




















                      
is privileged, confidential and exempt from disclosure under applicable law. If the reader of this message is not the intended
recipient, or the employee or agent responsible for delivering the message to the intended recipient, you are hereby notified
that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this
communication in error, please notify us immediately by telephone at 907-777-8300. Thank you.

Hilcorp Alaska, LLC

Facsimile Message
May 20, 2019

TO: ATTN:  Mr. Ronald Larsen, Asst. Chief of Enforcement

COMPANY: Alaska Occupational Safety and Health

FAX NUMBER: 907-269-4950

TOTAL PAGES: 57

FROM: Carl A. Jones (2752), 2940 Devin Circle, Anchorage, AK 99516;
Cell: 907-346-0269; Wk: 907-777-8327

Message:

Post Office Box 244027
Anchorage, AK 99524-4027

3800 Centerpoint Drive
Suite 100

Anchorage, AK 99503

Phone: 907/777-8300
Fax: 907/777.-8301

Please find attached Notice of Correction for Inspection Number 1365178 along with
supporting documentation.













































































































Inspection Report
Mon Apr 15, 2019 18:02:37 PM

RID CSHO ID Supervisor ID Inspection Number Optional Report Number Case Closed Date

1050210 A3578 J2092 1365178

Establishment Name Hilcorp Alaska, LLC Doing Business As (DBA)

Establishment
Owner Name

Private Sector Type of Business Corporation 
Primary NAICS

213111

Site Address 1000 Milne Point
PRUDHOE BAY, AK, 
99734

Site Phone (907)-777-
8350

Extn Site FAX

Business Address 3800 Centerpoint Dr.
Suite 100
ANCHORAGE, AK, 
99503

Business Phone (907)-777-8300 Business FAX 907-777-8301

Mailing Address 3800 Centerpoint Dr.
Suite 100
ANCHORAGE, AK, 
99503

E-mail Mobile Phone

Site Activity Drilling NAICS Inspected 213111 Days on Site 2

Federal EIN DUNs Temporary or Fixed Site? Temporary

State Estab Id DUNS plus4 CAGE Code

Construction Type

Entry 07-DEC-2018 09:30 AM First Closing Conference 09-APR-2019 08:45 PM

Opening Conference 07-DEC-2018 09:45 AM Second Closing Conference

Walkaround 07-DEC-2018 05:45 PM Exit 08-DEC-2018 07:00 AM

Inspection Initiating Type Unprogrammed Related Secondary Type 

Other Initiating Type Inspection Category Safety

Scope of Inspection Partial Reason No Inspection 

Sampling Performed? N SVEP N Expln. for No Insp. 

Federal Strategic Initiatives 

National Emphasis 

State Emphasis 

Local Emphasis 

Primary Emphasis

Employed in Establishment 350 Walkaround? Y Advance Notice? N

Covered By Inspection 350 Interviewed? Y Flag for Follow-up N

Controlled By Employer 515 Union? N Reason for Follow-up

Is this Company a current federal contractor?

Parent Company Legal Name Parent Comp Trade Name/DBA

Parent Company 
Address

Phone 
Number

Extn

TIN / EIN DUNS







AKOSH NARRATIVE REPORT 
April 17, 2019               Inspection #1365178 
Hilcorp Alaska, LLC 
CSHO: Jim Pinder      CSHO ID: A3578 

Page 2 of 3 

I departed Anchorage at 2:50 PM and arrived in Prudhoe Bay at approximately 4:30 PM and was greeted by a 
transport driver from Kuukpik Drilling. The ride from the airport to Milne Point took approximately 1 ½ hours. 
Upon arriving, I was escorted to a conference room where Management from Kuukpik Drilling and Hilcorp 
Alaska were waiting with the crew member that were present at the time of the accident.  

Employee interviews were conducted 

Walk-around: 

At approximately 10:30 PM the walk-around inspection started on the drill rig where the incident occurred. 
Photographs were taken of all the equipment involved in the incident and of the control panel located in the 
control room.  with Kuukpik Drilling and  with Hilcorp Alaska described the different 
parts of the drill rig and the job duties of each crew member on the rig floor. They explained the process of 
pulling the pipe from the ground and placing it on the skate, which was taken place at the time of the incident.  

