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ORDER1 

 
 Fieldwood Energy, LLC (Fieldwood) appeals from the Bureau of Safety and 
Environmental Enforcement’s (BSEE’s) issuance of four Incidents of Noncompliance 
(INCs), in connection with a fatal incident on Lease OCS-00842, West Delta Block 105, 
Platform E (Platform 105E). 
 

SUMMARY 
 
 A November 20, 2014, explosion on Platform 105E killed one person and injured 
several others who were cleaning an oil heater treater (“Treater”). After an investigation, 
BSEE issued the four INCs at issue in this appeal. In three of the INCs, BSEE determined 
that Fieldwood violated 30 C.F.R. § 250.107 by failing to operate in a “safe and 
workmanlike manner.” Specifically, BSEE found that Fieldwood: (1) failed to isolate the 
Treater from the electrical grid or perform energy isolation tests or checks to verify that 
the Treater was de-energized; (2) failed to provide adequate information required to 
prevent hazards, notify contract personnel of the operational function of the Treater or 
of hazards, and isolate the Treater from upstream and downstream vessels and 
components’ process flows; and (3) failed to complete necessary pre-job documentation 
prior to starting the cleaning or set up and utilize required air packs, rescue breathers 
and ventilation equipment as required by the company’s Job Safety Analysis (JSA). In the 
fourth INC, BSEE determined that Fieldwood violated 30 C.F.R. § 250.114 by failing to 

 
 

1 Former Acting Administrative Judge Matthew Ballenger and Administrative Judges 
Idziorek and Haugrud took no part in the consideration or decision of this appeal. 
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ensure all metal equipment was grounded in accordance with API RP 14F and API RP 
14FZ. 
  
 On appeal, Fieldwood generally argues that BSEE erred in issuing the INCs 
because: (1) contractors were responsible for some of the cited problems and (2) BSEE 
did not definitively state that the cited problems caused the incident. Fieldwood also 
raises other challenges to three of the INCs. First, Fieldwood challenges BSEE’s 
determination that the Treater was energized, speculating that an unknown individual 
may have tampered with the isolation lock before BSEE investigators arrived. Second, 
Fieldwood argues that the JSA specifically discussed electrical isolation of the Treater, a 
Confined Space Entry Form properly warned of electrical hazards associated with the 
Treater, and the crew was well-versed in the hazards of cleaning. Fieldwood further 
argues that isolation from upstream and downstream vessels and components’ process 
flows was not necessary because Platform 105E was shut in at the time of the incident. 
Finally, Fieldwood argues that notwithstanding the fact that atmospheric testing portions 
of a Confined Entry Permit were completed after the incident and that emergency rescue 
equipment was not in the work site at the time of the incident, neither the rescue 
equipment nor atmospheric testing was necessary at the time of the incident. 
 

We find that Fieldwood has failed to show error in BSEE’s decisions. BSEE has 
authority to issue an INC regardless of whether the cited problems cause harm. 
Moreover, a lessee or operator is jointly responsible for the regulatory violations of its 
contractors. The administrative record supports BSEE’s determination that the Treater 
was energized when the incident occurred. The administrative record further 
demonstrates that Fieldwood did not provide adequate information to the contractor 
crew on dangers associated with cleaning the Treater, and the documents identified by 
Fieldwood do not cure this error. The administrative record also supports BSEE’s 
determination that Fieldwood failed to provide for the safety of personnel or correct and 
remove hazards prior to the cleaning crew draining and opening the Treater. The pre-job 
documents were not completed until after the incident, and the required ventilation 
equipment was stored away on a different deck of the platform at the time of the 
incident. Finally, Fieldwood itself acknowledges that equipment was not properly 
grounded. We affirm BSEE’s issuance of the four INCs. 
 

BACKGROUND 
 

In November 2014, Fieldwood began experiencing problems with its oil handling 
systems on Platform 105E and contracted with Turnkey Cleaning Services GOM 
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(Turnkey) to clean its dry oil tank and Treater.2 Turnkey employees arrived on Platform 
105E on November 18, 2014, and November 20, 2014.3 At the time, a Fieldwood 
contractor from Island Operating Company (Island) was serving as Platform 105E’s 
Person In Charge (PIC) because Fieldwood’s PICs were on vacation.4 
 

The Treater is a cylindrical vessel, 72 inches in diameter and over 22 feet in 
length with a bolted manway hatch on one end, “designed to provide gas separation, 
freewater removal, and coalescence of entrained water particles to allow the oil to meet 
pipeline specifications.”5 As BSEE explains on appeal, “[d]uring normal operations, wet 
(untreated) oil enters the Treater, which contains an electrostatic grid and fire tube that 
separate water from the oil using heat and electric fields.”6 The “electrical field within 
the [Treater] coalescing section is created through grid plates that use high voltage 
alternating current (AC) on every other electrode for coalescing of emulsified water.”7 
This electrical field “assists in the oil/water separation process.”8 The “water that settles 
at the bottom of the unit forms a surface which acts as another electrode for the 
electrical field.”9  
 

