or added securing mechanism. 5.) Advise third party (<...>) of the incident and request further investigation. 6,) Provide inspection procedure when the clamp installed. The driller was in the dog house and out of the corner of his eye he saw something bounce off the rig floor. On investigation he found a small rubber object about the size of a tin can. Then realising where it came from he contacted the STP and had the rig floor barriered off. Solenoid block fell to rig floor (80 ft) Sheared solenoid 5mm cap bolts on lockomec free flow block and severed control cable. The solenoid block fell to the rig floor approx 80ft, landing 6ft away from men at rotary. Material damage resulting from the incident - Damaged solenoid valve and severed control cable. Primary or immediate cause of incident - Retract hoses fouling solenoid block on DDM. Underlying causes - The starboard cover plate does not give adequate protection and has the potential with the edges to trap hoses. Casing dropped from pick up elevators 2.2 Description of the incident area: Forward drill floor, V door and catwalk. Darkness, well lit. Wet decks. 2.3 Events leading to the incident: running casing 11 3/4" . Joint had been picked up from catwalk to V door using the drill floor tugger. The box end of the casing was approx 4 feet above the rig floor and resting on top of V door. The <...> single joint pick up elevators had been released from the casing in rotary and brought to the V door by 2 men to be secured onto the casing. The 2 assigned men apparently fitted the <...> single joint pick up elevators by closing the 2 halves and inserting 1" diameter spring loaded pin. Both men moved clear and one gave the signal to pick up. 2.4 The incident : the 11 3/4" casing was picked up with the blocks approx 15' when the casing dropped from the pickup elevators. The casing slid down the V door onto the catwalk, coming to rest with the box end at the base of the V door. Drill pipe elevator swung out and hit IP causing serious injury Whilst undergoing reaming operations, the pipe handler on the DDM, unexpectedly, rotated rapidly 1 and a quarter turns anti-clock wise. The elevators struck two roughnecks causing serious injuries resulting in medevac and subsequent hospitalisation of both persons. 2.2 Description of the Incident area drill floor in normal drilling operations mode. 2.3 Events leading to the incident , the operation at the time was running in the hole to perform an open hole side-track. Due to the complexity of the well, the vertical string weight is insufficient to run in the hole without rotation. As a result every stand has to be rotated in the hole . At 11:30 the Derrick drilling machine (DDM) torque wrench (TW2) was observed to have cracks on the operating cylinders clevises. TW2 was then removed from the DDM and a refurbished torque wrench (TW1) was fitted to the DDMDuring the function test it was noticed to be operating incorrectly due to crossed hoses, this was rectified and the unit tested successfully. AT 12.10 rotating in the hole was recommenced and two stands were reamed and broken out without problem. 2.4 The incident, at 12.28 during the third break out operation, with the DDM at the rotary table and the slips set around the pipe, the torque wrench was activated to break out the DDM from the string. Whilst attempting to rotate the DDM anticlockwise, the pipe handler unexpectedly rotated at speed through 1 1/4 revolutions.During this rotation, the 5 1/2 inch automatic drill pipe elevators swung out striking both IP's and other equipment. The activity was shutdown immediately and assistance given to the IP's whilst requesting medical attention. DDM/torque wrench removed from service pending investigation. DO - Dropped Object - <...> - During operations to run in hole with Electricline, it was necessary to start the CRI (Cuttings Re-injection) generator. When the generator was started one of the exhaust flaps weighing 2.5kg fell approx. 10ft to the Starboard main deck. DO - Dropped Object - <...> - When raising a 9 5/8 tubing hanger in the vertical position, in order to make up to the 9 5/8 string, the tubing hanger separated from the tubing hanger running tool and dropped approximately 5 feet to the drill floor. The internal bore of the running tool remained within the tubing hanger and acted as a stabiliser. The dropped hanger remained in the vertical position. Incident investigation was initiated and is continuing.



The deck crew wre changing out two washing machines in the laundry using a deck crane. Whilst lowering the final washing manchine down through the deck hatch, the edge of the machine contacted the lip of the hatch opening. This in turn caused the sling angle to alter, which allowed the machine to come free from the rest of the slinging arrangement. The machine then fell approx.13 feet through the open hatch. The machine came to rest and wedged itself in the dry store deck hatch. There was no risk to personnel as adequate control measures were in place. An initial investigation was conducted offshore and onshore investigation team were later sent to the installation. DO - Dropped Object - <...> - Following the racking of #8 anchor winch, an operation was being conducted to change out an emergency brake release hydraulic actuator. During the testing of the newly lifted components, the anchor winch started to pay out uncontrollably, resulting in the loss of the anchor and chain to the seabed below. DO - Possible Collision - <…> - Pipe deck and cantry crane collided with heli deck netting, causing netting to fall to pipe deck. DO - Failure Lift Machinery - <…> - The safety chandelier fell into the sea and the weight of the chandelier is 1kg. DO - Fail Lift Mach - <...> - Whilst off-loading a 40' basket from a supply vessel to the installation, the crane operator positioned the basket over the elevated catwalk. During this operation, the starboard crane whip line hoist payed out in an uncontrolled manner, lowering the basket 2' to the elevated catwalk. <...> - Suspected fracture downwell. <...> <minor> Executive Summary: - Major (> 150 bbl/hr) losses were encountered while drilling the <...> basement at 2406 m MDBRT. Losses were believed to have been to a significant fracture. Although losses in the <...> group or basement were anticipated as part of the well planning process, observed loss rate exceeded the values recorded on all offset wells. Two increasingly aggressive LCM pills were pumped as per the successful <...> platform LCM strategy. Both pills proved unsuccessful in stemming loss rate and exhaustion of surface mud supplies necessitated top-filling the well with seawater through the riser boost line. <...> management agreed a plan to pull back 5 stands of pipe while still maintaining an overbalanced situation relative to the <...> . Pore pressure of the <...> is well understood and in good communication. This allowed overbalance of the <...> to be determined via identification of the seawater / mud interface. Recovery of 5 stands provided a sump into which more aggressive LCM treatments and cement could be pumped if required. The well was closed-in to allow for monitoring and minimisation of any potential influx resulting from the continuing loss of hydrostatic head. This also placed the well in a stable condition to allow forward plans to be worked and additional mud to be transported to the wellsite. Well pressures stabilised with zero drillpipe pressure and zero annulus pressure indicating that the well was slightly above or on balance. Note that annular pressure was confirmed zero via controlled opening of the choke after a spurious digital gauge reading. <...> produced a bullheading cement plan whereby cement would be displaced into the fracture by 1.1 SG OBM. This would be done as per previous lessons learned from the <...> operation during which similar techniques were used to counter more substantial losses. The <...> Drilling Superintendent from the <...> operation was part of the <...> response team to ensure valuable lessons were incorporated into the forward programme. The forward plan was based on cementing the fracture to allow circulation in the well to be re-established prior to clean up of the well, removing seawater and any influx. Displacement of the cement with 1.1 SG OBM minimised potential for destabilisation of the Cretaceous shales above the reservoir; as would have been the case if the cement treatment had been immediately displaced with seawater. Forward operations progress. Block stop failure: Running 7" liner into the well. Travelling blocks picked up the next joint, to make it up to the string sat in the rotary table. Joint was stabbed and the parking brake applied to the Drawworks (disc brake system). It was then observed that the travelling block was moving downwards. The emergency brake was applied and the travelling block stopped, having fell 5 to 6 metres. No persons injured and no falling objects. Joint of liner sat in the rotary table bent, and some damage to the TDS pipe handler. Hydrocarbon Release -The rig was flowing the well to the well test surge tank. Flowing surface pressure was 593psi. a leak was noticed in the surface test assembly on the drill floor. The driller activated the ESD system and the welltesters functioned the SSLV to close. The coil tubing BOPs were also closed at this time. With the well shut in the ESD was reset and surface pressure bled of to the well test IP was using a pinch bar to manually level a bundle of pipe skate when a joint of drill pipe rolled onto his right foot. Whilst racking back a stand of BHA <...>). The pipe elevators were unlatched and the pipe bowed towards the starboard side, the top of the stand then dropped below the height of the monkey board releasing itself from the pull back chain. The stand fell against the 5" DP racked on the way through the racked drill pipe and extended out over the Starboard Side wind wall. The stand then fell towards the starboard main deck, passed through the hand rails and into the sea. The drill crew were pulling 5" drill pipe out of the hole. As two foremen were pushing the stand onto the set back area, an 11 pound roller from a sheave fell approximately 90 feet and landed 2' from one of the floor men on the drill floor.



<...> Test pipe assembly was ejected vertically The plan was to test the BOP to 15000 psi on the test stump within the set back area at main deck level, using a new test tool assembly. The lower pipe rams were tested successfully at both low and high pressure. The next test carried out was on the 9 and 5/8 casing rems. After the completion of the low pressure test the pressure was raised to 15000 psi. As the test reached 15000 psi and the pumping was about to cease the test pipe assembly was ejected vertically out of the BOP. As it returned to rest, it pierces through the BOP hatch and glanced off the gasket profile on the <...>, coming to rest back in the body of the BOP. The test pump was shut down, control room informed and all personnel accounted for. The equipment and site was made safe, barriered off and secured for investigation the investigation is still ongoing. Clamp fell 85 ft - <…> - The installation was under tow when a 37kg (18" long) clamp fell 85ft from a set of 61/2" drilling jars, racked back in the derrick to the drillfloor. The clamp landed 9 feet from the derrickman working on the drill floor. DO, Dropped Object, <...> - Whilst pulling out of hole with 7" casing string, the hook attachment (weighing approximately 0.4kg) of a drill collar secondary securing chain, dropped approximately 87 ft from the monkeyboard level to the drillfloor below. A visual inspection was held of all other retaining equipment at the monkeyboard level and an investigation was initiated. <...> Drilling 8.5” hole at 3635m when driller noticed a high increase in penetration (drilling break) from approx. 2-3m/hr to 90m/hr. He drilled to 3637m then picked up off bottom for a flow-check. Mud pumps were shut down and trip tank lined up. At this point the driller observed a rapid increase in the trip tank volume. He immediately shut the well in on the Upper Annular and opened the Choke Failsafes. Initial readings on surface gauges: SICP = 1100 psi SICP = 462 psi Pit Gain = 23.4 bbls Mud weight in the DP = 1.87 SG NB: The Weight and Wait method was used to control the well. Kill mud weight calculated to 1.96 SG. Well was successfully killed and stabilised prior to entering the Brent reservoir. The influx content was dry gas. Trip out of hole, well stable. Commence cutting 2 x 27 metre cores. No well control issues. DO - Dropped Object - <...> - Off-loading equipment from a supply vessel on the starboard side of the rig. A flow base and transport skid manifested as weighing 8 ton, was lifted from the vessel to the rig using the main block and a 15ton pennant. When lifted the weight indicator is reported to have shown the load to be 12ton. As the load was being lowered onto the rig, the crane pennant failed, causing the load to fall approximately 3 feet onto the skid beams. Nobody was in close proximity of the load. The IP sustained his injury when a stand of drill pipe that was being offered into the rotary table was lowered onto his big toe NSP - Smoke -<...>GPA activated by smoke detector in engine room. The smoke detector in question is located on the port side lower level above on the the enhine room HP/fire sea water pumps. The fire team were sent to investigate in full BA, , they observed that the pump had severily overheated and was wmitting spark, smoke and flame casing in wat of mesh seal. The pump was stopped, electricitly isolated and extingushed the pump has yet to be opened up for inspection but a failed bearing is uspected. The flames resulting from the grease that had reached its flash point. Weather conditions good, no woek ongoing in vacinity. <...>Dropped Object - During firewater pump testing the initial pressure surge when starting the "B" FWP set initiated the failure of the high point air vent casting on the 12" firewater header. The vent is attached to a header via a 3/4" t take off , C/W isolation valve. The unit weighs 6 kilogrammes and dropped approximately 6 metres onto the deck below. There was a jet of water spraying vertically from the broken fitting, the isolation valve was immedialtely closed and plug fitted to en ure integrity. No damage or injury was caused by this event. Weather conditions - : 20/34knots, sea state 2.9 - 4.3 metres. <...>Release of petroleum hydrocarbon <...>. At approximately 15:25 <...>,during plant start up operations a technicain in the platform manifold area, (which is adjacent to, and above the moonpool area) heard an intermittent hiss of eescaping gas from the moonpool area. From the manifold area he was able to look down in the moonpool area and see spurts of gas escaping from well B4/B8 gas lift start-up line. He contacted the CCR by radio to advise them of his observations. The Producti n Supervisor immediately shut the well in, and vented the inventory of gas to the emergency flare. No fixed detection systems were activated. Weather: Wind 33 knots, Direction 204 deg. Dry but overcast. Hydrocarbon Release - <...>- During normal operations a weldolet on a 1 inch line connecting to a 6 inch hydrocarbon line failed (working press 350 bar). The resulting leak was identified by scaffolders working within the area. On inv vestigation process operators confirmed the location of the leak and the process was shutdown under controlled conditions (no gas detection or exectutive actions...no GPA activated).



Well Incident <...>While drilling ahead with a 12 1/4" BHA and a KCl Polymer drilling fluid (520pptf) in the <...> formation, we reached the point at which the mud system was to be displaced to seawater (450pptf) for drilling the remainder of the <...>. The well was displaced to seawater and while flow checking it was observed that the well was flowing. The flow was found to be at a rate of 5.4bbls/hr. As a precaution, the well was shut-in on the annular preventer and pressure build-up monitored. The maximum pressure recorded was 4psi. The pressures suggested that the influx was brine but as a precaution, a bottoms-up circulation was carried out over the manual choke. No gas was observed thus confirming that the influx was indeed brine. A further circulation was carried out over an open well before a flow-check confirmed that the well was no longer flowing.There have been no furthur instances of flows from the well and no further functioning of the annular was required. During routine crane operations involving offloading and backloading tubulars and equipment to/from the <...> and the attending Supply Vessel <...>, the Crane Operator on shift had conducted +/- 30 various lifts to and from the Supply Vessel, including 309 joints of Drill Pipe tubulars for backload. The Crane Operator then commenced backloading a 45 ft Cargo Container (SN;CBN10/ Weight 2.5 Tons). The basket was raised from the Main Deck level of the <...>, and during slewing of the lod towards the rig perimeter on the Port Side, to pass the Port leg, the basket contacted the underside of the Crane Boom in use, resulting in breaking off of a winch wire sump tray located on the underside of the boom. The sump tray (90 kgs) fell approx 50 ft, to the Main deck area below. No personnel were in the vicinity of the time of the falling object due to procedural constraints of personnel not being under suspended loads. The Crane was immediately put into it's maintenance rest and a survey of the contact area was done to ensure no further potential existed. The drip tray was reviewed with no failure noted of the four (4) bolt hole areas. The four retaining bolts were retrieved and were found to have been sheared, with no metallurgical failure noted on visual. Two pad eyes were installed as secondary retention. Rig was in abandonment program, conductor, 30" was pulled, last few joints still had to come out. Conductor was hanging stable down, already out of the water. ARM nights took over from Driller for a coffee break. ARM picked up joint and pulled approxiamattely 12ft when a lot of noise was heard. Joint was set in the slips, and a noise investigated. It was noticed that joint was equipped with two bullseye brackets sticking out +/- 1ft, which hooked under cellardeck construction lifting it about 6ft. Main bem was lifted out of its support on one side, remaining in its support on the other side. All deckplates, plus claxton tension ring and half a driptray, on either side of this main constructural dropped down 20ft onto the texas deck. One scaffold pole from the texas deck dropped down into the sea, landing on the seabed. Weight of the plates were approximately 500kg each and the weight of the claxton ring was about 200kg. No personnel was near the place of the incident. Stansby man was called back to the floor when the last few joints had to be laid down. Slik pipe was expected, no information in the program concerning these bullseyes. Bullseyes already past the texas deck which is 20ft lower down, not causing damage. Would not been seen due to darkness. <...>- Failure of Lift Mach -<...> - The crane was back loading to supply vessel <...> we had successfully landed two cutting skips each weighing approximately 7 tonnes to the supply vessel. At the time of the accident the crane operator noted considerable movement of the vessel by the time he was about to land the third container when a larger swell came through to cause the vessel to roll heavily. The crane operator was already lowering the vessel to settle, the vessel appeard to settle and he lowered the container to the inside of the main bulkhead on the starboard side, when the vessel started to heave again. he attemped to pick the load up when the vessel started to roll underneath the load and effectively picked up the weight of the container on the vessels structure (handrailings) causing some damage to the handrails and to the light fitting before the container was effectively recovered safely back on the rig. The container and rigging was inspected for damage an none was found. The crane operator had made the decision and called the ships master to abandon the operation and pull away from the rig. No persons injured. Crane re-assess the conditions and ceased operations until the was in improvement in weather. Failure of Lift Mach - <...>- During the operation of unlaoding containers from <...>. Weather conditions were 25mph wind, temp 30F & seas 2-3 meters. A container was lifter from the deck of the vessel approx 25'. The limit swiitch alarm activated preventing the load from being lifted any further. The load was placed back on the boat. Crane was taken out of service until it could be repaired. The boat unloading continued with the bow crane. At approx.17.30 hrs the boat repored finding a chain on his deck and asked if we could identify it. We retrieved the chain (approx 6' of 1/4" chain, weight at 3lbs) it was found to be from the weight suspended from the limit switch. The weight is suspended from the swtich by this chain, when the ball raises to a point which contacts the weight the switch stops the line. The chain had falledn onto the boat when the limit switch went into alarm while inlaoding the boat. There were no witnesses who saw the chain fall. We are conductingan investigation at this time.