After reviewing the video the employer provided, it was determined that a Hilcorp Alaska Supervisor visited the 
rig floor and control room once before midnight and after. He also directed staff to clean up the rig floor after the 
first responders removed the body. 

Closing Conference: 

On 4/9/2019 at approximately 8:45 am, a Closing Conference was held in the AKOSH training room with  
,  and  and  . During the closing conference the 11 items on the 

closing conference worksheet were read aloud with an emphasis on employee Whistleblower protections and the 
15 working day time limit. I explained and encouraged the use of consultation and training available through 
AKOSH. Copies of the closing conference, employer responsibilities, OSHA consultation fact sheet, request for 
consultation, workers compensation memo were provided.  

Evaluation of Health and Safety Program 

Code: 0 = Nonexistent 1 = Inadequate 2 = Average 3 = Above Average 

A. HSE Policy X 
B.
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Conclusions: 

Based on the inspection findings and employee interviews the follow alleged violations were noted. 

Serious:  

1. Suspended loads – walking/working under
2. Bloodborne Pathogens - husekeeping



Violation Worksheet 

Print Date : 04/15/2019 
Inspection Number 1365178 

Opt. Insp. Number 

Establishment 
Name 

Hilcorp Alaska, LLC 

DBA Name 

Type Of Violation Serious Citation 
Number 

1 Item/Group 1 / 

Number Exposed 3 No. Instances 1 REC 

Special 
Enforcement? 

Employer's 
Relationship 
to Hazard 

All 

Standard 1910.181(i)(4)(ii)

Substance Codes Photo/Video 
Number 

Alleged Violation 
Description 

29 CFR 1910.181(i)(4)(ii): 

181 Derricks 

(i) Handling the load

(4) Holding the load

(ii) People should not be permitted to stand or pass under a load on the hook.

Example: Employees are exposed to struck by/caught between hazards as a result of the 
employer's failure to ensure that employees do not walk or work under suspended loads 
while on the drill rig. On 12/7/2018, while removing pipe from the ground, an employee was 
fatality injured when he walked under a suspended load and was struck on the back of the 
head when the load was accidently released.   

Recommended 
Abatement Action 

Enforce company policy on walking/working under a suspended loads 

Penalty 

Severity High 

Severity Justification Death, permanent disability, chronic or irreversible illness 

Probability Greater 

Probability Justification An employee was fatality injured while walking/working under a suspended load. 

Number of Times 
Repeated 

Gravity High Gravity based Penalty 12934.00 

Multiplier Size 0% 

Good Faith History 

Quick Fix 

Calculated Penalty 12934.00 Proposed Penalty 12934.00 



Proposed Penalty 
Justification:  

Abatement Details 

Days to Abate 15 Wkg Days Abatement Status 

User-entered Abatement 
Due Date 

Date Abated 

Abatement 
Documentation 
Required? 

Yes Date Verified 

Abatement Completed 
Description:  

MultiStep Abatement 

Type/Other Type Days to abate User entered 
Abatement Due 

Date 

Completed(status) Verify Date 

Employee Exposure 

Exposure 
Instance 

No. 
Exposed 

Employer Name and Address 
Telephone 
Numbers 

Duration Frequency Proximity 

1 6 Kuukpik 
Drilling, LLC  

 
  
 

6.00 
month 

12 hrs 
Daily 

within 8 
feet 

1 6 Kuukpik 
Drilling, LLC   

 

  
 

1.00 year Daily In control 
room 

1 6 Kuukpik 
Drilling, LLC  

 
  
 

2.00 
month 

Daily within 4 
feet 



1 6 Kuukpik 
Drilling, LLC  

 
  
 

1.00 
month 

12 hrs Daily within 3 
feet 

1 6 Kuukpik 
Drilling, LLC 

 
 

 
  
 

2.00 year 12 hrs 
Daily 

within 2 
feet

1 6 Kuukpik 
Drilling, LLC 

 
  

 
  
 

2.00 
month 

12 hrs 
Daily 

within 2 
feet 

20. Instance Description: A. Hazard    B. Equipment   C. Location   D. Injury/Illness   E. Measurements

a) Hazards-Operation/Condition-Accident: Walking/working under a suspended load

b) Equipment: Drill pipe

c) Location: Milne Point, Prudhoe Bay, Alaska

d) Injury/Illness (and Justifications for Severity and Probability): Death, permanent disability

e) Measurements: 28 feet

23. Employer Knowledge: Employer, Drilling Manager,  stated that it was common practice for
workers to walk/work under a suspended drill pipe when placing it onto the skate.