An “externally mounted, oil immersed, high voltage transformer” is located atop 
the Treater and provides power to the electrodes.10 External indicators include a 
temperature gauge and an indicator light for the electrical grid.11 The transformer is 
connected to a manual disconnect “On/Off” switch and volt/amp meters, which are 
directly to the left of the bolted manway hatch on the end of the Treater.12 The 
disconnect switch is “systematically located along the electrical circuit travelling from a 

 
 

2 AR at Doc. D-2, BSEE Panel Report 2016‐001, Investigation of November 20, 2014, 
Explosion and Fatality Lease OCS‐00842, West Delta Block 105 Platform E, Gulf of 
Mexico Region, New Orleans District at 1 (Oct. 26, 2016) (“Panel Report”), 
https://www.bsee.gov/sites/bsee.gov/files/wd-105-e-panel-report-26-october-2016.pdf 
(last visited May 5, 2021). 
3 Statement of Reasons (SOR) at 3-4 (filed June 5, 2018).  
4 Answer at 3 (filed Aug. 6, 2018); Panel Report at 1. 
5 Panel Report at 10. 
6 Answer at 2. 
7 Panel Report at 11. 
8 Id. 
9 Id. at 11-12. 
10 Id. at 12. 
11 Id. at 12, 29. 
12 Id. at 12. 
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main transformer [circuit] breaker in the [platform’s Motor Control Center (MCC)] 
building to the electrical grid inside the coalescing section of the heater treater.”13  

 
The Treater circuit breaker inside the MCC building is a horizontal 

“ON/TRIP/OFF” breaker.14 A hole in the latch lines up with another hole in the breaker 
panel, which allows personnel to affix a lock and tag to lock the breaker in the “Off” 
position to isolate the Treater from the electrical grid.15 A lock can be placed through the 
latch in any position.16 The breaker is “locked out,” however, only when the breaker is in 
the “Off” position and a lock is placed both through the hole in the latch and the hole in 
the breaker panel.17 Fieldwood’s Energy Isolation Policy required “that the key to each 
lock must be specific to that lock exclusively, and must be under the sole control of the 
authorized employee who applied the lock while the lock was in place.”18 An “Electrical 
Lockout Tag Book” located in the MCC building tracks locks and tags.19  

 
On November 20, 2014, a Turnkey supervisor conducted a JSA.20 A JSA is 

required by BSEE’s Safety and Environmental Management Systems regulations.21 JSAs 
“identify, analyze and record the steps involved in a job, including the existing or 
potential safety, health, and environmental hazards associated with each step and the 
recommended action(s) and/or procedure(s) that would eliminate or reduce these 
hazards, the risk of a workplace injury or illness, or environmental impacts.”22 

 
The Turnkey crew attended the safety meeting and initialed the JSA documents.23 

The JSA for both the dry oil tank and the Treater “described the job to be analyzed as 
‘Setup equipment and clean out vessel,’ and appeared to be exact copies” of each other.24 
Both JSAs identified the need for a Confined Space Entry Permit, but neither “JSA 

 
 

13 Id. at 25. 
14 Id. at 36. 
15 Id. 
16 Id. 
17 Id. 
18 Id.  
19 Id. 
20 Id. at 16. 
21 30 C.F.R. § 250.1911. Citations to the Code of Federal Regulations are to the current 
edition, published in 2020. 
22 Panel Report at 30; see 30 C.F.R. § 250.1911. 
23 Answer at 3. 
24 Panel Report at 30. 
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identified electricity, fire/hot work or chemicals as a potential hazard, or Energy 
Isolation/[Lockout/Tagout] as a required permit.”25  

 
After the safety meeting, Turnkey employees began cleaning the Treater. A fatal 

incident occurred after the Turnkey employees opened the manway hatch:   
 
[T]he Turnkey crew began draining the [Treater] and pumping its fluids to 
containers located on the top deck. Once the fluid level was below a 
manway hatch on the coalescing section, the crew opened the hatch. 
Shortly thereafter, three Turnkey employees and a Lead Operator with 
Island were standing outside the hatch while the Turnkey Supervisor was 
reportedly rinsing the lip of the manway hatch with water from a hose, 
when an explosion occurred inside the heater treater. 
 