The BOP had been tested satisfactory and that particular operation was concluded. The next stage of the operation involved pulling the BOP test roof assembly out of the hole, followed by laying down the 12 1/4 BHA and picking up the 8 1/2 BHA. Finally tthe remaining drill pipe on the pipe deck was to be picked up to enable the string to reach expected TD. The pulling out of the hole had progressed with no incident, and when the test tool was below the rotary, the decision was made to centralise the too within the rotary to allow it to pull clear of the master bushing assembly. Due to the inclement weather, both sea and wind conditions had meant that the rig had moved location slightly to the north east, I.E to starboard slightly. The victoria arm was utilised for this, it was swung round and latchedonto the string, and the string was pulled until the test tool was clear of the roatary. The victoria arm was then stowed in it's parked position. (In order to avoid conflict between the orange tugger wire and the arm due to radius, the tugger wire was slacked off and the arm was free to move to the rotary centre. Once parked the wire was tightened up again).The rotary bushing inserts were to be placed back in position and the string was being liftedto allow this to happen, Envionmental Conditions: Wind 279 deg 30-45 knots, Roll 2.5 deg, Pitch 1.8 deg, Heave 2m. The Incident: The test tool was clear of the rotary and was being picked up to allow sufficient room to replace the bushing inserts. At this point in time, the Assistant Driller shouted to the Senior <...> to stop upward travel of the block. Just as this was completed, the 2 service loops fell to the floor, landing adjacent to the <...> Windwall fell: NSP: <...>A single corner of windwall, 3m long x 150mm x 150 mm and 0.032 inch think (5kg in overall weight), fell from the upper drill floor level above port side of V door and landed between the derrick and stbd aft riser tensioners. At 03:30 two gas detectors initiated in the process plant causing GPA. The CCR operator noticed another three detectors were showing signs of hydrocarbon gas readings so a manual ESD level three was initiated and the oil & gas process plant was shutdown ssuccessfully. Process deluge and ESD level two blow down initiated on loss of instrument air pressure due to loss of main generation. The Main generation was lost as per fire & gas cause & effects and emergency generation was maintained automatically. Allpersonnel mustered, full POB. 03:45 Fire team dispatched in Breathing apparatus to investigate, no gas detected in process area & source of the gas leak could not be identified, . Personnel stood down from muster. Initial inspection revealed that a 3/8" inst tube had fractured at a fitting on the "B" gas compressor. The fracture has the appearance of a fatigue fracture and all the tubing & fittings were correctly rated. Fitting changed and support fitted to existing pipework. All other fittings of similar dimensions being checked on process plant and will be changed if required. Support arrangements also being re-checked. Regular planned maintenance was complete & up to date. Cargo off take operation had just commenced to shuttle tanker <...>. During the initial inspection period at low rate, deck crew observed a fine spray emitting from the hose swivel assembly, Cargo stop instruction quickly given and initiated reduccing spray to a drip. Off take aborted and hose recovered to FPSO<...> consulted and swivel element being removed from hose assembly before reconnecting to shuttle tanker, swivel to be inspected over hauled and re-tested ashore <...> Dropped object, stainless steel cable tray cover fell ? (Weight 2kg). At approximately 04:30 <...>, it was discovered that a stainless steel cable tray cover (200cms x 22cms x 1.5mm, estimated at 2kg) had been found on the walkwayy, at deck level (adjacent to the gas driers) on the lower level of the GCM. (Gas Compression Module). It is assumed that this lid had been displaced from the upper level of the CGM by a combination of strong winds, vessel movement and adverse weather. Th displacement and falling of the lid was not witnessed. For the period preceding the incident, the weather was; (Averaged between 12:00am and 5:00am) Wind 48 to 52 knots, Dir. 110 to 128 degs, Sea Height 5.6 to 9.9 metres. Due to high sea heights there were periods of above average installation movement. Hydrocarbon Release - <...> - At 11.20 during calibration maintenance on a pressure transmitter for an offline main oil export pump, under a PTW. While attempting to prove the isolation, a tech broke containinment by slackening a 11/2" inst tube compression fitting on the transmitter without a correct isolation at the block and bleed upstream of the transmitter. The oil leak leak comprised of cold stabiklised crude at 12 bar pressure, released into the confines of the bunding. Th tech was sprayed in an oil mist, unable to re-attach the fitting, he retired to the CCR to advise of the incident. A further tech went to the work site and isolated the transmitter at the block and bleed, thus securing the leak. Fixed gas detection inthe area showed zero gas detection throughout the incident, and portable units read similar. The first tech was seen immediatley by the medic. After medical checks and removal of all oil contamination he was deemed uninjured, fit and able to work. Thearea was inspected and it was confirmed that there was no environmental incident. Near the oil leakage was confined to the bundk, just some light spray on the adjacent walkway. This was quickly removed as part of the clean up process. While pulling out of the hole with 5" drill pipe the slide head on the stanf lift became detached and fell 30 feet to the rig floor, it weighed aprox 9kg. A 'time out for safety' was called. A new locking device was fabricated and a ring welded to the s slide to attach a safety sling. The upper racking arm was checked but it is a different design. With this done all parties were confident to resume operations safely. the weather at the time was not a contributing factor.



Hydrocarbon Release - <...>Gas Lift compressor 'C' had previously tripped on 'high rod laoding alarm'. On restart of compressor, whilst monitoring the run up, on the the production technicians heard a pressure leak, checks revealed thiis ti be from an instrument tubing implulse line. This line was located on pressure transmitter 55-PT-008, 1st stage suction prssure Hi-Hi trip. The operator contacted control room normal stop button, which also triggers blowdown of unit. Investigationrevealed the leak to be a 1/2" dia, s/steel tubing within a compression fitting, this had sheared cirumferentially immediately behind the backing ferrule of the fitting. from initial investigation, it would appear the make-up of the compression fitting was correct. This allowed loss of containment of gas initially at a pressure of 7.2 barg from full bore aperture of a 8mm dia. This pressure would decrease from time of controlled shutdown onwards, overall leakage duration is estimated to be no more than2 to 3 minutes. There was no activation of the fixed gas detection systems. Further investigations into the cause of failure are being conducted an OIR 12 to follow after further investigation. The operation at the time of the incident was to remove four 9 foot 275kg, guilde posts from a wallhead guide base, in order to prepare them for backload. The wind was blowing from the SSW at 35kts, the rig movement was 1.7 degrees roll. The rig, at thaat time, was preparing to ballast up in order to move off location and was qas sitting off well centre. The guide posts had no dedicateeed lifting point so in order to gain a vertical lift, a sling qith a SWL of 1 tonne was double wrapped around 25% fromthe top of the guide post. Also attached to the post was a tag line in order to facilitate the laying down of the posts from a distance. The crew involved were on their 10th day of a 21 day hitch. The first was successfully removed and laid down without incident. The second was removed and the crane operator slewed round to the lay down and begun lowering off. It was at this point that the sling parted around 12 inches from the uppermosst hitch, causing the guidepost to fall to the deck from a height of 3 feet, The area was clear of personnel with the nearest person being a distance of 15 feet. Whilst attempting to open P8 gas lift manual DBBV (12V0061) a gas leak was observed from valve stem. CCR was immediately informed and B gas compressor shutdown. Gas lift manifold isolated. DBBV removed from P4 and blank flanges fitted P8 DDBV removed and d DBBV from P4 fitted N2 leak test of pipework and valves completed Weather conditions at 0100 <...>wind 70 knots, sea 9m significant gus 75 knots Anchorline 2 parted at 00 30hrs anchorline 3 parted at 10 00hrs line 2 and 3 most probably parted between bouy 3 and 4 incident handling itiated initiated to loft off all unessential personnel started at <...>co ordinated by <...>charted to assist port Reval AHTS/'Strilborg'charted to retrieve line 2 and 3. Officalongoing internal investigation ini mergency point - <...> Wells Incident <...>. Closed BOP when flow observed. At 03:00 <...> we had back reamed OOH to the 9 5/8" shoe at 7886 ft MDRT/ 7878 ft TVDRT after experiencing tight hole. We flow checked at the shoe and observed a slight flow, the driller shut the well in and observed pressure build up. Details are contained in DDR No 20, attached. After observing pressure stabilize we bled off 2 bbls and observed pressure bleed off. Shut in and monitored pressure build. Bled off well across choke to establishflow rate of +/-6 bbl/hr. Confirmed as brine flow and consistent with increased magnesium chloride content in mud returns. Circulated well to 12.8 ppg mud from 12.6 ppg mud and observed flow rate diminish slightly. POOH for BHA change and continued with d rilling 8 1/2" hole with low rate brine flow, observing flow at each connection. Also briefed drillers on parameters to observe in case of second influx while drilling ahead. a fault alarm initiated associated with the main accommodation hot water calorifier. On investigation of the fault alarm it became apparent that the local control panel (ECP75250A) was with out power. During internal inspection of the local control panell it became evident that a fault had caused damage to two 63 MCB's. As a consequence of loss of heating to main accommodation water the FPSO was down manned to 57 persons on board. As incident investigation is currently underway Whilst preforming routine operational checks, a production technician observed a diesel oil fuel leak within the C Ruston Gas Turbine <...> machine enclosure the machine was immediately shut down and the location of the leak identified. It was then cconfirmed that there had been no spill to the environment with 400litres of liquid fuel contained within the machine enclosure bund, The leak was identified to be emanating from 7/8" line on the diesel pump discharged to the PSV on the diesel system. Te root cause of failure was identified and confirmed to be incorrectly assembled compression fitting on a captive section of pipe work. A complete survey of diesel system pipe work will be undertaken. The diesel supply C RGT is to be isolated & blanked off until replacement pipe work is installed. The machine will function only on fuel gas until completion of all remedial repairs to the diesel system. Normal production operations strong winds 130 deg x 40 knots FPSO minimal motion vessel heading 135 head to wind. Proces deck downwind of TR accommodation hydrocarbon gas leak (70 barg operating pressure). Lek from failed instrument tubing union drain coonnection at No 1 cylinder on <...> reciprocating gas compressor single acoustic gas alarm activated in CCR field operators detected leak local <...> 2nd stage and manually stopped the compressor which subsequently depressurised. Further investigation r quired to confirm failure mode



While pulling out of the hole with 5" drill pipe the slide head on the stanf lift became detached and fell 30 feet to the rig floor, it weighed aprox 9kg. A 'time out for safety' was called. A new locking device was fabricated and a ring welded to the s slide to attach a safety sling. The upper racking arm was checked but it is a different design. With this done all parties were confident to resume operations safely. the weather at the time was not a contributing factor. An IBC had been located on a small support frame on the port side BOP house roof. Originally to transfer stack magic to the main storage. Following the transfer the empty tank was left on the BOP house roof as an oversight. Pre-serve weather inspectionn did not identify this as a potential dropped object and it was left unsecured. The exact time the IBC was dislodged and blown down onto the main deck is not known. Deck access has been restricted due to poor weather. The IBC was found on deck at theoot of the port crane at 04:50 by the deck co who had been working inside the crane. Weather at the time the IBC was found was SE gusting 60KTs. Rig heading 331 deg T. Roll 1Deg half amplitude. Pitch 2.5 Deg half amplitude. Heave 10-17 ft The drop wa s approximately 35ft Weight of IBC was 56Kg (empty) Volume 1000 Ltres (empty at the time) The tug was manoevering close to the sterm at the curlew having connected to tow lines. one controllable pitch propeller failed in the astem position causing the tug to move towards FPSO. The captain stopped the engine for the failed propeller. Unfortunately the chief offericer also stopped an engine but the wrong one. This left the tug with no power and it collided with the FPSO. The tug suffered slight damage to the bulkwark but there was no damage to the FPSO and no injury. The engine was restarted and the tug moved clear of the FPSO. <...>Tug Collision -<...> The tug<...> was manoevering close to the sterm at the curlew having connected to tow lines. one controllable pitch propeller failed in the astem position causing the tug to move towards FPSO. The captain stopped the engine for the failed propeller. Unfortunately the chief offericer also stopped an engine but the wrong one. This left the tug with no power and it collided with the FPSO. The tug suffered slight damage to the bulkwark but there was no damage to the F SO and no injury. The engine was restarted and the tug moved clear of the FPSO. Fail lift Machinery While Screwing in a joint of casting with the weatherford casing tong, the driller was supporting the joint via the single Joint Elevators when the weatherford swivel arrangement parted due to load applied by the vertical travel of t the casing joint during make up. The SJE 2 leg bridle and lower part of the swivel slid down the vertical joint and klanded on the casing tong. The <...> was engaged in drilling operations in bad weather. The wind speed was 36 - 46 knots at the time. The personnel in the rig office heard a bang outside and above the office and looked out to see some plywood debris partly on the roof off an ROV Control Cab outside and partly on a stairway leading up to the helideck. On investigation it was discovered that the wood was the lid of a spare TDS Blower Hose Box that was stored on the Doghouse Roof, (dimensions 8ft & 4ft and 112 pounds weigh), The doghouse roof had been inspected by the night tool pusher a few hours previously during his routine checks during the bad weather and nothing untoward had been seen. The lid of the box had been nailed down and the weight of the box caused the crew to consider that as a unit it was in a safe condition. On investigation it was found that the lid had been torn off by the wind, some of the wooden frame was pulled apart, some of the nails were still embedded in the lid and some had been pulled though the lid &remained in the box frame. It has to be assumed that the whole incident was caused by the weathjer conditions at the time and that the lid had worked loose prior to being torn off by the wind. A hazard hunt was carried out around the rig in o rder to indentify any other potentially loose items and it is intended to secure such boxes with secondary means in the future. <...> - Part of casing collar fell to seabed. Events leading up to the incident, <...> 5/8 casing stuck in the hole whilst running, resulting in casing back to the drill floor. The casing was being run using a <...> ruunning tool and flush mounted slips in the rotary table. To allow intervention with <...> wire line on back of the casing the <...> running tool was laid out and the 500t weatherford casing elevators were picked up along with another joint of casinto give some clearance for the rig motion. The casing refused to come clear of the obstruction . On the morning of the<...> the rig heave had built up to 2m resulting in the casing collar coming into heavy contact with the Weatherford flush mounted slips segments. After a few knocks with the casing collar, 2 of the 4 segments 20x8x3 in size and weight approx 40lbs each broke loose and fell to the seabed.



<...> - Casing slipped down through the rotary table. Events leading up to the incident: the 9 5/8" casing had become stuck during running operations<...>. Several attempts with overpull from the rig and attempts to get decent ciirculation past the casing proved futile. <...> wireline were called out to perform a back off by splitting a casing collar in the wellbore, over the course of two days <...>made 4 unsuccessful attempts to back out the casing collars to allw the rig to pull the casing to the surface, after each detonation, attempts were made to pull the casing clear. The rig was waiting on weather to allow a flight to the rig with additional resources to perform the back off operation. The weather conditions had deteriorated throughout the course of the day and flying was cancelled. The rigs floor had the casing in tension using the Heave Compensator and Weatherford 500t casing elevators. The rigs thrusters had been put into action in the morning in an attempt to calm the heave that the rig was seeing. The rig floor was out of bounds to all but the Driller or Senior Toolpusher in case of the compensator "bottoming out" which would have resulted in a far more serious incident. Operations at the time of the incident: The casing was being supported by the Weatherford 500t casing elevators and keeping a minimal tension on the 9 5/8" casing string and monitoring the heave. At 18:45 there was an exceptional heave resulting in the Heave Compensator closing, the casing bowed then stripped through elevators forcing them to unlatch, at that point the rig started on the upward heave and the casing slipped down through the rotary table. No injuries to personnel and no apparent damage to equipment. It had been agreed at <...> Release of petroleum hydrocarbon <...> . Gas turbine B had been isolated for routine maintenance. Nightshift de-isolated the turbine in preparation for start up during dayshift. Some 3 hours after de-isolating the fuel gas, a "confirmed gaas" alarm was initiated by the turbine package gas detection. Fuel gas was isolated and enclosure purge and run to ventilate the space. Gas detection returned to normal almost immediately. Time from detection to isolation less then 5 minutes. As the turbie was shut down at the time of the incident, the vent fans were not operational. Investigation revealed that there was a small weep passed a valve stem, that had allowed gas build up over the three hour period to the point a low level alarm was activated Had the turbine been operating, the vent fans would have been running and this "leak" would have gone undetected; it was so small. Dangerous Occurance - Weather - NSP <...> - FPSO in heavy weather wind gusting 80knots heave 20m. When storm abated the air vent on the fore peak tank was observed to be partially damaged removed and repaired. Gas Compressor A had tripped on high motor vibration. Production staff went to restart machine locally but were unable to do so due to confined high vibration. During this attempt there was a high pressure gas released from the variable valve pocket draiin valve. this is a small needle valve that is suspected to have cracked open due to the vibration of the machine. Two accoustic gas detectors activated with a resultant ESD6 and total plant shutdown. GPA sounded automatically and full muster completedThe production staff on location at the heard the escape and fully closed the drain valve. Escape lasted for seconds. The equivalent hole diameter is estimated to be around 03.mm. Enough to set off the accoustic detectors ICC Note " ~This report has mis sing data and has been completed to the best endeavour of the ICC" Unable to contact notifier to obtain B4 information. Saved as "Not Known" and "Reportable" save as best of judgement. <...> Dropped object, sheet metal (5kg) fell 30.5m During normal plant operations a technician observed a piece of sheet metal 62cm x 82cm, weighing 5kg lying on kennedy grating adjacent to the ?A? GT waste heat recovery unit. Initial investigationswould indicate that the sheet metal (flow deflector panel) has been ejected from the waste heat recovery unit via the ?A? GT turbine stack and fallen 30.5 metres to the gratings below. Area barriered off, ?A? GT shutdown. Local investigation begun and in ernal inspection of the unit. Failure of Lift Machinery - <...> The operation at the time was to clear deck space for oncoming cargo which involved use of the platform port crane. After performing routine "pre-operations checks", a Glycol Tote Tank the weigght of which was 4.2 Tonnes and partially filled, was lifted approx 5 feet off the deck to check stability of the load and that the crane brake was operating normally. The load was then lifted clear of the Samson Posts and surrounding obstructions to a heght of approx 12 feet off the deck. The Crane was then slewed to the right (aft) and as the load was boomed out but height maintained, the whip line parted. The Glycol Tank landed on top of a riser basket and a <...> t, resulting in damage to the fram e of the Glycol Tank and also the riser basket. The Glycol tank remained intact and there was no loss of containment. There were no persons within the drop zone as per <...> policy hence no injury to personnel.