The initial blast forced the Turnkey Supervisor backwards, landing on the 
platform deck. The Island Lead Operator and two other Turnkey employees 
were also forced to the deck, one of which was struck on the head by the 
hose nozzle formerly held by the Turnkey Supervisor.[26] 

 
The Turnkey Supervisor died, and the other individuals were evacuated to hospitals.27 

 
BSEE dispatched investigators, engineers, and inspectors to conduct onsite 

investigations and interviews over the next two days.28 Almost two years later, after 
convening a panel of BSEE investigators, BSEE released a Panel Report with findings and 
recommendations regarding the incident.29 

 
According to the Panel Report, when BSEE inspectors arrived, they “observed that 

the transformer disconnect switch, mounted directly adjacent to the still-open manway, 
was in the ‘On’ position.”30 BSEE “identified the potential hazard of the disconnect switch 
in the ‘On’ position, as it indicated an unrestricted electrical pathway at this point within 
the circuit to the electrical grid.”31 BSEE then checked the Treater breaker in the MCC 
building and observed that the switch that controlled power to the transformer for the 
 

 
25 Id. at 31. 
26 Id. at 1. 
27 Id. at 1, 23. 
28 Answer at 4. 
29 Panel Report. 
30 Panel Report at 25. 
31 Id. at 26. 
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Treater had been clasped with a lock through its handle and had been tagged, but was in 
the “On” position.32 The tag on the lock “display[ed] the Island Acting PIC’s name, date 
and time of when it was installed.”33 BSEE notes that with both the breaker and 
disconnect switch in the “On” position, “there was no apparent restriction in the flow of 
electrical energy from the power source to the [Treater] grid” and BSEE therefore 
“stopped work and directed Fieldwood personnel contact a field electrician to ensure the 
system was safe and fully isolated.”34 

 
BSEE states that BSEE investigators 
 
then brought the Island Acting PIC into the MCC building and asked him to 
look at the [Treater] breaker. He indicated that he had locked the breaker 
out and demonstrated to the BSEE Investigators that he had the key to the 
[Treater] breaker lock in his pocket. When BSEE Investigators explained that 
[having the breaker in the “On” position] was not a safe condition, the Island 
Acting PIC asked if he should move the breaker to the ‘Off’ position, which 
he was informed to do by the Fieldwood A-Hitch Field Foreman. The Island 
Acting PIC then used the same key to unlock the lock, move the breaker to 
the ‘Off’ position, and apply the lock and tag to secure the breaker handle in 
the ‘Off’ position correctly.[35] 
 
BSEE subsequently interviewed the Island PIC. In that interview, BSEE asked how 

the Treater breaker in the MCC ended up with a lock through the handle while it 
remained in the “On” position.36 The PIC responded, “I obviously did not lock it 
properly” and “I locked it but I didn’t have it in the off position.”37 BSEE observed several 
other physical indications of unrestricted flow of electrical energy. BSEE took 
photographs of the volt and amp meters located on the Treater adjacent to the 
disconnect switch before the Island PIC turned the breaker switch “Off”.38 The 
photographs “appeared to show the volt and amp meter readings greater than the 
readings observed on those meters after the [Treater] breaker had been turned ‘Off.’”39 
Some hours after the Treater breaker was turned “Off,” BSEE also “observed the 
 

 
32 Id. at 1, 26. 
33 Id. at 27. 
34 Id. at 26. 
35 Id. at 27. 
36 AR, C-45, BSEE Interview with Acting PIC (14:05-15:50). 
37 Id. 
38 Panel Report at 27. 
39 Id. 
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temperature gauge on the transformer at slightly over 100 degrees Fahrenheit . . . which 
was higher than the outside temperature, and of the same gauge taken the following 
day.”40 When BSEE asked about the transformer indicator light, “it was widely reported 
that prior to the incident the light was dim or otherwise not consistently lit; and at least 
two operators, including the Island Acting PIC, described that they could never recall 
seeing the indication light ‘On.’”41 
 

In the Panel Report, BSEE concluded that the explosion “was a result of: a 
partially drained vessel (the [Treater]) that contained flammable vapors; an introduction 
of oxygen upon the opening of the manway; and an ignition source that was not 
sufficiently removed or mitigated during the preparation for, and activities of, internal 
cleaning of the [Treater].”42 BSEE determined that the “probable cause of the ignition 
was the unrestricted supply of electrical energy to the electrostatic components inside 
the coalescing section of the [Treater]” but could not “definitively eliminate[]” other 
possible ignition sources.43 For example, BSEE evaluated the potential for ignition from 
improperly grounded items, static electricity, the burner, a combination of chemical 
compositions, and the water hose nozzle and handle, which did not have a brass 
connection between the nozzle and ball valve.44 BSEE found however, that “other 
evidence obtained by BSEE investigators and the Panel . . . led the BSEE panel to 
conclude that the lack of electrical energy isolation identified by BSEE investigators on 
the day after the incident was more likely to have been a probable cause of ignition.”45 

 
BSEE identified other “factors that possibly contributed to the incident.”46 BSEE 

found that the JSA “for setting up and cleaning the heater treater was generic, contrary 
to the cleaning company’s procedures (which were also not effectively followed) and 
lacking specific analysis of the electrostatic [Treater].”47 BSEE further found that the JSA 
“included an ineffective sequence of job steps to identify and mitigate all of the potential 
hazards.”48 BSEE also found that “process equipment and piping isolation for the 
[Treater] was also not completely performed, nor was there adequate verification of this 

 
 

40 Id. at 29. 
41 Id. at 57. 
42 Id. at 2. 
43 Id.  
44 Id. at 50-52. 
45 Id. at 52. 
46 Id. at 2. 
47 Id. 
48 Id.  
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occurring.”49 Additionally, BSEE determined that certain items were not properly 
grounded when the incident occurred.50 
 
 On November 22, 2016, BSEE issued five INCs to Fieldwood. Fieldwood timely 
appealed all five INCs. BSEE sought and received a partial remand to reconsider one of 
the INCs, which it later rescinded.51 We now consider Fieldwood’s appeal of the 
remaining four INCs. 

 
ANALYSIS 

 
By law, a lessee or operator on the Outer Continental Shelf (OCS) must “maintain 

all operations within [a] lease area . . . in compliance with regulations intended to 
protect persons, property, and the environment on the [OCS].”52 BSEE’s regulations at 30 
C.F.R. § 250.107 require a lessee or operator to “protect health, safety, property, and the 
environment by . . . [p]erforming all operations in a safe and workmanlike manner” and 
“[m]aintaining all equipment and work areas in a safe condition.”53 A lessee’s or 
operator’s responsibility to ensure safe and workmanlike operations includes contractors 
acting on their behalf.54 The “purpose of the Department’s safety regulations is to take 
steps to prevent the occurrence of dangerous conditions,” and BSEE need not prove 
actual harm from a violation to issue an INC.55 

 
If “BSEE, as the Secretary’s designate, finds that an OCS lessee or operator has not 

followed any requirement of [the Outer Continental Shelf Lands Act] [or] the regulations 
. . . it properly issues an INC, by identifying the nature of the violation and how to 
correct it.”56 In challenging an INC, an appellant bears the burden to demonstrate that 
the decision is contrary to law, or, by a preponderance of the evidence, that BSEE 
committed a material error in its factual analysis, or that the decision generally is not 
supported by an administrative record showing that BSEE gave due consideration to all 
 

 
49 Id. 
50 Id. at 51. 
51 Answer at 6 n.51.  
52 43 U.S.C. § 1348(b)(2); 30 C.F.R. § 250.146(c). 
53 30 C.F.R. § 250.107. 
54 30 C.F.R. § 250.146(c) (applying joint and several liability for regulatory compliance); 
ATP Oil and Gas Corp., 178 IBLA 88, 97 (2009) (“[L]essees and operators are responsible 
for ensuring safe and workmanlike operations and conditions . . . and that includes 
contractors acting on their behalf.”). 
55 Black Elk Energy Offshore Operations, LLC, 182 IBLA 331, 339-40 (2012). 
56 LLOG Explo. Offshore, LLC, 196 IBLA 42, 44-45 (2020). 
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relevant factors, and acted on the basis of a rational connection between the facts found 
and the choice made.57 We address Fieldwood’s challenges to each INC separately below. 
 

Fieldwood Fails to Show Error in G110 S INC 
 
 In G110 S INC, BSEE found that Fieldwood “failed to perform all operations in a 
safe and workmanlike manner and provide for the preservation and conservation of 
property and the environment,” in violation of 30 C.F.R. § 250.107, Fieldwood’s Energy 
Isolation Policy, and American Petroleum Institute Recommended Practices 14F or 
14FZ.58 Specifically, BSEE found that the Treater was energized at the time of the 
incident and there was no evidence of “energy isolation test or checks . . . that 
demonstrated that the Lessee made verification that the Treater’s Transformer and Grid 
were de-energized prior to draining the vessel or prior to opening the manway.”59 
 
 Fieldwood argues that the administrative record demonstrates that the Treater 
was not energized because: (1) the Island PIC stated in a deposition in civil litigation 15 
months after the incident that there was “no doubt that I put it in the off position and 
locked it correctly”; (2) the Electrical Lockout Tag Book located in the MCCC building 
shows a lockout and tag dated November 19, 2014, at 7 a.m. for the “Treater NBK-600 & 
Blower B-602” for a “Cleaning Crew on Vessel”60; (3) an Energy Isolation Permit dated 
the same time as the book entry is checked “All equipment isolation tested, verified to 
zero energy state”; and (4) a section in the JSA entitled “Isolation Procedures” states, 
“Ensure all lockouts, tagouts & isolations are made and documented prior to performing 
any work.”61 Fieldwood argues that BSEE’s INC is not based on substantial evidence 
because “[t]o conclude that [the Island PIC] did not do as he testified and documented, 
one must conclude that he placed the breaker in the ‘on’ position and then locked the 
padlock in a manner that does not actually lock out the breaker.”62 Fieldwood further 
asserts that BSEE’s conclusion “contains a logical gap” because it “assumes that because 
the transformer breaker was found in the ‘on’ position the day after the incident, it must 
have been in the ‘on’ position at the time of the incident.”63 Fieldwood speculates that 