Dropped Object <...> Operation at the time of the incident was attempting to mill a window in the 13 3/8" casing using a Whipstock and milling assembly. Due to previous experience with milling type operations and the potential for droppeed objects, the rig floor wads cleared of floormen, barriers had been erected on the access stairways to rig floor and an announcement was put over the public address system informing all personnel that the rig floor was out of bounds until further notice The milling operation was causing severe vibration on the Maritime Hydraulics Top Drive. After a period a approx ten minutes of milling an object was observed falling to the rig floor by a floorman. The milling operation was immediately stopped to find he source of the dropped object. It was identified as a retaining pin for one of the balance pistons complete with the securing pin still attached by a piece of wire that had come loose with the vibration and fallen. The pin dimensions are approximately 6" long x 1" diameter, weight approximately 1.5lbs. The height the pin dropped to the rig floor- 80 feet. Weather at time of incident: Wind 150 degrees @ 10 knots, swell 1m, pitch 0.2, roll 0.2. Temp 7 degrees C. The piston securing pin was re-installed wi th the retaining pin and taped up to prevent a re-occurrence. DO <...> Weather: Wind, 25kts, Brg 110DegT Sea height 4m, vessel heading 120 DegT During routine inspection of gas compressor, a gas escape was noted on a 1 flange to a PSV. System pressure was 180bar. The machine was immediately shut down and blown n down. The compressor has been isolated and investigations as to the cause of the leak in progress The Operation was pulling cut of the hole after drilling the 36" section. On lifting the last stand two dies from the top drive pipe handler became loose and fell to the rig floor. The top drive was one stand above the rig floor and the dies weighed 0.3 kilo each. The person nearest to the landing point was just over 5 metres away, and behind pipe racked in the setback area. The draw works had been operated a fraction before the pipe grabs released, and this caused the brass retaining screws holding the dies to shear, releasing the dies. There is an interlock fitted to prevent this, and it will be examined to see if a sufficienttime delay is written into the programme. <...> - Failure of Lift Machinery - Whilst conducting lifting operations using the port deck crane, the whip line parted, dropping the load. Failure of Lifting Machinery - <...> - At 17.50 while unloading general cargo from supply vessel <...> using Port Mild Crane on the<...> V Crane operator lifted container and upon doing so chandelier for limit swittch system fell from its position and upon hitting the hook slpit and two halves with one half falling to the deck of the supply vessel and with the other half remaining on ball. The weight of the half falling to the deck was 4kgs. Made safe and all ope ations stopped pending investigation weather conditions were good with winds 17kn directions SE and seas 0.7 meters. Failure of Lifting Machinery - <...> - After daily crane checks the Manitex (25t) cranes whipline hook was attached to a deck hatch by means of 2 slings from 2 installed tested padeyes on the hatch. The hatch was then lifted to a heighht of 1.5-2 metres for purpose of moving hatch atf. At this time the crane operator put the whipline control as soon as the whip control was neutral the whipline brake failed to hold the hatch fell back down to the deck coaming in an uncontrolled fashion No injuries. No whipline lifting operations are/were allowed after this and crane service rep was called immediatley. Weather was fine and clear with sea state. 1-2crane -<...> , <...> . In addition to <...> there was 1 slinger using a tag line for control. All personnel had been cleared from the area and neither banksman or slinger were injured. <...> Release of petroleum hydrocarbon <...> Gas Comp A in process of being locally started. Unit went through purges sequence and on motor start - compressor starts to load up. Unit continues to load up on the 1st stage, increasing to o relief valve pressure. At this time, the local operator detected a gas leak on the cylinder cover of 1st stg - cylinder 2 and immediately shut the unit down. Wind 230deg@ 10knts, Sea 0.5m Hs, 4.9m swell. Dangerous Occurance<...> At 1844hrs <...> standby vesselt reported subsurface buoys floating at the same time line tension of line 1 dropped. Winched in line 1 at no tension. Achor chain had broken just outside fairlead. Achorr line 1 consist of 76mm chain line 400m of 90mm wire inserted 5 subsurface buoys to keep over pipelines and gravity base structures. Weather condition at the time of the incident; Wind - 17 Knots from 350 deg, Sea 2.5m sign/4m max. Rig did not move muchn the line break i.e gangway remained in position. Alle workers of frigg platforms called back to Port Reval. Gangway lifted and rig winched 25-30m out. Info - anchorline1 on the the gangway side of the rig i.e holding the rig in to the fixed platforms. Intentions - AA. We have tonight produced documentation for VMO consideration in order to set gangway and operate with 11 anchorlines until 1 reset. BB Line 1 will be rest with new anchorchain delivered 2007. AHV <...> chartered in AHV <...> aser will assist. Weather forecast good. Escape of Dangerous Substance -<...> - This incident took place during pumping of 150 litre seawater in starboard propulsion room to he bilge drain tank on port side column 4. The oily water tank was nearly full before start, 20 litre of oily water went through the bilge water tank vent valve and in to the sea. Frigg offshore field manager / total E&P norge and OSM onshore informed about the oil spill. OSM internal investigation started. Corrective actions will be implemented as found by the investigation. Immediate actions: proper checklist for transferring to bilge water tank to be initiated. ICC Note - "This report has missing data and has been completed to the best endeavour of the ICC."



At 09:08 on <...> Gas Turbine 1 tripped as a result of a gas compression trip and as per procedures the emergency electrical generator started in order to maintain essential power. At 09:32 Gas Turbine 1 was restarted and the emergency generator was shhut down. At 09:56 an Operator went to the Emergency Generator room to confirm the availability of the emergency generator should it be required to be restarted. The Operator noticed in the Emergency Generator room the presence of a diesel fuel mist. Theontrol Room was notified and the Operator was instructed to leave the area immediately and operate the diesel shut of valve on the outside of the Emergency Generator room. The cause of the leak was found to be a fractured elbow union on the diesel supply line. The unit was replaced and the emergency generator placed back in service. An incident investigation is currently underway in order to establish the root cause of the diesel fuel leak. Crude Oil Leak - <...> NSP - Steady production was ongoing, when it was reported that a very small anount of crude had dripped from a 1" vent line at the metering skid. With the line isolated and the lagging removed a close visual inspection reveal led a small pin hole. The cause of this pin hole is thought to be a corrosion under isulation. it is estimated that the loss of contaiment was less than 100 milliletres if crude oil all of which was contained in the bund. Weather Calm wind 10K. <...> HP gas compressor was shutdown after gas was observed leaking from the sight glass seal on the 3rd stage scrubber. There was a limited period of leakage and localised gas cloud to approx 0.5 metres from the gauge. <...> Rather - Whilst undertaking anchor handling operations, the AHTS<...> capsized. All non-essential personnel (72) were evacuated from the <...> due to the risk of the upturned vessel colliding wi ith the rig. The vessel subsequently sank some 3mls from the rig and the rig was upmanned. <...> Release of petroleum hydrocarbon <...> . A mixture of water and condensate had collected in the lower section of the common atmospheric vent header. A gas turbine tripped & vented its fuel pressure in the header as designed. This exxpelled the fluid from the atmospheric vent header and dispersed in the wind spraying the deck below. No persons came into contact with the liquid. The open end of the vent header is located at the top of the turret at the bow. The header drain as checked and found be unobstructed and free draining. <...> Release of petroleum hydrocarbon <...> . Marine Supervisor observed that stabilising crude had dripped from the <...> coupling located on a 12 inch prod water line from the to the port slop tank. The Supervvisor organised an immediate cleanup of the area. The amount was estimated 25 ltr, non had entered the sea as it had congealed on the Marine Deck. The leak was possibly caused by vessel motion and had ceased when found. The area was bunded to prevent reoc urrence until the alignment can be checked. <...> Release of petroleum hydrocarbon <...> A production operator was conducting his 0630 hrs checks and had confirmed that there was 800ltrs of lube oil in the gas compressor storage at 0715 when again passing the compressor he noted that the oil contained in the cube had emptied onto the process deck, oil was starting to fall onto the Marine Deck. The Marine deck scuppes were closed as part of NSP proceedures. No oil lube entered the sea. <...> Release of petroleum hydrocarbon <...> . Gas compressor 'A' - Minor hydrocarbon release from small bore tube fitting whilst personnel were in attendance. Local Production detected small gas leak on No 1 cylinder. Machine was immediately shut tdown and local blowdown initiated. <...> Release of petroleum hydrocarbon <...> Steady production was ongoing. A spiking operation was about to commence. Prior to spiking crude oil fro the residue tank to the export pipeline the oil export meter is proved. This was ongoiing when it was noted by a production operator that crude oil was issuing from a 150lb, 1/2" flange. This pipe had recently been removed for repair and investigation revealed that the new gasket was not correctly aligned. Estimated that approx 10 litre ha leaked from the flange. The clean up was executd at 1 to 2 bar. Clean up using absorbant pads, no chemicals used & no oil entered the sea. No F & G detetors activated. Sea state calm, wind 12k, 9c. <...> - man fell over board with BOP - <...> - Whilst lifting the BOP from the well head, using to air hoists, initial findings are that one of the air hoists failed. The failure of the first caused the failure of the second, ccausing the BOP to drop into the water.During the operation of moving the 13 5/8" BOP from the well head to the BOP storage cart, 2 men were on the Texes Deck to operate the BOP in relation to the storage cart, During this operation the BOP hoist apperes to have failed which caused the FWD hoist to bear the full weight of the BOP. This apparently then caused the FWD hoist to fail resulting in the BOP dropping to the sea. As a result of the aft hoist failure and subsequent swinging of the BOP there was a collision with the <...> and associated rigging. This collison with the <...> caued the two men to fall from the T<...> . One mans fall as arrested by his interia heel, and the other man fell to the sea due to failure of the interia reel arresting wire possiblt due to damage from falling debris. This man was recovered from the sea by the ST/ by vessel FRC and transferred to the ST/ by vessel where initial treatment was given. He was transferred directly from the ST/ by vessel to shoresidemedical facilities by helicopter. The man was given full check over in hospital and released later the dsame day. The second man was recovered to the rig floor and treated by the medic and later attended local hospital for a check up. The man was also rel eased without treatment.



<...> Hydrocarbon Release - <...> - Work Activity: Normal operation with some maintenance ongoing on the plant. Environmental conditions: Wind SE 12 knots, Hs 1,2 meters - Substances involved: Crude oil. Heating medium heat eexchanger (26-X-001) had been isolated in order to open vessel for inspection and repair of damaged tubes. Production had been cut back to less than 100 000 bbls/day gross fluids in order to minimize the impact of the loss of the heating medium system. Atapproximately 11:35hrs, a report of an oil leak onto the main deck was received. Production technician immediately went to the area to investigate, oil was seen to be leaking out from the train B 2nd stage heater. Deck crew were asked to check that all scupper plugs were in place and prepare oil spill equipment. Initial plan was going to be to bias all flow to other train and isolate leaking heater. However, within a few minutes, the train A 2nd stage heater also began to leak. All production was then shutdown from the CCR and heaters locally isolated in order to minimize the loss of containment. For the duration of the incident all hot work on board was suspended and work leaders were requested to return permits to the control room. All crude released fr om the two vessels was contained on board, with nothing going overboard. Initial investigation appears to show that gaskets on the oil side of the exchanger had become extremely brittle, leading to the failure when the heating medium was stopped and the o perating temperature decreased. The incident will be further investigated, ref. to <...> During normal oil processing operations it was reported there was some instability in the separator operation. Instrun=ment Technicians were requested to check out the control valves. During this activity a sample valve sheared from it's fitting and was iisolated. Very shortly afterwards there was excessive vibration and movement observed in the pipework. The separator was shutdown and on further inspection it was noticed that one flange on the pipe had leaked slightly and that some of the pipe supports w re damaged. The drill crew were in the process of changing a slickline tool string at surface. Whilst pulling the lubricator back with the V-door tugger, a pinging noise was heard near the top of the V-door. On further investigation, a 2 1/2" washer weighing 100g waas found lying on the catwalk. This washer was identified as having fallen from the Port side toe board hinge at the monkey board level. There were five personnel on the drill floor at the time of the incident and no pesonnel on the catwalk. No one was injured. Operations were stopped and an inspection was carried out at the toe board and around the lubricator for any other loose items. Whilst a roughneck was checking around the lubricator, he knocked a gauge and the lens plus retaining collar (120g) off which fell 40ft to the drilling floor. The floor was clear of personnel during the inspection. The original washer dropped had been dislodged by the tugger were being caught behind it, forcing it against the retaining split pin which folded and rele ased the washer. The ID of the washer was too large for the hinge bar it was fitted to allowing in turn it to bend and slip over the split pin. A correct size washer was reinstated and all other similar arrangements checked for correct size. <...> Hydrocarbon Release - <...> B' Gas Turbine was to be test run following an extensive overhaul. As part of the recommissioning programme it was recognised that when shutting down the machine after running on fuel ggas it would vent the fuel manifold pressure to the common vent header as per design. However in the past this has proved problematic as the sudden introduction of fuel gas press expels a mixture of water and condi out of the vent, top turret housing. Prir to test all hot work were suspended & all personnel confined to accommodation (TR). As expected during tests a total of about 120ltrs water & condi fell to marine deck in droplets from vent. Incident area: Atmospheric commen vent header located top turr et housing. <...> - Release of petroleum hydrocarbon<...> . HP gas compressor A was on load following maintenance the previous day. During a visual inspection by an operator, two small leaks were detected, one from the head gasket of 1st stage cylindder 4 and the other from the 'recon' monitor double block and bleed fitted on the crank case end of cylinder 4. The compressor was shut down, isolating and purging to permit intrusive maintenance. The head gasket has been replaced and all 'recon' double b ock and bleed assemblies removed and blanked off on the available compressors. Wind 25 kts at 210 deg - sea slate 4m hs as 320 deg. <...> fire caused by cable tie cutting in. Fixed welding circuit shorted out causing smoke and small flame. Supply isolated, put out with DP extinguisher. Reported at time to Rig Manager, Flash issued after initial evaluation. Prroblem seems to be associated with stainless steel cable tie cutting into insulation with vibration. <...> - Smoke noticed by welders fire watchman working nearby. <...> -Chief engineer on site. <...> - OIM and Senior Electrician on site, small flame extingushed by blowing onto it. <...> - DP extinguisher used to smother small flame and cool wire. <...> Power supply isolated. Welding circuits isolated and repair to wire. Megger test fixed welding machine cables before each use of this system. After each use of fixed welding spur lines, system to be switched off. <...> Dropped object, spreaders fell 25ft to rig floor <...> . Whilst lifting tubulars to the<...> , the crane load was slackened off in order to remove the spreader hooks from the slings. The main block hook came into contact with the <...> protective frame causing the latch to open and the<...> ring (18kg) to roll from the hook resulting in the spreaders dropping 25' to the rig floor.



<...> Ruptured hydraulic hose. While tripping into the hole with 51/2" DP the next stand to be run was lifted by the bottom racking arm and supported by the top racking arm. The hydraulic hose for the claw cylinder on the bottom raacking arm ruptured and the claw opened cuasing the stand to drop vertically about 3 feet onto the drill floor. A "Time out for Safety" was called. The risk assessment was reviewed. The hydraulic engineer and 1st engineer carried out repairs and the job w s continued safely. Repairs were discussed with management in <...> office and with the manufacturer<...> <...> Dropped object (cement sheared off) <...> . The operation at the time of the incident was rigging up to cement 17 1/2" casing. On hearing a bang all operations on the drill floor were stopped. At this point the roughneck in the upper raacking cab informed the driller that a piece of the cement head had sheered off and landed on a derrick beam. He advised the driller not to move the drill string at this point.The drill floor was barriered off and a PA announcement made to advise all persnnel to stay clear of the drill floor. A roughneck went up in a riding belt to investigate the damage and on his descent he picked up the sheared piece (3.6kg). The lower racking arm was used to support the drill string Using the TDS the cement head was backed off from the string at the flag sub. The blocks were retracted and lowered the cement head to the drill floor. Elevators were secured onto the drill string, we were then in a safe position to commence rigging up an alternative cement head. The weath er conditions at the time were not a contributing factor A lock open cap weighing 1.4 KG was dropped during removal from surface tree, falling 7m to the rig floor. Rig floor clear of personnel at time of incident.<...> Lock Cap Dropped <...> Hydraulic control hose failed. <...> (FPSO) in steady operation and discharging cargo to shuttle tanker. Cargo operations were shut down when a hydraulic control hose failed on the carden suspension unit. Failure located at the hydraulic hose crimped termination, resulting in the hose blowing off. Due to location of assemble on cargo off take handling system - the leaking hydraulic oil was discharged directly yo sea. Environments at the time :- Wind - 14-19 kts @ 124 deg Se 1.2 Hs. <...> <...> Release from small bore impulse line. <...> in steady operation. Outside tech informed the CRO that he had isolated a Pressure Transmitter on the 2nd stage suction scrubber as there was a release of H/C's from a small bore iimpulse line. Leak traced to impulse line fitting where it entered a mono valve block. Fitting was removed, inspected checked and refitted with thread tape. Environments at the time:- Wind - 15kts @ 138 deg <...> The location of the incident was <...> - Gas Compression 2nd stg suction scrubber. <...> Bleed/Purge valve found leaking. <...> in steady operation. Bleed / Purge valve connection between PSV 219 and the downstream isolation valve of the Condensate Dehydration package was found to be leaking at a threaded connecction which had suffered some previous mechanical damage. PSV's changed over and PSC 219 isolated, pipe fitting removed and blanked. Environments at the time:- Wind - 18 kts @ 140 deg <...> <...> Minor gas escape from leaking valve. Minor gas escape came from a leaking valve, valve was installed on a gas lift system supply gas to well P9. No person directly involved and hence no injuries. The system was shut down immediately annd depressurised. Now in the remedial programme to change the valve. <...> Release of petroleum hydrocarbon <...> normal operations ongoing with ?A? gas compressor on line, during routine inspection operator noted icing around valve DBB 12V071 with minor Hydrocarbon (gas) release on gas lift manifold DBB-12V0071. CCR advised by radio and gas compressor shut down from local panel. Investigation on cause of leak ongoing. <...> No 3 generator experienced a crankcase ignition <...> During normal operations the installation was being supplied with electricity by x2 diesel generators (No's 1 and 3). No 3 generator experienced a crankcase ignition (for reasons yet tto be determined) resulting in a blow out of oil mist from the crankcase relief valves. The resultant smoke from the failure within the crankcase (no resultant fire or escalation beyond the engine containment systems) activated the installation fixed firedetection systems, initiating a General Platform Alarm and as a result of the sudden mechanical failure of the generator, a power outage was experienced. Installation teams responded to the incident and made the site safe and subsequently restored power and utility systems. A full investigation into the cause of the incident is underway. <...> Crane chain hoist and trolley beam fell to floor <...> Whilst preparing to carry out inspection work at the alternator assembly at turbine generator <...> , the cover was being removed to allow access. As the cover came against a ppipe, it was manoeuvered around it. Once past the pipe, the trolley clamp with chain hoist and load attached continued off the end of the runway beam. There were no stops to prevent it falling off the end. The beam is approximately 3.6m above the floor ofthe compartment. The trolley beam and chain hoist fell to the floor of the lube oil skid. Whilst the cover, which dropped about 1m, came to rest on piping and cabling. The chain hoist and trolley clamp weighs 18kg and the cover no more than 60kg. This was not an injurious incident.