 
 

57 Id. at 45. 
58 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
59 Id. 
60 SOR at 9-10. 
61 Id. at 10-12. 
62 Id. at 12. 
63 Id. at 12-13. 
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“someone could have moved the transformer breaker to the ‘on’ position after the 
incident.”64  
 

Fieldwood further argues that BSEE erred in its conclusion that there was “[n]o 
evidence of energy isolation” checks verifying that Fieldwood de-energized Treater’s 
transformer and grid prior to opening the manway.65 Fieldwood asserts that the Energy 
Isolation Permit, JSA, and Electrical Lockout Tag Book demonstrate that Fieldwood 
conducted energy isolation checks prior to draining the vessel and opening the manway 
cover.66  

 
Fieldwood argues that BSEE also erred in its conclusion that Fieldwood failed to 

comply with 30 C.F.R. § 250.107 or the guidance set forth in its Energy Isolation Policy 
and API RP 14F or API RP 14FZ.67 Fieldwood states that it has developed proper 
procedures in accordance with API, and there are no additional checks required under 
30 C.F.R. § 250.107 or applicable industry standards.68  

 
Finally, Fieldwood argues that because BSEE has not ruled out other ignition 

sources, “there is not reliable, probative, and substantial evidence to support this INC.”69 
 
 We find no error in BSEE’s determination that the Treater was energized at the 
time of the incident. Both the transformer disconnect switch and the breaker switch in 
the MCC building were in the “On” position when BSEE arrived on the day after the 
incident. When BSEE questioned the Island PIC about the breaker lock on the day after 
the incident, he stated that he “obviously did not lock it properly” and “locked it but . . . 
didn’t have it in the off position.”70 BSEE did not, as Fieldwood argues, ignore the PIC’s 
later statements, in a deposition in civil litigation 15 months after the incident, that he 
had locked the breaker switch properly. The BSEE panel expressly acknowledged the 
deposition testimony and “chose to give more weight to the statements it obtained closer 
in time to the incident” than the inconsistent deposition testimony “given over 15 
 

 
64 Id. at 13; but see AR, Doc. C at PDF 3609 (counsel for Fieldwood acknowledging by 
letter that “It is evident from photographs taken shortly after the Incident that [the 
Island PIC] attempted to [lock the breaker] but, for some unexplained reason, did so 
incorrectly.”). 
65 SOR at 14. 
66 Id.  
67 Id. 
68 Id. 
69 Id. at 13. 
70 AR at C-45 (14:05-15:50), BSEE Interview with Acting PIC. 
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months after the incident.”71 Other physical evidence further supports BSEE’s 
determination that Fieldwood failed to isolate the Treater. Both the temperature gauge 
and the amperage and voltage meters for the transformer showed higher readings before 
the Island PIC turned the breaker switch to “Off” than afterwards, which would be 
consistent with BSEE’s conclusion that the Treater was energized at the time of the 
incident.72 

 
We find no “logical gap” in BSEE’s conclusion that the breaker switch and 

disconnect switch were in the “On” position on the day of the incident. The Lockout Tag 
book, Energy Isolation Permit, and JSA do not demonstrate that the Island PIC locked 
the Treater breaker switch in the “Off” position. If he had done so, one would expect the 
Treater breaker switch to have been in the “Off” position when BSEE arrived. Instead, as 
BSEE argues on appeal, “[t]his evidence . . . is consistent with the Island PIC attempting, 
but failing, to isolate the Treater from electrical energy and signing relevant 
documentation incorrectly believing that isolation had been achieved.”73  

 
We reject Fieldwood’s speculation that an unknown individual flipped the breaker 

switch to the “On” position after the incident. Fieldwood asks the Board to surmise, 
contrary to Fieldwood’s Energy Isolation Policy and in the absence of any record 
evidence, that an unknown individual gained access to the Island PIC’s unique key, 
reenergized equipment involved in a fatal accident while BSEE investigators were on the 
way to investigate the accident, and returned the key to the Island PIC where it was 
found in his pocket74 when BSEE investigators arrived. We decline to engage in such 
speculation. As BSEE argues on appeal, the “basic premise that a party would reenergize 
an out-of-service vessel immediately following a fatal electrical explosion involving that 
piece of equipment, while investigators were on their way to the Platform, belies all 
reason.”75 We agree with BSEE that “Fieldwood’s theory . . . is completely unsupported, 
contradicted by the record evidence, and BSEE did not err in discounting this farfetched 
theory.”76  

 
Furthermore, the administrative record supports BSEE’s determination that there 

was no evidence of energy isolation tests or checks verifying that the Treater’s 
transformer and grid were de-energized prior to draining the vessel or prior to opening 

 
 

71 Panel Report at 4. 
72 See notes 38-40 and accompanying text, supra. 
73 Answer at 15.  
74 See n. 35, supra. 
75 Answer at 15.  
76 Id. at 17.  
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the manway. There is no evidence that Fieldwood or its contractors checked the 
transformer disconnect switch or the amperage and voltage meters. Nor is there any 
evidence that the Island PIC or Turnkey employees verified that the breaker switch was 
off. While the log-book suggested the breaker switch was locked and tagged and the 
permit suggested that the equipment was “isolation tested, verified to zero energy state,” 
the physical evidence, discussed above, demonstrates that this did not occur, and if it 
had, would have been caught by a simple visual check.  

 
Finally, Fieldwood’s argument that BSEE erred by issuing the INC without ruling 

out other ignition sources fails to demonstrate any error in BSEE’s decision. As discussed 
above, the administrative record amply supports BSEE’s determination that the grid was 
energized at the time of the incident. Fieldwood’s failure to isolate and de-energize the 
Treater’s transformer and grid prior to cleaning the Treater was not safe or workmanlike, 
in violation of 30 C.F.R. § 250.107. And as BSEE argues on appeal, even if the energized 
grid were not the cause of the incident, “BSEE has authority to issue an INC for any 
regulatory violation, regardless of whether it causes actual harm.”77 

 
Fieldwood Fails to Show Error in G110 C INC 

 
In G110 C INC, BSEE determined that Fieldwood violated 30 C.F.R. § 250.107 by 

failing to conduct the cleaning operation in a safe and workmanlike manner because:  
(1) the JSA “did not provide adequate information required to prevent or control 

safety or environmental hazards”;  
(2) Fieldwood “failed to notify contract personnel involved in the cleaning task of 

the operational functions of the Treater and all the potential hazards associated with the 
cleaning operation”; and  

(3) Fieldwood did not follow its “Process Equipment & Piping for Energy Isolation 
Procedures” because it did not use “physical disconnects, slip blinds, or blind flanges . . . 
to isolate the Treater from upstream and downstream vessels and components’ process 
flows.”78 

 
Fieldwood turns first to BSEE’s determinations that it failed to provide adequate 

information and notify personnel of hazards. Fieldwood acknowledges that “certain 
boxes in the Hazard Checklist section” of the JSA were not checked, but argues “that 
oversight does not negate” another section of the JSA “that specifically discusses 
 

 
77 Answer at 10-11 (citing Black Elk Energy Offshore Operations, LLC., 182 IBLA at 339; 
The Houston Exploration Company, 169 IBLA 166, 175 (2004); and Blue Dolphin 
Exploration Co., 166 IBLA 131, 138 (2005)). 
78 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
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isolation of the [Treater].”79 Fieldwood also argues that the Confined Space Entry Form 
“properly warned of the known hazards.”80 Fieldwood argues that:  

(1) the form “includes a section that specifically addresses hazards associated 
with the [Treater] work;”  

(2) the instruction section of the form states that “[i]solation of all energy sources 
must be accomplished prior to entry;”  

(3) energy sources “shall be identified and isolated to a Zero Energy State;”81 and  
(4) the Turnkey employees who did a walk-around of the equipment before the 

incident specialized in cleaning offshore vessels and were well-versed in the hazards of 
cleaning.82 

 
We find no error in BSEE’s determination that the JSA “did not provide adequate 

information required to prevent or control safety or environmental hazards.” As 
Fieldwood admits, electrical hazards were not identified on the JSA as a hazard 
associated with the job.83 Accordingly, we need not decide whether, as BSEE argues on 
appeal, the “Isolation Procedures” section of the JSA does not refer to isolation of the 
Treater from electrical energy sources, but rather to isolation of hydrocarbons, 
prevention of hazardous releases, and isolation of stored energy.84 The failure to identify 
electricity as a hazard is reason enough, standing alone, to affirm BSEE’s determination. 
The later mention of “Isolation Procedures[,]” where electricity is not listed as a known 
hazard, is not sufficient to provide “adequate information to prevent or control safety or 
environmental hazards.” 
 

Nor does Fieldwood identify error in BSEE’s decision by reference to the Confined 
Space Entry form. Like the JSA, the Confined Space Entry form does not list electricity as 
a hazard.85 While a checkbox in the “Prep” section of the form states, “[e]lectric . . . 
energy sources shut-off & locked out, (zero energy state),” that checkbox remained 
unchecked. Although the instructions attached to the form state that isolation should be 
performed with “physical disconnect and lock-out/tag-out[,]” those form instructions do 
not provide adequate information on hazards where all other indications on the forms 
fail to identify an electrical hazard. Moreover, as BSEE argues, the documents serve two 

 
 

79 SOR at 16. 
80 Id.  
81 Id. 
82 Id. at 17. 
83 Id. at 16. 
84 Answer at 19. 
85 AR, Doc. C at PDF 18. 
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different purposes,86 and the Confined Space Entry form cannot cure the deficiencies in 
the JSA. 