<...> Release of petroleum hydrocarbon <...> Installation GPA activated by smoke detected in start air compressor flat. Asphxiant oil mist from no.2 start air compressor activated adjacent smoke detector. Route causes - 1st stage/ 2nd sstage valves on compressing passing causing compressor PSV to lift expelling oil mist into room and activating the adjacent smoke detector. <...> Wind 23-25kts direction 170deg T.Roll 0.5 deg, Pitch 0.4 deg, Heave 0.6metrs, Vis 10nm. Sea 2-2.8meters. Precipitation - Dry. Artificial lighting Operation at the time was a slick lline run with a exercising tool to work on a down hole saafety valve. At the time of the incident the tools were on the surface and had been laid down. The slick line lubricator was suspended on a dedicated air hoist and preparations being made to stand the unit back on the drill floor. Two personnel were inriding belts attending the lubricator located some 25ft above the drill floor. The lubricator was observed lowering on its own and a crewman in the manrider was directed to stop the slow lower which was identified as being the caused by the control cordbeing caught up in the rigging equipment. Crew had been cleared away from the dropzone below the lubricator and tightening upon a running guide tugger to get the lubricator clear of the surface tree, the lubricator was observed to be tilting. Manriders were called clear and Toolpusher went to close air off tot he dedicated air hoist as it now appeared to be hoisting the lubricator. The toolpusher did not get the air isolation valve before the slickline parted and dropped the weight bar. Visual reference on the derrick cameras confirmed to the toolpusher that the air hoist was slowly pulling at which point the hoist was isolated. The slick line had parted from the weight bar appox 50kg fell 25ft to the drill floor. The slick line was rated at a minimum strength before parting 1600lbs (725kg). A pre-phase meeting held ahead of the operation had identified slick line parting as an issue with this kind of operation. The precautions of keeping personnel to a minimum necessary for the task and away fro <...> Crane operation, rubber tyre (60kg) fell approx 60m <...> . Crane operation with port crane on main deck of the <...> . Weather suitable for crane operations. <...> 50(t) crane was being used to work an attending supply vesseel. When changing over from the main hoist block to the auxiliary block (whip-line) the crane operator was in the process of recovering the main block to the upper limit stowage position when the block made contact with the wooden fendering at the jib end This caused a substantial sized length of rubber tyre fendering and a bulldog clip to fall a height of approx 60m to deck level. The attending crew were working below on the main deck. The falling debris missed the crew members and there were no injuries. The bulldog clip landed 23m from one crew member and the tyre fender (approx weight 60kg) landed 8-9m clear of the nearest crew member. <...> Release or escape of dangerous substance <...> .Permit raised for replacement of a shaft seal on valve 2C025 in the pump room. After last use of main cargo pumps all lines in pump room had been flushed through with produced water. Liness opened to bilges proved to be clear and last line contained a dead leg close to bilge suction strain box and there was blank flange on this line. Flange was loosened to prove isolation in controlled manner and small amount of water came from dead leg an vapour entrained in the liquid released and set off low level oil mist alarms and GPA. Sea state: moderate, wind: 10 knots, direction: NNE. <...> Water leak on the Diesel driver of the compressor <...> .The Power Module (PUM) was in a normal operational state with Water Injection system & the B Gas Compressor in operation, when one of the Mechanical watchkeepers reported a water leaak on the Diesel driver of the compressor. The unit was shut-down manually and the area was investigated by the crew. Further visual investigation revealed a hole in a ½? stainless steel biocide supply line leading to the Water Injection system. The holead allowed biocide <...> to break containment and run down on top of the Diesel engine and into the bunded sump area under the engine, within the PUM. This module is not normally manned. The biociding operation is a batched dosing process, which had been carried out over the previous hour. During this process, 101 Litres (of which only 45% is a toxic component) had been pumped from the biocide storage tank. Given the size of the hole and pipe size, it is assumed that all of the fluid went to bilge within the PUM. It is believed that the cause of the failure was due to fretting damage. A full investigation is underway. The area was barriered off and access to the contaminated area restricted. The damaged plant was isolated , and a clean up was organized under the control of the PTW system, in conjunction with the chemical supplier. <...> Release of petroleum hydrocarbon <...> Production was stable at around 10000 bpd without compression on line. Testing of block valves on P1 gas lift system was ongoing when the Production Supervisor notice an ?ice? ball around the screwed connnection on the end of P4 gas lift umbilical. The gas lift section was depressurised and isolated. Testing of the isolation valves was completed. Environmental conditions: Wind speed/direction: 5knts/055deg; Sea ht 0.5m; temp 14 deg C. Part B5: P4 Gas Lif Riser at Crimped Connection on End of Umbillical.



Wind 20-25kts direction 175 degrees (T). Roll 0.4 degrees, pitch 0.2 degrees, heave 0.2mtrs, vis10nm. Sea 1.5-2 mtrs. Operation at the time was a slick line run with a wireline retrievable sub surface safety valve (WRSSSV). Tool string had been installed in lubricator and the lubricator connection pressure tested using a cromer test sub. The production swab valve (PSV) on the production tree and the upper shear valve (PUSHV) on the lower marine riser package (LMRP) had bee closed to isolate well pressure Pressure was being applied above PUSHV using cement unit and water/glycol test medium. In error and prior to pressure reaching the required valve above the PUSHV the instruction was given to open the PUSHV. On opening the PUSHV the higher pressure of the 0.25bbl volume between the PSV and the PUSHV caused a rapid pressure increase in the 16bbl volume of water/glycol above the PUSHV. Rapid pressure increase moved the tool string upwards and caused the rope socket to impact the stuffing box. Impact on the stuffing box resulted in the wire parting and the tool string dropping onto the closed PSV. A small quantity of water/glycol mix was ejected through the stuffing box prior to the rubber BOP device within the stuffing box seal. Following the incident thesurface tree production master valve and sub sea production master valves were closed as further barriers. <...> collision - <...> The supply vessel 'power express' entered the 500 metre zone of the<...> and <...> (combined operations). Whilst positioning alongside the SF4 leg Number 2 and one of the anchors secured on the side of the SF4 the vessel came in contact with the SF4 Leg Number 2 and one of the anchors secured on the side of the SF4. Minor damage to both the SF4 and Power Express. Weather - wind 076 degrees 9 knots, wave heights 0.5 metres, visibility mist appro 800 metres. <...> Crane failure, whilst lifing hatch lid sling parted <...> . Deck crew were working under a cold work permit, opening up Aft Engine Room access hatch, prior to lowering in DG5 oil cooler to aft Engine Room. Use of No3 aft crane to open hingedd hatch lid, using 1.2 tonne wire rope sling attached to 1 tonne SWL padeye on hatch lid. Crane driver was blind to the lift from the crane cab, banksman in radio contact and two deck assistants at location. Sling parted at ferrule of soft eye at the cran hook end of the sling. Sling Colour coded, certified, and in good condition prior to use, was puchased new <...> . This batch of slings has been quarantined until the cause of the failure is known.<...> The deck crew were lifting a compactor bag filled with individual sacks of grit from the main deck to the starboard box girder using the srarboard crane. During the lifting process the compactor bag swung and came into contact with the corner of the ruckeer tensioner base causing the compactor bag to tear. One bag of grit weighing approx 25kg fell approx 15 feet to the deck below , no personnel were injured. The load was immediately lowered back to the main deck. Wind S3 24mls pitch 1.2, roll 1.2 heave 1m. <...> Collision with anchor handler <...> was manoeuvring in on the portside of the RG7 to take on an anchor for running and setting of same. Whilst manoeuvring back towards the rig <...> made contact with the rig hull causing an indentation along the turn of the hull approx 8 ft long. No injuries to any personnel on board the RG7 or <...> . After inspection of the hull on the RG7 had been completed, frames F17 &18 had been bent approx 4" - 6" and 8 ft long turn in the section of the hull. No cracks or welds in the steel were observed. The pre-oad tank 10T was also inspected and no cracks were observed. The RG7 was jacked down to an 8 ft draught and checked for water tight integrity. The integrity of the RG7 was in good order, <...> had slight damage. No quadrant or block as vessel was moving. <...> Riser Joint Fell - Whilst retrieving marine riser, a connecting nut and retaining circlip fell from a riser joint, 50 feet to the drill floor. The nut weighed 6.4 kg. <...> Release of petroleum hydrocarbon <...> . During commissioning trials of the condensate injection system, a condensate leak was reported from the coupling of a Pressure Indicator on the high pressure export line. The pressure in thee line was 120 barg. The export pump was stopped from the control room and the line depressurised. Maersk investigation (PS4540) into all the causes is ongoing. However, initial actions to prevent reoccurrence have been taken: All instruments and their fitings on the condensate injection system have been surveyed and checked. The PI and a similar one on the export lines of both the duty and standby pumps have been removed and blanked off at the flange tapping. <...> Release of petroleum hydrocarbon <...> .C turbine tripped. A mixture of water and condensate had collected in common atmospheric vent header. When turbine tripped, turbine fuel pressure vented into common vent header. A mixture of water and condensate propelled from vent at turret roof and showered over marine deck and gas compressor area below 2 x inst techs were working at 'A' gas compressor at time and were sprayed with water / condensate.



<...> Release of petroleum hydrocarbon (B Compressor) <...> Normal Production Operations: 3000bpd oil and 'B' Reciprocating Gas Compressors on line. 9 knot wind, relative direction 355 degrees. Sea state <1.0m. Visibility clear sunny day 15nm. The Production Operation or was out on the plant when he noticed something suspicious at the mezzanine level. He informed the CRO who panned the CCTV camera into the area. The CRO contacted the operator to stay clear at the area as he could see what looked lke a small escape of gas. The CRO immediately hit the shutdown/blowdown push button on the control panel and initiated a QPA. The Operator informed the CCR and the compressor was shutdown. The Platform was accounted for in 8 minutes and once depressurisation was continued, the ERT were sent to investigate the area. However, at this time the source of the leak was not found. The area was made secure and personnel stood down from the muster point. Following the GPA, the Production Supervisor investigated the area and discovered icing around PSV 08248 on the 3rd stage discharge of B Compressor. There was no fixed gas detection during this release. The compressor remains depressurised. <...> Release of petroleum hydrocarbon (P3 Gas lift riser) <...> Production was stable at around 600 bpd no compression on line. Construction work was being carried out close to the location of the offending flange. The flange began to leak gas. Thhe area operator was alerted and on investigation, isolated section and depressurised the section of pipework. The decision was made to depression the whole of the gas lift system to conduct a high pressure leak test on all flanges and valve stems. Enviromental conditions - wind speed/direction 9 knots/020 deg, sea ht 0.5m, temp 15 deg C. Part B states incident occurred on - P3 Gas lift riser at the downstream flange on the back flange upstream of ESDV 12032 <...> dropped object - <...> While running in the hole to continue the coring operation, an uncontrolled lowering of the blocks occurred while running in stand 42. The elevators came into contact with the auto slips and the travelling asssembly came to rest. The lowering of the blocks was partially controlled, nut not enough to prevent contact, and the weight of the travelling block, DSC and top drive came to rest on the bails, with slack line above the blocks and on the draw-works drum.fter approximately 30 minutes and before it was possible to tighten up the sack wire, the bails gave way and the block fell the remaining 2-3 feet, and came to rest on top of the power slips in the rotary. The driller on the brake at the time was experienced and his training was up to date. He had not experienced a similar incident before. <...> Crane failure, sling on BOP handling tool slippedv The operation was lifting a BOP handling tool from the supply vessel <...> . Wind Speed 34knots @ 290°, Sea height 6-9? @ 295°. Pitch 0.8° Roll 0.6° heave 4?. The boat waas requested in on the stbd side. The crane operator was hooked onto the handling tool by the deck crew of the <...> . Once hooked on the crane operator waited for an opportune moment to pick the load up. As the load was being lifted the one of te two slings attached slipped causing to load to veer under the handrail of the vessel. The motion of the vessel, downward, caught the tool under the handrail. The shock load applied parted the sling on the handling tool. The load was subsequently lowered back to the deck and unhooked. <...> requested to go to standby. Well Incident <...> well <...> <...> 9 5/8" casing had been set and cemented into top reservoir at 3261m md (1893 m tvd). 12 1/4" TD was at 3270 m md and the 12 1/4" section had been drilled witth a 1.38 SG mud. With half the 9 5/8" shoetrack drilled the mud was displaced to a 1.23 SG drill in fluid and the remainder of the shoetrack was drilled out to a depth of 3262 m md. After drilling the shoetrack a planned flowcheck was conducted and the wll was found to be flowing and subsequently shut in. Total volume of influx recorded was 6 bbls. SICP was recorded at 340 psi and SIDPP of 293 psi recorded. The influx was circulated out using the first circulation of the drillers method. An attempt was then made to bleed off pressure in order to determine if the source of the pressure was a small overpressured stringer from in the cap rock. This attempt was unsuccessful in that the pressure did not diminish. Total volume bled off was 8.8 bbls and final pressures after attempt at bleed down was SIDPP 292 psi and SICP of 390 psi. The influx was circulated out using the drillers method and an attempt was made to kill the well with 1.38 sg mud. During the circulation of the kill mud it was found taht the mud was not capable of being weighed up to the required value until it had been sheared at drilling rates which was not possible over a choke. Baryte sag was occurring and mud weights being recorded were in the range of 1.21 - 1.46 SG coming out of the wellfor a 1.38 SG mud going in. The well was closed in and the old 1.38 SG from the 12 1/4" section was re-mobilised to the rig. The well was then successfully killed with a 1.38 SG mud. Drilling of 8 1/2 " hole commenced until 3215 m and a test track pressur <...> Release of petroleum hydrocarbon (Flange of P3 gas lift) <...> 3hrs after starting A gas compressor a leak was found from the upstream flange of P3 gas lift <...> . Gas compression was shutdown, gas lift manifold de-pressurised N2 purgedd and isolated. Investigation on cause of leak ongoing. <...> Release of petroleum hydrocarbon (P1 Gas lift line) <...> During normal operations, it was noticed that there was some minor icing up at the downstream flange of the orifice plate on P1 Gas Lift Line. Gas Lift had been started at 0900 hrs same day. This is located in open area. Wind 17kts, direction 140.



<...> Collisions with supply vessel. <...> was discharging pot water and fuel on the<...> side when supply vessel fire alarm activated, this was quickly identified as a false alarm. Fuel and pot wateer transfers were stopped. Master arrived on bridge to be informed by the Chief Officer that the Joystick power supply had failed. At this point the 4 tunnel thrusters had 50% Port thrust i.e. pushing the vessel towards the rig. <...> aft Port fender came in contact with starboard aft 18ft column before control could be regained by the Master. Hoses were recovered and vessel exited 500 metre zone. No damage to either vessel evident. <...> Dropped object, inertia reel clasp & 4" off wire fell <...> . Tripping in hole picking up 5.5" test tubing. Roustabout on pipe deck observed a inertia reel clasp & 4" off wire slide down the vdoor approximately 15ft from where he was standiing. Shutdown operation, Tofs called, STP & OIM notified. Investigation completed and found that the inertia reel wire and clasp had been parted from main inertia reel housing at the monkeyboard. Remaining reel removed from derrick No injury to any personel or further damage to property. <...> Release of hydrocarbon petroleum (Gas injection) <...> . Whilst opening a needle valve under maintenance conditions on a double block and bleed valve <...> the operator observed the needle valve leaked from the valve stem. The mainttenance isolation was removed, and double block and bleed valve closed which isolated the leak source. The secondary effect of closing this valve was activation of a pressure differential transmitter for the gas reinjection after-cooler, which caused theas compressors to shut down automatically (PSD). The leak did not activate any fixed gas detection systems (fully functional fixed gas detector approx 2 metres from site of release). The PSD was not a requirement to isolate the leak. It is suspected the leak was through the threads of the valve stem and consequently both leak rate and total volume of gas released are estimated as extremely low. The needle valve has been replaced and sent for analysis to determine failure mode. Condensate booster pump B being restarted following a trip with operator in attendance. Pump started and after initial pressure fluctuation, pressure dropped to - 25 bar. Soon after, lub oil sprayed out of bearing housing - followed by condensate. Pump immmediately shutdown, isolated and vented down by operator. Note - this is magnetic drive - seal less type of centrifugal pump. Wind 9 kts, 292 deg - good. <...> Release of petroleum hydrocarbon (Deck B gas compressor)<...> . Steady state operations 20:15 <...> . Acoustic gas detector activated, Outside operator confirmed minor leak from thermowell <...> . And shutdown Machine at 20:18 Investigatioon on cause of leak ongoing. <...> - Crane boom damage. During a crane lift using starboard National type <...> deck crane the crane boom working at high boom angle elevated without any control command resulting in crane boom being pulled through the boom stops . Emergeency clutch and engine stops operated.Boom came to rest against crane "A" frame . Damage suffered to heel section of boom which will require to be renewed. Forward plan is to renew crane boom heel section and load test crane when assemly complete. Classifcation Society informed of ongoing repair work. Weather and Environmental conditions, Wind 315 deg X 14 kts Sea ht max. 1.6 metres Roll 0.5 deg Pitch 0.5 deg. Heave O.2 metre Wx Light Rain showers Visibility 3 NM <...> Release of petroleum hydrocarbon (2nd Stage Separator) <...> .During normal plant monitoring operations a Technician observed crude oil dripping from lagging fitted to a common four inch condensate return line that ties into the 2nd stagge separators of A and B train oil plant. Process plant operations on both A and B oil trains were manually shutdown in order to stop the leak. It was established that approximately 20 litres of predominantly crude oil with traces of water and hydrocarboncondensate mixture had leaked to deck. <...> Release of petroleum hydrocarbon (Gas riser at topside) <...> Production was stable at approximately 12,400bbls/d with gas compressor ?A? in service. No lift gas was being applied to well P11 via gas lift riser No.6 (P8/P11). During routine cchecks of process equipment, a production operator noted a 'small' leak of gas (as yet volume unquantified). Leak was emanating from the surface end of umbilical 'A' where hydraulic and gas lift lines enter the subsea umbilical. Manifest by gas bubbles esaping to atmosphere between the cores as they exit the umbilical. The Production Operator reported the leaks by UHF radio to the Production Control Room and the action was taken to depressurise the gas lift line to HP flare. This action arrested the leakrapidly B5 States: - P8/P11 gas riser at the topside end of the ?A? umbilical casing, aft deck 1 adjacent to TUTU. The port crane was offloading a supply vessel when one of the deck crew infomed the Crane Operator that he had seen something fall into the water. The crane was swung inboard and inspected, and it was discovered that the wire supporting the limit switch weight on the whip line (13kgs) had parted allowing the weight to fall and strike the "headache" ball, shearing the four bolts which hold the weight together. The weight had then fallen into the sea. There were no adverse environmental conditions athe time of the incident.



<...> Collision. <...> was along the port side of the rig. That were positioned with their port side to the rig and had just finished transferring base oil to the rig. The port bow of the boat swung aaround into the port leg of the rig coming in contact with I rack. The Captain pulled the bow away from the leg. The base oil transfer hose was removed and the boat pulled outside the 500 meter zone to do damage assessment and make phone contacts. Accordig to Captain <...> the cause of the contact with the rig was caused by the loss of the boats fixed heading system. He said that he should have gotten an alarm to let him know this, but alarm did not work. He switched over to manual to pull the boataway from the leg of the rig. The Captain of the boat reported damage to the port side of the vessel under the bridge (minimal damage). <...> DO Collision. <...> collided with bow leg.At 1830 the supply vessel boulder had just commenced offloading wireline VSP equipment on the starboard side of the rig. Weather, light airs, fair current 160 degrees, 1.4knoots rig heading 309 degrees. Due to causes unknown at this time the boulder began to bodily move to port and collided twice with the bow leg on the forward starboard chord. The vessel then whilst moving FWD got its Aft mast entangled with the towing bridl. The rig went to emergency stations and mustered all personnel. HMCG informed, no personnel injured. B5 actual response:Collision with GSF labrador's bow leg stbd forward chord by supply vessel <...> Release of petroleum hydrocarbon <...> The vessel was in an operational state with P8 well shut in for maintenance to be carried out on the ESDV actuator. No work had been in progress on P8 since 09.48 that morning. P8 riseer was at 80 Bar static pressure with the Production Wing Valve closed. At 19.19 there was a rapid pressure release on the P8 flowline, followed by a gas alarm in the turret area. This caused a GPA and automatic shut-down of the plant. All personnel musteed and the gas alarm reset 9 minutes after the event started. The emergency response team carried out a search of the turret area in breathing apparatus, and identified the area was all clear of gas with no anomalies noted. The emergency was stood down and further investigations revealed oily water in the turret can area where the risers terminate topsides. The area was barriered off and access to the contaminated area restricted. Closer investigation has revealed a possible riser failure on the P8 Flowline (reportable under para 14 also). All other process system remains shutdown at present. A detailed investigation is underway. During a site visit to the <...> pump room as part of the preparatory wokscope for changeout of the task cleaning pump, <...> - impeller assembly, it was observed that one of the four centralising bottle screws secured to the pump coupling casing had broken away at the welded joints and dropped approximately 6 metres to the pump room deck below. Immediate actions taken: Operation of the pump was suspended and a visual inspection completed on the four adjacent pumps with no apparent anomalies being fund. Access to this area has been restricted to essential personnel only during ballast and main Oil export pump operation. Full Incident Investigation ongoing. <...> DO - Collision between <...> The supply vessel <...> was approaching GSF <...> , from the North to commence bulk hose operations. As the vessel approached the installation, the duty officer changed over from wheelhouse forward control to aft control initially set up in manual joystick mode. First attempt to switch 'auto-heading mode' on vessel failed, as the buttons had not been properly pressed down. The bow of the<...> drifted fast towads the rig. Vessel controls were switched back to manual and full bow thrust away from the rig was given. The bow of the <...> drifted under the rig and there was contact between the foremast of the vessel and he hull of the GSF<...> . This resulted in damage to the foremast and superficial damage to the hull. The weather conditions at the time of the incident - wind - WSW 15 - 20 Kts, Sea stae moderate. <...> Hydrocarbon Release. Production was stable at around 3500 bpd without compression on line. B compressor had tripped at 1710 hrs. At 1720 hrs P1 riser on PS11. At 1810 hrs wells P1, P3 and P5 were shut in subsea to effect on isolation, on tthe topsides methanol system. 1815 the gas alarm activated at att end of TUTU. An Operator and Production Supervisor investigated and production was shutdown and GPA sounded at 1832 hrs. The gas lift manifold was depressurised and topsides and wells weresolated from the leaking umbilical. Personnel were returned to normal duties at 1932 hrs. Environmental conditions: wind speed/direction: 5knts/050deg; sea ht 0.6m; temp 16 deg C. <...> Triplex fuel pump failed <...> The operation was lifting a <...> Chemical tank weighing 7.5t approx from the <...> to the cement unit roof for decanting. The crane operator picked the load off the vessel and upon rreaching a suitable height commenced slewing the crane inboard, booming the jib up and lowering the load at the same time. On nearing the correct height and position the crane operator put the whip line joy stick into the neutral position, however load cotinued to descend. As the load descended the Crane operator attempted to regain control and activated the emergency stop. The load lowered to the starboard aft deck coming into contact with the auger a skip and a half height positioned below before coming to rest 3-4? above deck. Wind 7Direction 200° Sea 1.5ft Heave 2.5ft Pitch 0.2° Roll 0.2° Weather Part Cloudy Lighting Daylight The machinery involved was the starboard crane. The triplex gear pump which failed has since been changed out. Both port and aft crane triplex gear pressures have been recorded and are ok. Internal recommendations have been made to GSF and <...> Cranes regarding alarm systems and maintenance schedules.



<...> DO Retaining bracket detached during lifting operations. During lifting operation from the supply vessel <...> to the <...> using the aft crane a retaining bracket detached from the boom end and fell to the deck of the supply boat. No personnel were injured or in the close vicinity at the time. The weather conditions were good with good light, visibility and no significant wind. The sea state was less than 1 metre significant. The operation involved the aft crane and supplyessel <...> . The boom end sheave has a guide bar that prevents the rope from coming off the sheave, this bar had been removed to fit the fly jib and not replaced during a recent operation. As the rope came off the sheave it damaged the bar retaining bracket which fell to the supply boat deck. A container was being lifted at the time and was approx 3 feet off the deck when the alarm sounded in the crane cab. The container was lowered immediately to the supply boat deck and made safe. The crane was recovered and put back into the maintenance rest and is being examined. <...> Wells Incident. <...> Prior to conducting the DST a pressure test of the BOP was conducted. During this test the <...> were unable to get a suitable pressure test against the lower pipe rams (LPR). Note: All other tests carried out on Upper Lower Annular and Upper and Middle Pipe rams were OK. The decision to POOH and inspect string for any possible cause of pressure test failure was taken. The string was RIH in order to conduct a 2nd pressure test, however,attempts to pressure test against LPR's and casing were unsuccessful. Although the LPR's did not pressure test and following the risk assessment (where the completion fluid was changed from sea water gradient to a kill weight fluid) it was concluded thatthere was still a hydrostatic flui barried in the well and two mechanical barriers (pipe rams) available at all times. Following discussion and Risk Assessment (with <...> , Well Examiner Drilling Supervisor and DST crew) it was agreed to proceed with DST. The DST was completed safely and BOP was pulled to surface in order to investigate cause of LPR pressure test failure. A copy of the risk assessment is attached. <...> Dropped object, rubber stop 3kg fell 25ft from crane <...> At approximately 16:30 on <...> a rubber stop from the crane 'A' frame was found lying on the walkway around the crane pedestal. The stop weighed 3Kg and had presumably faallen from the 'A' frame where it was mounted on a bracket to cushion the crane boom when boomed up to its maximum elevation. The fall was a distance of 25 feet. There was no witnesses to the event and it is not known when it occurred other than within th previous day or so. No-one was harmed and no damage occurred. There is one other stop on the same crane and two on the alternative crane. These will be inspected to ascertain that they are secure and to fit secondary fall protection to them as it appears that the stop that fell had been fixed into place with adhesive as part of the original design 22 years ago. <...> Fire in main engine generator <...> Rig had been drilling ahead 8.5 inch holes specifically making connection at the time of the incident. Wind 22-24 kts sea and swell 1.8-2.5 meters, Direction 170 deg and 180 deg respectively. Visiblle 5nm. 8/8 cloud with steady rain. Roll 0.3 deg, pitch 0.1 deg heave 0.2meters. Power generator at the time of the incident was from #3 main engine, #4 main engine in separate power house supply auxiliary engine #5. During incident end #5 was shut down a not require inhibiting communication at the scene. #4 slopped out during overload. At 18.20 local time a fire started within #3 main engine generator. Alarm was raised simultaneously by a witness and automated detection systems. Rig blacked out and wentto emergency generation power. Rig crew went to muster, fire teams assembled to assess response. Shore base ERC mustered. HMCG initiated down manning helicopters. Following onscene assessment of spreading fire condition, foam flood system, backed up withBA spot fire fighting team were deployed to tackle and extinguish the fire. Ventilation system had been isolated boundary cooling applied along with associated monitoring. 32 personnel downmanned as a precaution during the incident. <...> Gas leak from Keine valve seal. During normal operations, an Operator discovered a gas leak from a <...> valve seal on the 3rd stage cylinder #1 on ?B? gas compressor. The gas compressor was shutdown and the Keine valve replaced. The release was in a naturally ventilated area of the platform. Environment conditions were :- wind 220 deg, 9kts, sea state 1.0m <...> Failure of tugger wire. As part of diving support vessel operations heading control tug "Sea Tiger" was connected to the GP3 bow. On completion of the diving operations the deck crew commenced disconnection of the<...> . During transfer of the surge chain and pennant from the tug to the GP3 using a tugger the tug's shark jaws were prematurely opened and shockload came onto the wire causing it to part at the ship side fairlead with the broken tugger wire springing back on to the focsle deck. Personnel were standing well clear for this part of the operation and no property damage or injury occurred on board GP3 or Sea Tiger. As the messenger line was still connected to chain end this was passed to tug along with another tugger wire and operation completed. Wire: Single Length wire rope to BSEN 12305-4 250mtr x 19mm.<...> <...> Downmanning re lack of fire fighting coverage. At 20:30 hrs on <...> a decision was made to down man non-essential personnel from the <...> platform - 37 pax in total were transported back to <...> . Aircraft 1 arrived @ 22:23 and departed with 19 Pax Aircraft 2 arrived @ 22:37 and departed with 18 Pax Down man complete at 22:45 POB @ 44 - only essential personnel remain onboard. The reason for the down man was a lack of fire fighting coverage on the process deck areas only due to unserviceable DDS and DEL Pumps. The platform was already shut down due to ongoing process issues..



Release of petroleum hydrocarbon (3rd stage PSV pilot valve). Due to plant upset a high pressure in the compressor discharge caused the discharge PSV to lift. When the PSV operated the pilot valve on the PSV was observed to leak external lly. The size of the leak was quantified by the outside operator as "a single puff of gas the size of a football which dispersed within 1 Second". The machine was immediately shut down and depressurised. The leak was traced to a joint within the pilot val e assembly. Investigations are ongoing. Release of petroleum hydrocarbon (3rd Stage PSV pilot valve). Due to plant upset a high pressure in the compressor discharge caused the discharge PSV to lift. When the PSV operated the pilot valve on the PSV was observed to leak external lly by an outside operator. The size of the leak was quantified as a jet of gas 4-5 inches in length for a 1 minute duration. A second technician who witnessed the event confirms this quantity description as accurate. The machine was immediately shut down and depressurised. The leak was traced to a joint within the pilot valve assembly. Investigations are ongoing. Small fire in B Generator. Whilst normal platform operations were underway and after a test run of the B <...> Gas Turbine Generator, a smoke indication was received in the control room. Upon investigation a flame was observed at the engine exhaust transition insulation blanket. The engine was had been shutdown for ten minutes prior to alarm indication. It appears that residual diesel had collected in the blanket due to previous false starts on diesel fuel. The flame was extin uished using a hand held CO2 fire extinguisher. Full investigation has been initiated. There was no shutdown or General alarm automatically initiated as the fire detection did not pick up the fire as the flame was so small. <...> dropped drilling object (box end of casing joint). Operation: Running 13 3/8" casing, Weather : Dry, Wind: 33kts. The rig floor and third party casing crews had completed the PSJM and 13 3/8 casing operations commenced. The shoe joint had been entered to the rig floor area using the port aft craft. Under instruction from the casing crew members the driller lowered the TDS to position the automatic horse shoe type elevator<...> over the shoe joint and he elevators were secured to the joint of casing. The driller was then given the all clear to raise the joint of casing to facilitate its position over the rotary. The joint was to be tailed in with port aft crane being secured to the joint of casing in t he normal task method. As the joint was raised to a position of approximately 45 degrees to the vertical and with the horse shoe elevators 25 ft from the rig floor, the joint of casing became disengaged from the horse shoe elevators and fell to the floor. The shoe end remained attached to the port aft crane. When the box end of the caing joint dropped to the floor it struck the FMS control panel and came to rest lying across this unit. One casing crew member had been standing close to the <...> unit and suf fered a glancing blow to his chest on the right hand side. <...>." Unable to contact notifier to obtain Part C and D information. <...> <...> Gas bubbles observed from the sea. Gas bubbles were observed coming from the sea at the Port Aft Quarter of the vessel. This was brought to the attention of the Production department and the Production Supervisor made his way to ascertain n the extent of the leak. The OIM was informed and the decision was taken to carry out a controlled shutdown of the sub sea wells followed by the process plant and process utilities. The onshore ERT was mobilised including the Cessna spotter fixed wing to ascertain the extent of the leak, DTI and HMCG informed. Detailed ROV survey ongoing to ascertain the extent of the damage. Remaining risers also being surveyed. At 02.55hrs on the <...> a hydrocarbon leak was found on the 3'' HP flare header. This lock was immediately secured by closing the flare block valve and a blank was fitted to the pipe work. The release was in an external naturally ventilated area to o the platform. An incident investigation is underway. Production was stable at approximately 12,400bbls/d with gas compressor ?A? in service. No lift gas was being applied to well P11 via gas lift riser No.6 (P8/P11). During routine checks of process equipment, a production operator noted a 'small' leak of gas (as yet volume un-quantified). Leak was evident at the first flange on the surface end on one of the gas lift lines to P11/ P8 The Production Operator reported the leaks by UHF radio to the Production Control Room and the action was taken to depressor se the gas lift line to HP flare. This action arrested the leak rapidly. Incident Location:- P8/P11 gas lift riser Flange, aft deck 1 adjacent to TUTU. <...> Well Incident .<...> Kick. Immediately upon drilling out of the casing show the well was seen to be flowing and the well closed in on the BOPS's. The influx volumne was 5BBLs. The pressure build uop was observed d with a final shut in pressure of 2,775psi. The influx was circulated ouot and confirmed as brine and/ or contamined mud (no hydrocarbons).



<...> Injection core which supplies Methanol failed. The Chemical Injection Umbilical was temporarily secured on rigging equipment whilst the chemical injection stab plate was removed for maintenance. The stab plate has a hang off for th he umbilical which is multi cored.The weather conditions deteriorated slightly and the sea motion caused the umbilical to move within the chemical injection moonpool. The injection core which supplies Methanol to the <...> well began to chafe on the stru ture. The core failed at the point of contact. The <...> well, where the core was connected to, was isolated and depressurised immediately. There was no liquid spillage in the area but a vapour was witnessed, at the failure point, but did not register on neither fixed nor manual hydrocarbon detection equipment. The stab plate has since been returned on the system and the umbilical secured. DO <...> - Pinhole leak on flowline. During planned ROV inspection of production flowline to <...> well and aerated was noted adjacent to the flowline flange at the <...> template from a pinhole leak. The flowline was shut in and depressurised and no further defects have been identified. Well A3 will remain shut in and depressurised until repairs can be effected. By letter of <...> CNR advised that it appeared to be corrosion in a weld HAZ. They will retrieve and inspect the spool and are considering replacing this and similar piping with corrosion resistant material. <...> DO - Chain Block failure. During well operations work a lubricator (550kg approx) was being readied to stab onto one of the wellheads. When the assemsbly was lifted, the chainblock failed when the load was approximately 1 foor from the ground. The failure mode was that the the load chain payed out when the operator was attempting to raise the load. The piece of lifting equipment was certified and was still within the sinspection period which is carried out every 6 months. The chainblock will now be sent to a lifting appliance specialist to carry out an inspection and ascertain the failure mode. The chain block manufacturer has been identified as bulldog and all similar devices have been withdrawn from service across all <...> assets pending investigation findings. Atp/ kilmar/ensco 70. Well incident<...> Kick. While drilling through the 8 1/2" hole section through the haupt dolomite at 10,308ft with 11.5ppg ltobm, a major lost circulation zone was encountered with dynamic losses of u Upto 140bbls when circulating at 450-550gpm. Ther were no static losses. The hole was deepened to 10,328ft to expose the lost circulation zone before pumping a 120bbl lcm pill. A second 95bbls lcm pill was spotted after the first pill had proved unsuccess Ul. The second lcm pill was also unsuccessful. Based on the results of the circulation tests and the mud weights used to drill the haupt dolomite in near offset wells (11.1ppg in 43/22-1) the decision was taken to lower the mud weight to 11.2ppg. Whilst c Irculating the well to 11.2ppg the well was observed to be flowing and was shut in on the bops. Shut in pressures indicated the formation pressure to gas, only an increase of gas levels within the mud system (indications were that the formation had been s Upercharged by the losses at the drilling ecd though this can't be proved conclusively) as the bit had been off bottom, at 8956ft, for the lcm treatments the drillstring was stripped through the angular to 10,084ft, just above the 9 5/8 casing shoe and a 25bbl lcm pill squeezed in the open hole. The well was then circulated back to the original drilling mud weight of 11.5ppg. Dynamic losses persisted so the drillstring was stripped back out of the hole to 9715ft and a 25bbl thermatek pill was squeezed int O the loss zone in an attempt to cure the losses (thermatek is a cementatious lcm treatment supplied by halliburton). The thermatek placement did not cure the losses and the residual shut-in pressures were still indicating an equilivent formation pressure <...> Release of petroleum hydrocarbon (HP flare tie in)<...> . During an inadvertent blow down of running HP Compressor, personnel in the area noticed a slight gas release from a 2? flare connection downstream of the Blow down valve. Op erations in attendance closed the block valve immediately upstream to arrest the leak. On close inspection the 2? pipe was found to have a hairline fracture approximately 0.1mm wide by 60mm Long at the point where support bracing is welded to the 2? pipe <...>investigation <...> into all the causes is ongoing. However, initial actions to prevent reoccurrence have been taken: This section of pipe is to be cut out and sent ashore for failure analysis. Inspections to be carried out on adjacent similar flare tie in points prior to any introduction of Hydrocarbons. <...> Release of petroleum hydrocarbon (Open bleed valve) <...> . At 0330 pm <...> the GPA was sounded on the <...> FPSO following a gas release. Whilst opening well DP1 block valve (XXV 200) the operator observed a gas escape, he e immediately shut in the block valve, gas escape stopped. Release was detected by local gas detectors causing a GPA & ? shutdown. Investigation showed an open 0.5 inch bleed valve adjacent to block valve. This was closed. Site was checked over and instal ation returned to normal status. <...> Dropped object, fire extinguisher fell down stairs <...> . At 10:30 am on <...> unsecured CO2 extinguisher moved and fell down stairs in engine room, damaging a number of steps before coming to a stop at the bottom of the staairs. Extinguisher sustained no damage. Movement was caused by rolling motion of vessel in period of high swell.