 
Finally, Fieldwood fails to demonstrate error in BSEE’s decision by pointing to 

Turnkey’s experience in cleaning offshore vessels. Turnkey’s experience does not absolve 
Fieldwood of its obligation to follow its own safety policies, provide adequate 
information, and notify contract personnel of hazards. 

 
Fieldwood next argues that BSEE erred in its determination that Fieldwood did 

not follow its “Process Equipment & Piping for Energy Isolation Procedures” because it 
did not use “physical disconnects, slip blinds, or blind flanges . . . to isolate the Treater 
from upstream and downstream vessels and components’ process flows.” Fieldwood 
argues that it was not necessary to lock out inlet and outlet valves because the platform 
was shut-in before beginning the treating operations, the valves and pipelines were 
closed, and the Treater was therefore isolated from any active hydrocarbon process 
flow.87 In response, BSEE argues that Fieldwood’s Process Equipment and Piping 
Isolation Procedures do not contain exceptions for a shut in platform, and the Confined 
Space Entry permit “required that equipment and piping be blinded, blanked, or 
misaligned.”88 BSEE further argues that isolation is required even during a shut-in 
because “there is still a possibility that hydrocarbons remaining in connected vessels and 
piping could move into the area being serviced as a result of unexpected pressure or the 
addition of fluid, which may occur when a valve not properly locked or tagged is 
inadvertently opened.”89  

 
Fieldwood fails to show error in BSEE’s determination. Fieldwood’s failure to 

isolate the Treater from upstream and downstream vessels and components’ process 
flows violated its safety policy and the terms of the Confined Space Entry permit.90 
Fieldwood’s departure from the policy because it “didn’t see [a] reason to isolate” the 

 
 

86 Answer at 19; AR, Doc. C at PDF 1275 (“The [JSA] is the process of 
identifying/evaluating hazards and implementing control measures to eliminate or 
reduce the potential for an incident . . . . This process must include participation from all 
crew members so that everyone has an opportunity to identify hazards and become 
familiar with the job sequence and JSA.”); id. at 1269-1274 (describing the purpose of 
and requirements for a confined space entry permit). 
87 SOR at 17.  
88 Answer at 22. 
89 Id. 
90 See AR, Doc. C-16, Fieldwood Process Equipment and Piping Isolation Procedures; AR, 
Doc. C-28 at PDF 5052, Confined Space Entry form. 
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process equipment and piping was a judgment call with no basis in the company’s safety 
policies.91  

 
Accordingly, we affirm BSEE’s issuance of G110 C INC as having a rational basis 

supported by the administrative record. 
 

Fieldwood Fails to Show Error in G 112 S INC 
 

 In G112 S INC, BSEE determined that Fieldwood violated 30 C.F.R. § 250.107 by 
failing to “provide for the safety of all personnel and take all necessary precautions to 
correct and remove any hazardous oil and gas accumulation or other health, safety, or 
fire hazards prior to draining and opening the manway” on the Treater. Specifically, 
BSEE concluded that Fieldwood “failed to complete the necessary pre-job documentation 
prior to starting the Treater cleaning activity” because facility personnel informed BSEE 
investigators that “pre-job documents (confined space entry documentation) were 
completed after the incident.”92 BSEE further concluded that “required air packs, rescue 
breathers and ventilation equipment were not adequately set-up and/or utilized as per 
the JSA document for the ‘Setup equipment and clean out [the Treater]’” job.93 
 
 Fieldwood argues that it “could not remove the fluids remaining in the [Treater]” 
prior to opening the manway.94 Fieldwood cites “detailed Safe Work Practices specific to 
Confined Space Entry” that require atmospheric monitoring to be conducted per permit 
requirements and permit confined space entry only when “oxygen concentration is 
between 19.5% and 23.5% and the atmosphere is free of harmful amounts of flammable 
gases, dusts and toxic materials.”95 Fieldwood acknowledges that the Confined Space 
Entry form was only completed “in part” by the Turnkey supervisor before the incident 
and states that a Turnkey employee later admitted that he “filled in the instrument, 
serial number, and most recent calibration entries along with the Entry Supervisor 
 

 
91 See AR, Doc. C110 at PDF 757, Civil Litigation Deposition of Island Acting PIC (“I 
mean, with the clean – with the cleaning we had going on and everything being shut in, 
we didn’t see no reason to isolate, close any valves of any kind.”); AR, Doc. C-97 at PDF 
3632, Internal BSEE Document Investigative Activity Summary, Interview with Dan Istre 
(Aug. 19, 2015); see also AR at C-98, BSEE Interview with Frank Cornay, Fieldwood 
Foreman (1:19:20 – 1:20:40) (stating that “According to our lockout tag-out policy, it 
should have been isolated” and acknowledging that it was not done). 
92 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
93 Id. 
94 SOR at 18.  
95 Id. at 19.  
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signature lines” on the form after the incident.96 Fieldwood further states that this 
Turnkey employee clearly “was attempting to fabricate documentary evidence 
concerning whether his Turnkey colleagues had performed and recorded atmospheric 
testing readings before the incident.”97 Fieldwood argues, however, that there is no way 
to take atmospheric measurements before a manway is open and no “documentation or 
regulations that require atmospheric testing immediately once a hatch is opened and 
while the hatch is being cleaned.”98 Therefore, Fieldwood argues that BSEE erred in its 
conclusion that Fieldwood “failed to complete the necessary pre-job documentation prior 
to starting the Treater cleaning activity.”99 
 