<...> DO - dropped object (joint). During running of the 13 3/8" casing a semi-automatic casing stabbing system, 'T-Cat', was being used. This system was provided by <...> . When about to stab a joint of casi ing into the stump in the rotary table, the joint suddenly dropped approximately 4", landing in the stump. Investigation revealed that the hydraulic feed hose for the piston on the T-Cat had failed, releasing support power from the suspension system and alowing the piston to fall. The T-Cat system had been used sucessfully before on the rig with no problems, and had been running some 10 hours before the failure of the hose in this instance. Had the hose failed just prior to actual time the incident occurred there was the potential for the joint to have fallen 4 feet, which is the length of travel of the hydraulic piston. BJ Services are to modify the hydraulic system to avoid a similar event occurring again. <...> Fire from No2 generator <...> .<...>FSU had commenced crude export No.649 to shuttle tanker <...> at 1424hrs, with all 4 main generators running on synchronised load. Export rate had been increased to approx 4900m3/h (full rate) in line wwith normal operating procedures. A single flame detector was activated in Level 5 stbd side at 1506 and the duty CRO requested the duty MO to investigate, notifying the OIM in line with normal procedure. The MO reported back that there was a small fire o No.2 generator engine and that he was stopping the engine. GPA was activated and export operations to the shuttle tanker shut down (Secondary "B" shutdown). Emergency Response Teams were mustered during which time the MO reported that the fire had selfextinguished. Full muster was completed and all personnel accounted for. Machinery space was checked by ERT, confirming fire extinguished and no prospect of re-ignition. Personnel stood down from muster. Investigation has been commenced. <...> Release of petroleum hydrocarbon (<...> turbine) Whilst starting up <...> B Gas Turbine power generator using diesel fuel after five failed runs to start flame were seen coming out of exhaust, the general platform alarm was sounded and all personnel went to muster by 10:38 the flames self extinguished after fuel was burnt off. Weather Condition. Wind: 16 knots 348 deg. Sea: moderate. Visibility: 10 miles. <...> Dropped object from crane boom area - 1.2Kilo hammer. While moving a small half height container across the deck with the port crane, and object was seen falling from the crane boom area. On investigation the object was found to be a 3lb or 1.2 kilo hammer and had fallen approximately 30 meters. No one was injured during the incident and a time out for safety was called. The crane had not been used since 18: <...> Weld failure on thruster 1, hydraulic oil release. In service failure of weld on <...> azimuth supply line forward engine room lower level with hydraulic oil release. All hydraulic oil released was contained within thrruster wall (approximately release < 20 litres. Working pressure > 150 barg). MPI identified a crack in the weld between pipe and flange. Pipe weld repair carried out MPI carried out on completion and no defects noted. DO <...> Short circuit to the DC Contractor and resistor bank. At 21:55 on <...> the smoke and heat alarm for the switch gear room activated. The general alarm was sounded. A fire team was sent to investigate and they found that there a smelll of burning in the switch gear room. No fire detected. On investigation, it was found that damage had been caused to the "random select DC contractor and resistor bank for winches 1 & 2." The cause of the short circuit is still under investigation. <...> . Offshore oil well gain. While drilling at 11020 ft in <...> formation the well took a 12 barrel influx. Kick pressure estimated at 14.4ppg. Drilling fluid density of 14.0ppg wwas raised to 14.6ppg to successfully kill well(wait and weight method). Water influx with some gas and possible residual oil assumed. No H2S. Mud weight increased to 14.7ppg and drilling ahead without further problems. Kick tolerance still good even forewly revised worst case reservoir pressure scenerio. Flow check good. Release of petroleum hydrocarbon (Gas export flange). Whilst carrying out construction project work on installation crude oil riser Gas export flange clamp was inadvertently removed causing a release of Hydrocarbon gas into the <...> the gas riser had already isolated subsea but contained approximatley 10bar of gas, the remaining gas was vented all personnel came to muster after general platform alarm was sounded. Weather conditions winf 16knots 349 degress, Sea Moderate. Pulling out of the hole with 9 7/8" casing to lay out. Joint picked up with single joint elevators suspended from the top drive and lowered to install a sling for catwalk tugger. Joint binding up on lower racker arm which was being used to assist. When loowering joint it descended 3 ft as the slack in the bridle was taken up and contacted the rotary cover.



<...> Fail Lift Mach, fault in the air actuated solenoids <...> . At approximately 4.30am on 1<...> while tipping 5" drill pipe in the hole the driller raised the elevators, (air opened), to the derrickman who inserted a stand of pipe and latched the elevators. This was signalled to the driller who then lifted the stand off the pipe racking area. The pipe was allowed to come to well centre and the driller switched the link tilt switch to the neutral position. The driller then observed the stand of pipe fall to the floor (approximately 1 foot) and lean towards the bow of the derrick. The air operated elevators were removed from service as part of the immediate investigation and remain so. Further investigation of the complete systems revealed a design fault in the air actuated solenoids which are banked together. Due to a shared air dump line and general wear within the elevator solenoid, the dumped air from the link tilt solenoid activated the open action of the elevator solenoid. After discussion with the equipment manufacturers (who will issue this under their own safety alerts), the elevator solenoid will be removed from the bank and a new one installed with its own air supply and dump line, in order to prevent a re-occurrence. <...> Fire in the 'A' typhoon enclosure <...> . At 0130 the GPA sounded giving indication of confirmed fire and gas in the 'A' typhoon enc Personnel were mustered and ER team were sent to investigate CO2 had been released automatically and upoon observation of a 'glow' the ERT released a second bottle of CO2. It was also observed that diesel was leaking to the marine deck. The fuel was isolated and no diesel was lost to the environment. All diesel in both enclosure and marine deck was transfered to a cargo tank. Investigations into the leak and incident are ongoing. DO <...> The operation of running 13 3/8" casing had just been handed over to day shift when on the 2nd joint the stabbing board operator inadvertently functioned the wrong lever causiing the boards extension flap to lower. Before he could rectify the action the flap came in contact with the Top Drive System as it was slowly being lowered and the whole stabbing board assembly was forced away from its runners and fell towards the drillloor. The stabbing board did not fall all the way to the deck as the brake kicked in and although the initial force had also ripped the top connection of this brake line from its fixings the bottom fixing stayed in place and arrested the stabbing board before it hit the drill floor deck. The stabbing board operators inertia reel kicked in and he was left suspended as the board fell away. DO<...> Hydrocarbon Main oil line pump suction valve gasket failed. During routine plant start up "A" Main oil line pump (MOL) suction valve gasket failed. The pump was not in service and was not being started at that time. There was a hydroocarbon crude oil leak of approx 250 lts to the dock. The process was immediately shutdown and the production / on board export system depressurised . The process has remained shutdown until the suction valve gasket has been replaced. The 3x MOL pumps hav been depressurised and drained to carry out the repair to "A" MOL pump common pipe work involved with pump suctions. Once gasket is replaced the 3 x MOL pumps will be water filled an service tested to prove integrity of the system. <...> Release of petroleum hydrocarbon (Aft fire pump)<...> . Diesel was noticed being expelled from Aft Fire pump diesel tank vent. Personnel were topping up diesel fuel at time. Tank gauge was indicating empty at time of operation. Tannk was overfilled and diesel expelled from tank vent on top of fire pump enclosure. Approx. 100ltrs diesel collected on Marine deck (Stbd aft). Marine deck scuppers closed tight at time of incident. There was no loss of containment overboard. Area was clened within a short space of time. <...> Release of petroleum hydrocarbon <...> . Steady operations and injecting condensate into disposal well via condensate export pump 'B', FPSO heading at the time North, wind 20kts@330 deg. Sea state 2mHs... A low level ggas indicator came into alarm and an operator dispatched to investigate. On arrival on site, condensate was found emerging from the hydraulic space oil filler cap on cylinder B of the export pump......The pump was immediately stopped by the operator, isolted and depressurised NB the pump is in a naturally ventilated area and on the down wind side of the installation.......On removal of cylinder head on pump B, it immediately became apparent that the cause of the leak was the diaphragm being punctured due to internal mechanical failure resulting in loose articles puncturing both inner and outer halves of the diaphragm. Parts identified as the lock ring and plunger from the associated pressure resulting valve within the hydraulic space.....Security of failed parts inspected and confirmed on the off line export pump A. <...> DO Fire in tumble drier <...> . After having been washed in the washing machine, 6 or 7 galley dishclothes were placed in tumble drier. Combustion of the cloths was pbserved within tumble drier after approx 10 minutes drying time.



<...> Well 43/19a-C3 -<...> - (Master Case). Whilst in the 12 ¼? hole section, a formation pressure of 17.5ppg was encountered from the <...> but No gas was associated with the over pressure. Drilling continue ed to 47m below the<...> where the 9 5/8? liner was set and cemented. Drilled out 9 5/8? shoe track and 5m new formation, inflow tested the shoe with 13ppg mud, well static. Pulled out of hole, flow checked well at BHA, well static. Laid out BHA and picked up drilling BHA. Noticed 87 psi developed below shear rams, opened well through choke, confirmed 0.5bbl/hr steady rate. Closed rams and monitored pressures. Pressure increased to +/-400psi in 1 hour. Opened well through choke and well was flowing at 0 .7bbl/hr steady rate. Indications are that we have a leak path from the shoe the <...> Opened well up with steady flow (+/-1 bbls/hr) RIH with cement stinger, displaced to 15.5ppg mud (No gas encountered), flow checked well at 3bbl/hr, continueto circulate to 17.5ppg mud weight (no gas encountered) and conducted 50 bbls cement squeeze. Volume squeezed +/1bbl before lock up. Drilled out cement with 17.5ppg mud, flow checked, static, displaced well to 15.5ppg mud under controlled conditions, flow checked, well flowing at 0.4bbl/hr with no increasing trend. <...> Short circuit on HP gas compressor A 11 KV motor. Steady operations HP Gas compressors A&B in service. Power interruption without warning, traced to a short circuit on HP Gas compressor A 11KV motor. Electrical checks found relay protectiion had operated to protect the equipment. Problem traced to a transition duct between the motor and the HV junction box where the feeder cables terminate at the Motor. Suspected water/ moisture ingress to the area.<...> <...> Gas observed leaking from a PSV. Following a gas compressor shutdown, local gas detection activated and from further investigation by area operator gas was observed leaking from a PSV. The process was shutdown and gas system blowndown. On further investigation the PSV bonnet joint was found to be the source of the leak. <...> Failure of lifting machinery. Whilst racking back a stand of 6 1/2 " drill collars. The Fwd Man Riding tugger wire (which was not in use at the time) became entangled between the fingerboard and the Collars/Racking Arm causing thhe line to part. The wire was secured in place as is normal practice. The wire parted 83ft above the Drill floor level and both ends landed in the Fwd Set Back Area of the Drill Floor. No personnel were injured and no personnel where in the vicinity of th drop zone at the time. Weather Conditions Wind 340° Sea 335° @ 4mts Pitch 1° Roll 0.7° Heave 0.7mt <...> Cam follower crank dropped 100ft to drill floor. Drilling operations at time of incident. Crew had just made a connection and were resuming drilling with TDS at top of derrick. Two men on the floor at the time waiting to install rotary rub plates having pulled slips. A noise was heard near the A/D standing at the stbd set backs, he noticed an object had arrived on drill floor set back near him. The cam follower crank from the upper IBOP actuator had become detached and dropped 10ft to the drill floor. Weight of the dropped object 1.1Kg. The cam follower crank is secured to the IBOP with two bolts which are fitted with secondary retention arrangement. Immediately after the incident it was apparent the lower bolt was missing and the upper had sheared. <...> No deficiencies were noted last 6 months. The IBOP appeared to be functioning as expected prior to the incident. Do <...> blank flange plug and fig 1502 fell into wellhead weather deck 70ft. The rig floor were in the process of rigging down equipment after a successful cement job on the 9 5/ 8ths casing. At approx 1430 hrs reports were received of a dropped object from the derrick landing on the buzzard wellhead platform weather deck. No personnel were injured. On further investigation it was established that a blank flange plug (fmc 6" fig 206 ) had fallen from the port aft corner of the drill floor. It is sugEsted that the plug normally stored in the port aft corner of the drill floor, dropped through a open cable pipe transit, bouncing off the cable tray beneath and falling further into the wellhead weather deck 70 feet below. The blank weighed 8kg. No persoNnel were in the immediate vicinity, however a schlumberger w/l crew were rigging up at approx imately 30 feet away. A second object was seen to fall at the same time as the plug. Photographs and witness statements show the second object a fig 1502 'retaiNing segment' which at present may be assumed to have been stowed away with the larger blank. Casual summary:- the port aft corner of the drill floor was inspected and an open cable/pipe transit in the drill floor deck was highlighted. The fig 206 flogginG nut associated with the blank plug was also evident in this area, laying beside the open transit. Further investigation is required to determine conclusively if this was the source of the dropped objects. Immediate actions:- tofs called and the area undEr the derrick barriered off. Operations on the drill floor and platform weather deck were halted to allow a through drops/ hazard survey of the immediate floor and ctu area. This search area was later extended to cover the whole derreck ctu area and exte <...> Release of Petrol Hydrocarbon. At the time of the incident the produced water system was operating under normal conditions. An unexpected mechanical failure of the B produced water pump, which was witnessed by a passer by, resulted in produced water being released in an uncontrolled manner requiring manual intervention to minimise the consequences. This was in the form of the pump being stopped from the control room and isolations applied to local valves. Those onsite took the precauton of deploying a foam blanket from a local fire hydrant. At this stage of the process the volume of oil in the produced water is in the region of between 100 to 500 ppm.



<...> Failure lifting machinery, brake failed load dropped 6m <...> . Whilst lifting a subsea hydrocarbon riser into fixed location, within turret tie off using hydraulic winch rated at 21.7 tons the winch stalled at 19.7 tons. The brake faileed to apply and then suspended load dropped 6 meters before the winch stopped payout no structual damage was incurred. All lifting was halted. Winch brake motion adjustmenst were made in accordance with vendor manufacturers instructions static brake testas perfomed satisfactory but dynamic brake test failed. Winch was removed from service. Weather :- wind 24knots, 239 degrees Sea:- moderate, vessel heave :- 0.8 <...> Incident Well 2. Whilst running in hole with 12 1/4" LND assembly, some losses had occurred (+/- 300bbi) loss rate stabalised to zero. A pit gain occurred, resulting in a flow check which was positve, tthe well which was then shut-in onthe 13 5/8" annsure. And pressure monitored. 25psil obscures on chore. Pressure to confirm that "balldoning" was taking place. Circulated bottomsup to confirm that there was no hydrocarbon influx. <...> Well Incident While drilling 8.5" hole, a flowcheck was conducted following a drilling break. The well was shut-in by closing the BOP when flow was confirmed. A total of 3.5 bbls wass observed with a shut in pressure of 75psi. The incident was dealt with following the HPHT procedure in place for the well <...> After drilling to a TD at 9,760 ft MD, the BHA was pulled back to the 9 5/8" casing shoe at 9025ft MD and the well was flow checked and reported as static. The String was POOH. While the BHAA was being handled It was reported as flowing, the well was flow checked and the flow was reported as increasing in trend from 1 bbls /hr to 10 bbls/hr. The well was closed in on the shear rams on the BOP. After 2.5 hours SICP 10 psi. Estimated total infux 20 bbls. Other Relevant Information Mud Weight in hole - 13.2ppg Mud Water Phase Chlorides - Increasing Water % Increasing, Stabilty reducing.After drilling to a TD at 9,760 ft MD, the BHA was pulled back to the 9 5/8" casing shoe at 9025ft MD and thewell was flow checked and reported as static. The String was POOH. While the BHA was being handled It was reported as flowing, the well was flow checked and the flow was reported as increasing in trend from 1 bbls /hr to 10 bbls/hr. The well was closed in on the shear rams on the BOP. After 2.5 hours SICP 10 psi. Estimated total influx 20 bbls. Other Relevant Information Mud Weight in hole - 13.2ppg Mud Water Phase Chlorides - Increasing Water % Increasing, Stabilty reducing. <...> Explosion and smoke after attempt to start engine<...> GPA following fire indication in Engine room (upper level) Immediately prior to GPA a loud bang was heard within accommodation. This occurred after an attempt to start No.1 ccargo pump diesel engine, following maintenance on it during the shift. Marine operator informed CCR CCR of smoke in engine room at same time GPA activated. ERT were dispatched to investigate area and reported a split in the engine exhaust at the upper leel and damage to the exhaust bellows at the engine bottom plates. <...> Hydrocarbon release. Steady operations and injecting condensate into disposal well via condensate export pump ?A?. FPSO heading at the time 160, wind 6kts @ 150 deg. Sea state 1mHs. A condensate leak was identified coming frrom the pressure gauge on the discharge manifold of Condensate Export Pump A. The gauge was completely iced over and condensate was hissing from the back. The Outside Operator immediately operated the emergency stop and isolated the pump by closing the sution and discharge valves. Subsequently, the pump was vented and the pressure gauge also isolated on local valve. Upon further investigation, it was identified that the back of the pressure gauge had been blown out per design. The leak was limited in quantity due to the very small restriction fitting integral to the threaded connection. At no time did the leak trigger any alarm. The pump is in a naturally ventilated area and on the down wind side of the installation. Incident now subject to detailed Company investigation by System Technical Review Team to establish cause and identify any common factors with previous condensate export pump failures. Condensate export system remaining off-line for the interim Maersk Oil report 5328 refers <...> Flames witnessed coming from the exhaust on DG4. Wind 039 degrees 2 knots 1m significant wave height. A 11:25 hours, the vessel experienced a power outage with subsequent loss of production and utility systems. DG4 was started as per proccedures to supply power. The start occurred without incident. Soon after DG4 was started it was noted that the engine was failing to pick up load. A mechanic was immediately dispatched to check the engine. On entering the engine room he witnessed flames coming from the exhaust on DG4, and raised the alarm. The GPA was initiated manually at 11:46 hours and the vessel went to muster stations. A full POB was confirmed with no casualties. The engine was shutdown and secured. No fire fighting medium was required to extinguish the fire as it went out almost instantly with only smoke witnessed on the control room cameras During repositioning of a container on the <...> maindeck using the aft crane, the whipline contacted one of the boom tip floodlight outriggers on the port crane which was on the jibbed up position. The outrigger sheared off it's mounting plate causing the crane floodlight assembly to fall approximately 90 feet to the maindeck. The even occurred during the first hour of darkness, conditions were dry with light winds.



<...> Loading containers to deck of <...> crane boom contact <...> a. The crane Operator was back - loading containers from the <...> deck to the deck of the ER <...> , supply vessel, using the starboard crane. The crane operator was in VHF contact with the B asking exactly where he required the load to be dropped. The crane operator was adjusting his position to suit when he received the call 'crane stop' from the B, who then informed him that the crane boom was in contact with te<...> Heli - deck. The operation was stopped and the load landed and disconnected. The crane boom was not significantly damaged, sustaining surface scratches. One section of the helinet of the Armada was damaged but remained in place. It was later pulled clear by the<...> crane. At the time the supply vessel ER B was located underneath the lift on the crane with personnel working on deck. The helinet section is estimated to weigh 50kg and the height of the helideck 53.6m above sea level. Weather cloudy (7/8), 12 mile visibility. Slight seas, swell 330 deg 2m. Roll 0.4 to 0.8 deg. Pitch 0.3 to 0.5 deg. Heave 1.0 to 1.5m. <...> Drill pipe released from top drive and fell 35' <...> . While tripping in the hole the top driver was made up into the drill pipe to allow for circulation after hoisting drill pipe up with block and top drive and removing slips the ddriller started lowering and dill pipe suddenly released from top drive and pipe fell at 35' to bottom of well. Drill pipe elevators was secured around the drill pipe and pipe was hoisted up. After inspecting the conection on top drive and drill pipe wasemoved from service and the connection on top drive is being replaced prior to future operation. <...> - Failure lifting equipment (crane awaiting spares) <...> . The crane has been out of action for a while and have been waiting for spares, they have been doing tests on the limit switchers and they were lifting a boom and it hit the e fframe and it bent the boom. <...> Failure lifting machinery, chain hoist began to fall <...> . During operations in the pump room, a chain hoist was being used to lift one end of a jumper hose to fit a blank. While the hose was approximately 2ft from the deck, the chaiin hoist began to free fall. The hoist was stopped from free fall and the hose was lowered to the deck. The equipment was taken out of service immediately, tagged and placed in quarantine. There was no injuries to personnel and no other equipment was damaed. The weight of the jumper hose was approximately 1000lbs and the chain hoist was certified to 1 tonne. <...> The drill crew were in the process of removing a 5" TIW from the string in the rotary table, the top and bottom connections had been broken and the single picked clear of the stump. The drilleer proceeded to lower the single to the deck clear of the stump in rotary table. The joint was approx 1 to 2 feet off the rotary table when the elevator switch was inadvertently functioned instead of the block retract, causing the joint (weight 600lbs) tofall across the floor and coming to rest on the aft set back area. No personnel were injured. Weather Conditions : Wind 22mph @ 325 degrees, Sea 340 degrees @ 3.5 mts, Pitch 1.0 degrees Roll 1.0 degrees Heave 1.5mts. <...> Dropped object, driller pin fell 30' to drill floor <...> . While tripping drill pipe in the hole and elevators at drill floor level the driller engaged top drive to drill pipe for circulating purpose a pin fell @30' to drill floor. Upon investigation it was roted pin had come from the latch for retaining bail links to travelling beam. Pin dimensions @1/2 diameter by 5'' length. Retainer for the pin was drilled out pin was re-installed with new retainer. Prior operation had been strpping over wire line which may have allowed the wire line to come in contact and damage retainer. <...> DO Fire in switchgear room. While paying out No 3 anchor winch. Fire detection systems indicated a fire in the switchgear room. A fire was confirmed and the rig called to muster stations, suspending the anchor winch operations.. The emergency teeams were deployed and the fire was extinguished. Number 3 & 4 Resistor Banks were burnt out. Drilling at 6561 mtrs in <...> formation with a back ground gas level of 0.5%. When an increase of flow return were monitoored by rig & Geoservices, back ground gas increasing to 13%. The well was shut in at the Annular and monitored, stand pipe pressure 14 bar and Casing Pressure 27 bar. Pressure bled of through choke manifold to 7 bar, monitor for 15 min - well stable. Cirulate 38m3 taking return through choke, gas level after poorboy 3-6%. Observed the well through choke, well static, Annular was opened and a 2nd bottoms up was circulated, an increase in flow was observed as bottoms up came up. The BOP was closed too late and the gas expansion at surface dislodged the hole cover which broke through the doghouse window coming to rest inside the doghouse, pieces of glass caused two small cuts to finger of the left hand of the assistant driller while he was shutting down the pumps. NB: The drill floor was clear from all personnel as per instruction. <...> At 02:00hrs, 1<...> ; Drilling at 3085 mts. In <...> formation. H2S alarm activated in the control room - rig sensor recorded 22 ppm, Geoservice recorded 2 ppm, Well closed in at Annular and rig went to general muster. BA team deployed to rig floor, gas reading taken a <...> box with hand held gas meter, 2 ppm reading. After several checks, the Muster was stood down. Investigate malfunction of rig sensor. Rig sensor was replaced.



DO <...> Load descended very rapidly , came to sudden stop, was landed safely. Crane Operator was off-loading a 10' x 8' Container from the Supply Vessel using the starboard Deck Crane. The Crane Operator disengaged the Whip line lever & put into neutrral. The load descended very rapidly & then came to a sudden stop. The load was landed and made safe. The boom tip extension was buckled and the whip line wire was damaged in the incident. <...> Notification of anchor chain failure <...> . On the night the <...> suffered adverse weather conditions - 65 knot winds and 10m seas. During theses conditions it is believed that the anchor chain number 9 was damaged. This was not confirmed at the time when the loss tension alarm associated with this anchor chain came in, due to the adverse weather conditions. It was also possible that this was a faulty/spurious alarm as a large number of alarms were being receiveddue to the sea state/weather. On investigation the following day and after trying to retention the anchor it was suspected that the chain was broken/damaged from observation of the chain in its gypsy (housing) i.e. it was loose and free toshift all other anchors were under tension. A number of actions were taken following this discovery, these are summarised below and a full time line of events/actions taken is attached to this report . 11.00 Call with platform to decide onshore support and activities to be undertaken (various onshore activities detailed in attachment). 11.45 OIM meeting with onboard Safety Reps to inform them of situation 12:45 OIM Town hall call to inform rest of crew 13:00 <...> Task Risk Assessment for Continued Operation with suspected broken anchor chain 13:50 Crew Change Helicopter - on coming crew informed of situation by OIM 14:30 Confirmed that incident is reportable to HSE 14:45 HSE informed of incident 16:00 <...> <...> Leakage of methanol from the pump PCV - <...> Wind: 10kts @ 290 deg Sea: 1.0 mHs Steady production operations and conducting methanol pump testing operations. The B pump was started for a performance check. On building pressure a spray of methanol emitted from a plug on the pump PCV ? spraying forward and inboard, both in and over the top of the bunded area. The pump was immediately stopped and discharge valves closed. The leakage was also detected by the loca gas detection system and a GPA and ESD level 2B initiated.<...> <...> Release of petroleum hydrocarbon <...> . In service failure of hydraulic supply line on azimuth <...> located in forward engine room lower level. Failure of pipe resulted in release of hydraulic oil. T1 was iimmediately shutdown and isolated and the system depressurised. The hydraulic oil which was released was contained within the thruster well. Approximate release <20 Litres. Working pressure >150barg Initial NDT (MPI) identified a small longitudinal crackf approximately 10 mm in length on the wall of the pipe. Investigation is ongoing, with metalurgical analysis being required to ascertain mode of failure. Replacement pipe to be fitted. <...> <...> Smoke, sparks and flames seen coming from elec transformer. The incident took place during normal platform operations on the morning of the <...> . Weather conditions at the time were Wind' 200º 35/40 kts, Sea' 200º 3/4 mtrs 5 sec period, Visibility' 10nm. An operator was sent to investigate a fault on the Forward Fire pumps inside the Focsle area. On arriving at the scene the person identified smoke, sparks and flame coming from an electrical transformer on the Stbdsie of the compartment. He then secured the area and raised the alarm with the Central Control Room. The CCR then initiated a manual General Platform Alarm at 02:40hrs. External agencies and the Standby vessel were informed of the situation. All personnel were accounted for and the Emergency Response Team were sent to a safe area in the vicinity of the incident to set up a forward control point and evaluate the situation. Isolations were performed on the diesel system to the Fwd Fire Pumps and Electrical supplies for the Focsle area. The ERT made entry from the Portside to investigate the scene. There were no signs of fire or flame, smoke only. The Area was made secure and the situation was closely monitored during repairs and investigation. There were no injuries to personnel and all Platform personnel were stood down and returned to normal duties. Damage was limited to the Transformer only, this transformer supplies a charge to the battery back up for the fire pumps and lighting to the focsle area. Presently these are being fed from a temporary cabling until the transformer is repaired. <...> Release of petroleum hydrocarbon (Engine room) <...> . At approx 05:00 hrs the GPA sounded, the F & G panel showed confirmed fire in air compression space, engine room. Investigation revealed that the No2 air start compressor had ovverheated lifting a PSV from which an oil mist had triggered the fire detection system. Compressor stopped and isolated. Investigation ongoing as to cause of overheating. <...> Well Control Incident While pulling a logging tool out of the well (@10000ft) a 1bbl influx was observed. A flowcheck was conducted and the well confirmed to be static. A further 0.5bbl gain wass noted pulling to 8500ft and a static flowcheck confirmed. The trip was completed with a total gain of 7bbls. The well was shut-in on the shear rams and a shut-in pressure of 25psi observed. It is suspected that the influx has been swabbed in by the loggng assembly, resulting in a slight underbalance of the hydrostatic vs the pore pressure. The influx is oil (from well data), which is migrating very slowly, confirmed by a slow rise in the shut-in pressure (75psi increase in 17hrs). The plan is to strip in the hole, circulate out the influx by the drillers method and restore the previous mud hydrostatic, before continuing with the well abandonment of the reservoir section as originally planned.



<...> The <...> Main block was in the stowed position whilst tubular were being lowered to the supply vessel <...> using the whip line. A noise was heard and sparks oobserved on the vessel midships by the crane operator, the vessel deck crew at this time were waiting at the safe area well clear of the lowering load. <...> decks were cleared of personnel and boom complete with the load was brought back to the rig, ad load landed. The<...> Crane was secured. On the support vessel the deck crew investigated the deck area and found the main <...> block hook, it had become detached from the main block on the <...> Crane and had fallen to the vessel approximately 240', at present weight of the hook unknown, the hook washer was located on bundles of pipe on the <...> main deck. <...> DO hydrocarbon release .Whilst well testing there was a hose failure resulting in a hydrocarbon release into the atmosphere. Two individuals working in the vicinity inhalled hydrocarbon gas and as a precuationary measure both medivaced to shore base facilities for monitoring. Both IP released from medical fascilities within six hours and returned to work. No hydrocaron release to sea. <...> Release of petroleum hydrocarbon <...> Whilst metering stream 2 was being pressurised for gas export a release of hydrocarbon gas withinthe gas metering analyser house initiated general platform alarm. Gas was localiseed in analyser house and subsequently gas was vented through shutdon systems. investigation determinded that leakage occurred through pressure transmitter impulse line on stream No 2 service.weather :- wind :- 27 knots 318 degress sea :- moderate vessel have :- 1.1 <...> Dropped object, pin fell from swing out track . ICC Summary: A pin that had fallen from a swing out track and was discovered by the crew. DO <...> Link tilt assemble bolt sheared and fell to rig floor. During operations to pull out of the hole excess air was being bled from the compensator. The travelling assembly was stopped in preparation to break out the accelerator but the air continued to bleed from the compensator. The compensator continued to descend and pushed the bails out to the horizontal position where they came in contact with the link tilt. The link tilt assembly securing bolts sheared and 2x bolts and spaces fell to the rig floor. The link tilt remained supported by its chains. During crane operations navigational equipment was being transferred using a <...> . load weight of approx 102 kg. The lifting straps which previously had been connected together with tape, were attached to the crane hook with the taped ends. The load was lifted 6 feet off the deck and slewed 20 feet aft. With the hook positioned through the taped area, all the lifting straps were not properly attached to the crane hook, the taped ends broke free and the load fell 6 feet to the deck. There were n personnel in the drop zone or immediate area and no personnel injured. Wind SW 17 knots Pitch 0.3 deg Roll 0.7 deg Heave 0.7 mtr <...> Quick connect coupling disconnected, dropped to drill fl. Operations were completion of drilling section, pulling drill pipe and bottom hole assembly back to surface. The assistant driller heard a bang and observed a hose quick connnect coupling on drill floor adjacent to mouse hole cover plate. Operations ceased and on inspection it was found that coupling came from TDS system block retract manifold hydraulic hose. The female coupling had disconnected from male, sheared at manifol thread nipple and dropped to drill floor. One man was on drill floor area (assistant driller) who was approx 15 ft from where coupling landed. The coupling weight was 1.1kg and dropped 90 to 100ft. Wind NW 30Knots pitch 0.8 deg Roll 0.8 deg Heave 0.7 mtr. After inspection, and assessment of cause, to prevent similar incident following actions taken. Securing and retaining whip checks have been fitted to hose couplings. Block retract hose assembly tail hoses shortened to alleviate weight and size of loopcreated at manifold. <...> Dropped object, pin (weight 6.8kg) fell 21m <...> . During repositioning of a 24" slip bowl, the latch pin was removed and an air hoist secure to bowl to assist removal. At this time the rotary bushing was removed to allow access forr the riser landing joint. The air hoist was raised to allow repositioning of the bushing at which point the bowl swung allowing the pin to drop approximately 3" in to the open rotary at which point the securing chain weld parted. The pin fell to the tenson deck a distance of 21 metres. With work ongoing on the rig floor work had been suspended on the tension deck and the area access closed until rig floor operation completed as per Rowan procedure. The pin was recovered from the tension deck after suspension of operations on the rig floor. The pin that dropped has a 2" diameter 12" long weight of 6.8Kg. <...> L2.1 ESD & LOSS OF POWER GAS DETECTION IN TURBINE ENCLOSURE 1<...> . Level 2.1 ESD & loss of power, 2 x gas detection in turbine, enclosure. Investigation revealed a 1" diesel fuel pipe was leaking in way of compress ion coupling. Section of pipe aand coupling removed and coupling replaced and pressure tested. All ok, pipe refitted and tested in situ failed. Approx 350-400 ltrs of diesel oil was recovered from the bilge of the turbine enclosure This was disposed of to slop tanks. It is believed thediesel oil had accumulated over a period of days as the leak was a steady drip. All the diesel remained within the enclosure, there was no environmental impact. rectification& testing ongoing.



<...> Release of petroleum hydrocarbon (Analyser House). Whilst metering stream 2 was being pressurised for gas export a release of hydrocarbon gas withinthe gas metering analyser house initiated general platform alarm. Gas was localiseed in analyser house and subsequently gas was vented through shutdon systems. investigation determinded that leakage occurred through pressure transmitter impulse line on stream No 2 service.weather :- wind :- 27 knots 318 degress sea :- moderate vessel have :- 1.1 DO Cheek pin of mckiissock sheaf 1kg fell 75 ft to deck. The check pin of a mckissock sheave weighs 1kg dropped 75feet to the deck <...> Release of petroleum hydrocarbon (Leaking pipe) . Level 2.1 ESD and loss of power. 2x gas detection in turbine enclosure. Investigation revealed a 1" diesel fuel pipe was leaking in a way of compression coupling. Section of piipe and coupling removed and coupling replaced and pressure tested. All ok, pipe refitted and tested in situ failed. Approx 350-400 litres of diesel oil was recovered from the bilge of the turbine enclosure. This was disposed of to slop tanks. It is believed the diesel oil had accumulated over a period of days as the leak was a steady drip. All the diesel remained within the enclosure, there was no environment impact. Rectification and testing ongoing. <...> DO Hydrocarbon Release. The incident took place during normal platform operations on the morning of the <...> , weather conditions at the time were: Wind 210 degs, 15/18 kts, Sea 210 degs, 3.5/4 mtrs 3/4 sec pperiod, Visibility 10 NM. The onboard fixed gas detection systems initiated an automatic ESD3. Gas detection in FA51, GD-7139 & GD-7140 both came in as low level alarm. All personnel were called to muster and remained inside the Temporary Refuge whilst th cause of the alarm was re-checked on the DCS system. Gas detection subsided almost immediately after ESD3 and full segregation shutdown. On investigation it was found the portable Gas detector left next to the ?A? De-bottle Neck pump was activated low level gas and on checking around the area it was found the 2? isolation valve to closed drain was not fully closed (after speaking to the operator it appeared it must have been knocked whilst he was cleaning the area after a Calcium Napthanate removal). Suspected back pressure from the Closed Drains had came up through the line-work and out through the vent as per the isolation scheme on the pump Isolation Confirmation Certificate. Immediately prior to the ESD3, an Operator was skimming the Glycol Flash Vessel to the Hazardous Closed Drains, thus causing the higher than normal pressure in the Closed Drain system. There were no injuries and all Platform personnel were stood down and returned to normal duties. <...> Release of petroleum hydrocarbon <...> . Spiking stabilised crude oil into the production train had just commenced. The Marine Operator was walking the line as per practice when he noted a fine spray of oil in way of a small drain line. Operation ceased immediately. Estimated max 10ltrs crude leaked to pump room bilge. The spiking pipework is 6" dia and the leak occurred at a 1" drain line approximately 1" above the welderlet on the 6" line. Examination showed that te 1" line had a partial circumferential crack. The cause of failure at the time of reporting is unknown. Oil contained no environmental consequence. <...> DO Impact to West & North Legs by Support Vessel Normal operation was underway. Weather was good with a 14 knot Westerly and a 2.5m sign wave and > 10k visibility. The Regional support Vessel the <...> was moving away to tthe West of the <...> platform after discharging cargo. At a distance of approx 550 metres the vessel lost all power. The weather was such that the drifting vessel returned to the Harding platform and impacted the West and North legs. The platform wento muster and shutdown prior to the impact. No one was injured in either the vessel or on the platform. <...> Gas leak on A Gas Compressor. Normal production operations were ongoing. 2 out of 3 HP gas compression units were in service. During routine Plant checks, the area Production Operator observed hydrocarbon gas leaking from a 2 stub wweld on A Gas compressor (MS-0801A) 2nd stage discharge pipe work, just downstream of where it exits the discharge cooler. The operator informed the CCR by radio and subsequently shutdown and depressurised the unit. The process deck is open to the element, wind speed was circa 35 knots from 260o. <...> DO Cheek pin of sheeve weighing 1 KG fell 75' to deck. The incident occurred at 07:10 on the <...> , on the rig floor when the cheek pin of a <...> sheave weighing 1 kg fell 75 feet to the deck. Nobody was injured however there was a roughneck in the vicinity. No-one saw the object but the nearest roughneck heard it land and it bounced off the deck and a slight contact was made with the back of the roughneck?s leg. A short time out was taken at te time to ensure that there was no possibility of a further dropped object and is was quickly realised that the pin had come from the forward storm line sheave which was still secured to the DDM hoses by the canvas sling. Operations then recommenced as the rig was running in the 51/2? liner in the open reservoir and this had been sticking on the way in and to take a prolonged time out would have greatly increased the risk of becoming stuck in the hole. This was completed at approximately 10:30 and a further prolonged time out was taken



<...> Release of petroleum hydrocarbon (Glycol Dehydration) During normal production operations the glycol/glycol heat exchanger within the Glycol Dehydration Unit (GDU) developed a minot weep resulting in drips of Triethylene Glycol (TTEG) leaking from it. This was routinely monitored with no evidence of leak rate escalation or of flammable atmosphere being present. On the leak rate increased to approximately 160 litres per day. At this time the leakage was contained, routed t hazardous drains and the monitoring regime increased. These measures were necessary as the leak rate could not be actively reduced. Following detailed assessment of the operational situation, the process was shutdown and isolated on. Replacement of the unit is currently taking place and a full investigation is underway. <...> Release of petroleum hydrocarbon (Thruster 1) . Thruster in normal operation. During routine compartment inspection hydraulic oil leak observed when a 'Steering' demand placed on system at 80 bar. Thruster shut down, pipe removed for inspection and repair. Hydraulic oil released was contained with thruster well. Leaking weld ground out, re-welded and NDT inspection. Pipework reinstated and thruster returned to service. Fire in the switchgear room - contained to the cabinet. While paying out anchor winch an increase in speed was heard and on investigation smoke was observed coming from #5 and #6 resistor banks. Fire detection systems indicated a fire in the switchgear rooom. The fire was which was contained to the cabinet was extinguished. Due to evaluation of situation no muster was deemed necessary. During ongoing modifications to the Crude Oil Tank 7 pipework, 3 men were at the bottom of the tank. The men attached some surplus equipment to be raised to the top of the tank. The two other men were performing another task at the time. During the ascent of the equipment an event occurred which resulted in the equipment dropping back to the tank bottom and injuring two of the three personnel. Medic and Emergency Response Personnel attended the scene. Both casualties were removed to the Safe Refuge and outside assistance was sought. One of the casualties received a laceration to his arm, the other casualties injuries were more serious and proved fatal. Struck by container - <...>- The IP was part of a deck crew who had been working a supply boat for 5hours when he was struck by a glancing blow by a emplty container. Weight 1.5ton. The container had been landed & was being manoeuvered to its final position when the FPSO's motion caused it to move at right angles to the planned direction. 2 deckk ops stood in a 2.2m gap between 2 skips, their back to the bullbars and escape. No in the path of the container, one walked through the bars, the other backed away from the oncoming container coming up against a bullbar upright delaying his escape & momemtarily squeezing his arm between bar and container. Weather within limits. <...> IP <...>suffered burns and broken arm Hydrocarbon gas release from Export Gas Riser Flange (Grayloc) injuring two personnel. Gas Export Riser Flange Clamp inadvertently removed causing a release of hydrocarbon gas into the area. Two persons were injured by flying debris both small and possibly large, e.g. dust under pressure from gas release ? ring joint from flange. The area was a confined space (not a vessel) within the fixed part of the turret. The Gas Export Riser was isolated on the sea bed but the riser contained approximately 10b gauge of gas. The Gas Process was shutdown and depressurised. Initial investigation showed that the Riser Flange Clamp was removed, and the joint ring was found close by exhibiting contact damage. Injured parties (2) were assisted from the scene by persons in the vicinity to the accommodation where the medic treated their injuries. The injured personnel were then air lifted by CG helicopter to ARI. Site was examined, photographed, made safe and secured awaiting further investigation. IP hit by Hydraulic hose, The rig were waiting on cement after running conductor. IP had completed pressurising the conductor secondary tensioning system when a hydraulic hose fitting failed catching the IP on the hand and shin. The IP was seen by the medic where a small cut to the right leg below the knee and a further small graze to the back of right hand were evident. Hydraulic oil was also evident on his coveralls. IP left the rig for Field Break the next day and was seen by Capita and ARI with no further treatment required. On a follow up visit to ARI and Capita the IP was declared Unfit for normal duties as the small leg had not completely healed. IP Trapped by tubulars - During deck tubular handling operations the IP stepped between tubulars to retrieve lifting slings. A bundle of tubulars moved trapping the IP's right leg between tubulars. The tubulars were lifted by crane allowing the IP to be released. <...> IP suffered grazing <...> IP was bleeding pressure through a manifold (Data Header) on the <...> Platform.He previously discussed with his supervisor method pressure was to be bled down from manifold. There were two valves vertical and one left and one right making a "T". IP closed the two vetical valves and than the valve going to the left to allow pressure to go to the right. He stood behind valve going to the left that had previously been closed.He opened valve going right (away from him). He opened the two valves in the vertical position and when doing so 12,000 psi was released from both closed left valve and open right valve, striking IP in the right forearm. Weather at time of incident, Wind speed 8 mph, Direction NNW, Temp 63°,8 Miles visibility. ? On further investigation left valve was found to be defective.