 Fieldwood further argues that emergency rescue equipment was not necessary at 
the time of the incident because (1) there is no reference in the JSA to “air packs, rescue 
breathers or ventilation equipment,” and (2) confined space entry had not occurred at 
the time of the incident.100 Fieldwood argues that “BSEE cannot fault Fieldwood for lack 
of ventilation when the incident at issue prevented the next step in the cleaning process 
of the [Treater]—ventilation—from occurring.”101  
 
 We find no error in BSEE’s determination that Fieldwood violated 30 C.F.R. 
§ 250.107 because the Confined Space Entry documentation was “completed after the 
incident and resultant fatality and injuries.”102 Fieldwood acknowledges as much, stating 
that an employee with its contractor “fabricate[d] documentary evidence” concerning 
whether it “performed and recorded atmospheric testing readings before the incident.”103 
Changing documentation of a job after a fatal explosion is not safe and workmanlike.  
 
 Nor do we find any error in BSEE’s determination that Fieldwood violated 
30 C.F.R. § 250.107 because the “required air packs, rescue breathers, and ventilation 
equipment were not adequately set-up and/or utilized as per the JSA document.”104 As 
BSEE argues on appeal, the JSA Sequence of Job Steps states that “equipment rigging 
should have occurred right after the pre-job safety meeting and before opening of the 
manway in order to be properly positioned and available for upcoming stages of the 
 

 
96 Id. at 19-20. 
97 Id. at 20.  
98 Id. 
99 Id.  
100 Id.  
101 Id. at 20-21. 
102 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
103 SOR at 20.  
104 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
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cleaning operation.”105 Contrary to this step, the “air packs, rescue breathers, and 
ventilation equipment were found neatly packed in boxes on another deck level when 
BSEE arrived.”106 Therefore, BSEE’s conclusion that these items “were not adequately set-
up and/or utilized as per the JSA document” has a rational basis and is supported by the 
administrative record. 
 

Fieldwood Fails to Show Error in F121 C INC 
 
In F121 C INC, BSEE determined that Fieldwood violated 30 C.F.R. § 250.114 by 

failing to ensure all metal equipment was grounded in accordance with API RP 14F and 
API RP 14FZ.107 During its November 21, 2014, investigation, BSEE observed that 
Fieldwood failed to ground a rental generator, metal bucket, “cutting boxes,” and other 
equipment.108 Fieldwood “does not dispute that the items . . . were not independently 
grounded.”109 Fieldwood states, however, that its own “equipment was properly 
grounded” and that Turnkey “owned, operated, and installed” the equipment that was 
not independently grounded.110 Fieldwood further argues that BSEE does not “provide 
any rational[] basis to describe how the independent grounding of [Turnkey’s] 
equipment would have prevented the accident.”111 Finally, Fieldwood points to the hose 
as a possible other cause of ignition “that would not be prevented by grounding the 
Turnkey hose.”112 

 
Fieldwood acknowledges that the equipment was not properly grounded. As 

stated above, Fieldwood is responsible for the activities of its contractors,113 and BSEE 
has authority to issue an INC even where the regulatory violation does not cause harm or 
is not the cause of a broader safety incident.114 Accordingly, we affirm F121 C INC as 
having a rational basis supported by the administrative record. 

 
  
 

 
105 Answer at 26 (citing AR, Doc. C-28 at PDF 5043). 
106 Answer at 25-26 (citing photographs in the administrative record showing equipment 
packed away on another deck and absent from the area of the Treater). 
107 AR, Doc. D-4, Notification of Incident(s) of Noncompliance. 
108 Id. 
109 SOR at 21. 
110 Id. 
111 Id. 
112 Id. 
113 30 C.F.R. § 250.146(c); ATP Oil and Gas Corp., 178 IBLA at 97. 
114 Black Elk Energy Offshore Operations, LLC, 182 IBLA at 339-40. 
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CONCLUSION 
 
 Therefore, pursuant to the authority delegated to the Board of Land Appeals by 
the Secretary of the Interior,115 we affirm BSEE’s issuance of the G 110 S, G 110 C, G 112 
S, and F 121 C INCs. 
 
     

     
 
 
 
 
 
 
I concur: 
 

 
 

115 43 C.F.R. § 4.1. 
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