The I.P. was 7 hours in to his shift when the incident occurred. A refurbished bridge Crane was being installed onto the runway beam in the BOP area. The bridge crane had been lifted in to position with the cheek plates (2) on one side of the crane fitted on the runway beam. The bridge crane was being supported by two tugger winches with the wires run from the rig floor through the mousehole. The cheek plates on the other side of the crane are required to be removed from their locating pins prior to the crane being lifted in to position and then fitted on to their locating pins and the runway beam in order to complete the task. The first of two cheek plates was lifted with a third tugger run from the rig floor through the mousehole. Communication between the rig floor and personnel in the BOP area was by handheld radios. The cheek plate was raised up with the tugger winch until nearly in position. Two crew members used the MAB (Man Access Basket) basket to access the area, one man to position the cheek plate against the locating pin and the other ready to knock it in to place on the locating pin. As the plate was being raised by the tugger and close to final position the plate momentarily stopped moving and then suddenly moved up and to the side. The I.P. who was holding / positioning the cheek plate with both hands at the time did not have time to react to the sudden movement and this resulted in his finger being caught between the cheek plate and some other hard surface (bridge crane, pin or runway beam) which resulted in the injury sustained to the ring finger of the left hand. Immediately after the incident occurred the area was made safe and barriers and signs erected to ensure that the incident site was not disturbed. The I.P. was transferred to a hospital in <...> by helicopter. The helicopter was on the <...> approximately 2 hours after the incident occurred. Personnel working outside at the time were stood down and personnel involved in the incident were asked to produce witness statements. All personnel on shift were then requested to attend a Safety Meeting so that details of the incident could be passed on and also what would be expected of personnel for the remainder of the day. Accident - Dropped object hit IP While picking up the shoe joint, it fell from the praying mantis pick-up elevator. The pipe was approx. 20ft high when it fell. It fell hitting the IP and the FMS control panel. IP doesn't know in which order. All praying mantis equipment has been removed from service pending completion of investigation. <...> injured shoulder by dropped object The injured person was stood on the main deck of the <...> platform, over which the <...> jack-up rig was positioned. He was on the deck in order to connect two slings together with a shackle in order that a set of coiled tubing blow-out preventers (BOPs) could be keel-hauled into position over the wellhead, using the rigs drawworks and starboard crane. After connecting the two slings the IP stood to one side while tension was taken on the sling. As this was happening the connecting shackle caught under a section of removable handrail on the rig's BOP carriage and lifted it out of its locating holes. The section (38kgs) then fell 8 metres to the <...> main deck, striking the IP a glancing blow on the left shoulder. The IP was able to walk to the rig's sick bay for treatment, from where he was sent ashore for further diagnosis / treatment. Initial diagnosis was of a dislocated shoulder, but this went back in position of its own accord and no further treatment was required. IP was declared fit to return to work on light duties which he did in the shore base office. The employee was in the process of guiding a joint of 5 1/2" drill pipe over to the V-door which had just been pulled from the mousehole, as the I.P. crossed the rig floor with the joint it came into contact with the break out tongs which were stowed pinching his index finger on his left hand causing a small cut and bruising <...> The employee was assisting in landing an empty open basket on deck. In the process of landing the basket the basket fouled the lift bridle of the adjacent basket. At this time the IP went to try and pull the sling out of the way when his hand was caught between the two baskets. This caused a crush type injury to his right index finger and palm of right hand. IP <...> struck by piece of metal (11kg) and bruised footThe DDS pump motor had been removed as part of the pump/motor overhaul. The motor was landed on the port forward landing area and a habitat built around it for weather protection for the motor and the vendors to work on the motor. The IP was preparing the pulling gear to remove the drive hub. The IP leaned over to adjust the hub when there was some movement on the piece that was being removed. As the piece rotated the large oblong piece of metal which weighs 11kg became dislodged from one of the two pulling studs. The metal fell to the floor and struck the IP on his left foot, just behind the steel toe cap of the boot. The IP's colleague raised the alarm and the nedic arrived on the scene to give first aid. The IP was transported to level 2 medical centre and stabilised ready for casivac. The incident investigation is in progress. Where it happened-Port Forward deck area near to base of starboard helideck stairs.



Hit by object - <...> The diverter had been lifted from its housing to change out a leaking flowline seal using the diverter running tool and draw works. To supposrt the weight of the diverter a 13 foot long search of 12" 'H' beam was used. The IP had been standing alongside the 'H' beam holding a aire sling attached to a airhoist wire which was in place to take the weight and assist manouver the H beam into position. A second airhoist was connected horizontally through a snatch block to the front of the H beam to pull the H beam required into place. As the horizontal airhoist pulled, the fron end of the beam snagged and toppled over. This resulted in the top of the flange of the beam landing on the IP's foot. The beam was immediatley lifted off the IP's foot and he was assissted down to the rig hospital for treatment. Treatment administered by Rig Medic: Diamorphone 10mg @0105IV. 2mg metacholorpromide given @ 0109IM. Sodium lactate 500ml IV. Entonox intermittantly. Medical treatment was administered on consultation with <...> duty doctor. A medivac helicpter was arranged and arrived onboard the rig at 0354. Casualty was escorted in the helicopter by <...> one of the rigs first aiders. On landing at <...> the IP was picked up by ambulance and taken to ARI for xray to his foot. Environmental conditions at the time of the accident 17knts wind @315, 3m swell, 6 secs period. Vessel pitch 1 roll, temp 7C. Barometer 1002mb. The IP was working a normal shift pattern starting shift at 1900hrs through to 0700hrs. The incident occured midway in his shift. Results from the xray showed that the big toe was broken and the 4th toe also broken. Hit by Moving object - <...> loor tugger was deployed through the rat hole and was being used to recover a broken tensioner wire in the moonpool. the tugger was attached to the wire by a 1 ton sling and the tensioner wire was attached to the slip joint in the moonpool. The rig took a large heave causing the compensation to come out of the line and the sling to break. The tugger line twanged and struck the IP who was standing at the rat hole signalling the tugger operator. The task was stopped and the incident reported and investigated. The task was fully reassessed and a written Task Risk assessment was completed before recommencing the recovery of the wire. The wire was successfully recovered and reterminated without further incident. DO - The IP was racking a stand of marine riser in the derrick using the port and middle pullback air winches. Whilst manoevring the rider onto the port side of the derrick, the port winch wire failed allowing the riser to swing to the starboard side of the derrick. The IP was crushed between the remaining winch wire and the pipe already racked in the derrick. <...> IP <...> pelvis fracture, struck by basket Prior to commencing work Job Risk assessments had been reviewed and toolbox talks took place. Task being undertaken was securing bundles of drill collars for lifting by the port crane. The banksman checked alignment of whipline on the load. On competion of dogging the drill collars, one of the tagline handlers had moved to a place of safety while the second began to move towards a place of safety. Operator to pick up on the load started to move towrads the basket and made contact with the second tagline handler. The deck crew had been on tour for 4-3/4 hours and hd successfully moved 9 bundles of tubular prior to the incident. The crew had considered the weather conditions during the toolbox talks including rig motion. The last bundle of drill colars was situated on the pipedeck some 10 feet from a 50 basket. This may have caused the deck crew to lower their guard for potential caught between positions. Potential mis alignment of the crane boom over the load, coupled with rig motion caused the laod to swing and contact IP. <...> Caught Fingers - Whilst landing a surface tree into a 20' open top Container; the load moved and caught the fingers of the IP's left hand against container door. IP subsequently failed a return to work medical due to lack of full mobilty in two fingers of the left hand. <...> Weather: wind N'ly 26knts. Seas 6ft Roll 1 deg, Pitch 0.3 deg, Heave 0.3 mtrs. On rig for 2 days. 3hrs on tour. Flat fibre made sample box weight 500 grams. Geoservice level to main deck 15ft. IP was walking to rigging store on maindeck stdb when a flat pack sample box fell and landed near him. He looked up and a second box truck him on the chin. He sustained a small cut to the chin and reported to the medic for treatment. The flat box had been blown down from a stowed position at the Geoservice deck. The bow stow was normally roped down but the lashings had been removed to take a box and not replaced. IP was sent ashore to <...> A&E for review. No significant injury identified and cleared fit by the hospital. Company appointed doctor refused fitness to return but did not provide further injury clarification.



IP <...> Fracture to toe. Stuck by drill pipe when rig rolled.The operation at the time of the incident was tripping out of the hole with the landing string after setting a wear brushing. Part of the operation required the laying out of two joints of heavy weight drill pipe from the drill floor onto the catwalk below. The IP had been on shift for eight hours when the injury occurred during the laying out of the first joint. The rig motion due to weather had been highlighted on the risk assessment and mitigation was to use an extra man to control the pipe. As the joint was picked up the rig rolled heavily causing a loss of control. The joint moved and the IP in attempting to regain control slipped slightly and this in turn caused the joint to strike his right leg and then catch his foot between the joint and a set of elevators stowed just off the runway to the V door. The IP moved clear of the lift and medical attention sought. On review of the injury it wad decided to send the IP to <...> for further assessment / treatment. The IP then went on his normal field break and was not expected back to work. The rig was informed later that the IP would not have been passed fit to return to work after three days.A full investigation took place and further controls have been put in place to use either the catwalk tugger or a sacrificial sling. Either method will reduce the exposure of personnel to this type of exposure in future. In addition the written work instructions will state the requirement the rig floor of equipment no longer required prior to commencing the next stage of the well. The risk assessment have also been revised to show these changes. <...> After unlatching guidepost regan latches, the go-devil release tool was retrieved to surface. Once at surface the tool was to be laid flat on the deck prior to removing slings. The injured party guided the tool off the moonpool swingout pulpit walkway and onto main deck. Once the bottom of the go-devil touched the deck grating, the IP held the winch line to guide the tool until it was laying horizontal. When the tool was at approximately 45 degrees the lower end contact point slipped off the grating and fell through the barrier chain between the pulpit handrails and the main deck handrails. This caused the winch line to come under tension due to the shock load and the IP's left index finger was caught between the sling and the pulpit handrail. The IP was 8 hours into his shift and 18 days into a 21 day work hitch. Held time out for safety, informing everyone about the incident. Held talks with all Heads of Departments stressing the need for supervisors to supervise and not get involved directly in the tasks. <...> - IP <...> fractured ankle, struck by object .IP was standing on the edge of the catwalk at the V door as a coil of wire pennants were lowered down by the port crane. The pennants had been taken of the supply boat on the side of the rig. As the pennants were landed and layed down they touched the 40' long mousehole on the catwalk at one end. The Mouse hole pivoted and the other end struck the ankle of the IP as he stood on the catwalk. During cargo operations on a rig supply vessel <...> a bundle of steel pipes was to be lifted onto the rig. As a crew member went to attach the tag line the load of four pipes shifted and landed on the crewmember's right leg, resulting in a fracture. It was found that the sling was not stable or secured in accordance with UKOOA for safe packing and handling of cargo to and from offshore locations. These recommend bundles of pipes are slung in odd numbered bundles to assist in self locking of slings and preventing the inner pipes sliding out. This bundle was noticed by ships staff during loading but no action was taken to rectify the problem and the cargo was accepted. Personal injury. Rig on tow 20 miles offshore from <...> to <...> . A 22 year old crew member onboard rig had fallen 20 feet and sustained head injuries and urgently needed hospital treatment. Rough sea conditions and wind force 10 at deck level. Helicopter landed on rig in difficult conditions and casualty was airlifted to southampton and taken to neurological unit at <...> hospital.



Code (Chain1-5) AN BL CA CL



Type of event Anchor failure Blowout Capsize Collision



CN



Contact



CR EX FA FI FO GR HE LE LG LI MA PO ST TO WP OT



Crane accident Explosion Falling load Fire Foundering Grounding Helicopter accident Leakage Spill/release List Machinery failure Off position Structural damage Towing accident Well problem Other



Explanation Problems with anchor/anchor lines, mooring devices, winching equipment or fairleads (e.g. anchor dragging, breaking of mooring lines, loss of anchor(s), winch failures). An uncontrolled flow of gas, oil or other fluids from the reservoir, i.e. loss of 1. barrier (i.e. hydrostatic head) or leak and loss of 2. barrier, i.e. BOP/DHSV. Loss of stability resulting in overturn of unit, capsizing, or toppling of unit. Accidental contact between offshore unit and/or passing marine vessel when at least one of them is propelled or is under tow. Examples: tanker, cargo ship, fishing vessel. Also included are collisions with bridges, quays, etc., and vessels engaged in the oil and gas activity on other platforms than the platform affected, and between two offshore installations (to be coded as CN only when intended for close location). Collisions/accidental contacts between vessels engaged in the oil and gas activity on the platform affected, e.g. support/supply/stand-by vessels, tugs or helicopters, and offshore installations (mobile or fixed). Also are included collisions between two offshore installations only when these are intended for close location. Any event caused by or involving cranes, derrick and draw-works, or any other lifting equipment. Explosion Falling load/dropped objects from crane, drill derrick, or any other lifting equipment or platform. Crane fall and lifeboats accidentally to sea and man overboard are also included. Fire. Loss of buoyancy or unit sinking. Floating installation in contact with the sea bottom. Accident with helicopter either on helideck or in contact with the installation. Leakage of water into the unit or filling of shaft or other compartments causing potential loss of buoyancy or stability problems. “Loss of containment”. Release of fluid or gas to the surroundings from unit's own equipment/vessels/tanks causing (potential) pollution and/or risk of explosion and/or fire. Uncontrolled inclination of unit. Propulsion or thruster machinery failure (incl. control) Unit unintentionally out of its expected position or drifting out of control. Breakage or fatigue failures (mostly failures caused by weather, but not necessarily) of structural support and direct structural failures. "Punch through" also included. Towline failure or breakage Accidental problem with the well, i.e. loss of one barrier (hydrostatic head) or other downhole problems. Event other than specified above



Code (Type of Unit) AJ AS DS FP FS JU PJ PS SS TL



Type of Unit Accommodation jackup Accommodation semi-submersible Drillship FPSO FSU Drilling jackup Production jackup Production semi-submersible Drilling semi-submersible Tension-leg platform



Explanation Jackup-type unit used for accommodation purposes Semi-submersible-type unit used for accommodation purposes Drillship (MODU) Floating Production Storage and Offloading unit Floating Storage Unit Jackup-type drilling unit (MODU) Jackup-type production unit (MOPU) Semi-submersible-type production unit (MOPU) Semi-submersible-type drilling unit (MODU) Tension-leg platform



Code (Operation Mode) AC CS DD DR DX EV ID LO MD MO PR RE SC ST TD TE TW WO OT



Operation mode Accommodation Under construction Development drilling Drilling Exploration drilling Completion Idle Loading Demobilizing Mobilizing Production Under repair Scrapped Stacked Transfer (on barge) Testing Transfer (under tow) Well workover Other



Explanation Accommodation Unit under construction (inshore/offshore) and commissioning until production start Development and production drilling; incl. concurrent drilling and production and drilling of injection wells Drilling, unknown phase Exploration drilling; including appraisal and sulphur drilling Completion or abandonment of ongoing drilling operation Idle (unit is available, but without contract) Loading of liquids (buoy, storage tanker, FPSO/FSU) Unit demobilizing; departing from site Unit mobilizing; preparation to drill, positioning on site, etc. Production Unit under repair at yard or place/site Scrapped (unit is scrapped or sold as scrap) Stacked (unit is not ready for contract and is taken out of the market) Transfer, dry; unit transferred on barge or ship Testing; during exploration drilling (DST) and equipment testing related to production or development drilling Transfer wet; transfer of floating unit (self propelled or not) Well workover (light or heavy), e.g. wireline operation Other, e.g. for storage units, helicopters, etc.



Code (Event Category) A I



Event Category Accident Incident



N U



Near-Miss Unsignificant



Explanation Hazardous situation which have developed into an accidental situation. In addition, for all situations/events causing fatalities and severe injuries this code should be used Hazardous situation not developed into an accidental situation. Low degree of damage, but repairs/replacements are required. This code should also be used for events causing minor injuries to personnel or health injuries. Events that might have or could have developed into an accidental situation. No damage and no repairs required Hazardous situation, but consequences very minor. No damage, no repairs required. Small spills of crude oil and chemicals are also included. To be included are also very minor personnel injuries, i.e. "lost time incidents".
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