24. Comments: Employer, Operations Manager,  stated that a new policy has been put into place
concerning walking/working under a suspended load.

25. Other Employer Information: Kuukpik Drilling





Number of Times 
Repeated 

Gravity High Gravity based Penalty 12934.00 

Multiplier Size 0% 

Good Faith History 

Quick Fix 

Calculated Penalty 12934.00 Proposed Penalty 12934.00 

Proposed Penalty 
Justification:  

Abatement Details 

Days to Abate 15 Wkg Days Abatement Status 

User-entered Abatement 
Due Date 

Date Abated 

Abatement 
Documentation 
Required? 

Yes Date Verified 

Abatement Completed 
Description:  

MultiStep Abatement 

Type/Other Type Days to abate User entered 
Abatement Due 

Date 

Completed(status) Verify Date 

Employee Exposure 

Exposure 
Instance 

No. 
Exposed 

Employer Name and Address 
Telephone 
Numbers 

Duration Frequency Proximity 

1 7 Hilcorp Alaska, 
LLC 

 
  
 

  
  

5.00 
month 

12 hrs 
Daily 

within 6 
feet

11 7 Hilcorp Alaska, 
LLC  

 
  
 

6.00 
month 

12 hrs 
Daily 

within 4 
feet 

7 Hilcorp Alaska, 
LLC  

 

1.00 year 12 hrs 
Daily 

In control 
room



 
  

  

1 7 Hilcorp Alaska, 
LLC  

 
  
 

2.00 
month 

12 hrs 
Daily 

within 3 
feet

1 7 Hilcorp Alaska, 
LLC  

 
  
 

1.00 
month 

12 hrs 
Daily 

within 2 
feet 

1 7 Hilcorp Alaska, 
LLC 

 
 

 
  
 

2.00 year 12 hrs 
Daily 

within 2 
feet

1 7 Hilcorp Alaska, 
LLC 

 
  

 
  
 

2.00 
month 

12 hrs 
Daily 

within 2 
feet 

20. Instance Description: A. Hazard    B. Equipment   C. Location   D. Injury/Illness   E. Measurements

a) Hazards-Operation/Condition-Accident: Employees who were not trained or provided PPE were instructed to
clean up the blood and contaminated rags off the rig floor after an employees was fatality injured after being struck
in the head by a drill pipe

b) Equipment:



c) Location: Milne Point, Prudhoe Bay, Alaska

d) Injury/Illness (and Justifications for Severity and Probability): Possible exposure to hepatitis B or other
biological pathogens

e) Measurements:None taken. Used video evidence

23. Employer Knowledge: Employer admitted to having a Bloodborne Pathogens Policy but failed to follow it.

24. Comments: During the employee interview, it was determined that a supervisor instructed them to clean up
the rig floor after the accident

25. Other Employer Information: Kuukpik Drilling



In regards to the dropped pipe incident on Dec. 7th 2018. 

As the DSM on tour, I am responsible for ensuring that the Wellplan drafted by the drilling engineers is 
followed and all objectives regarding Well drilling are met.  

I have been in the Well drilling industry for 21 years. Having started as a roustabout for Doyon Drilling in 
March 1998. Worked for Doyon as a rig hand, through the ranks from Roustabout to Motorman until 
2005. I then worked for MISwaco as a drilling fluids engineer (MudMan) for 15 months. I moved over to 
Sperry Drilling in October of 2007 and worked as a Directional Driller until July of 2018 before moving to 
a DSM position.  

I was in my office which is located in the satellite camp on the pad. The rig operations were pulling out 
of the hole, laying down the 5” drillpipe in preparation for running a 6-5/8” slotted liner. The Well was 
TD’d and the liner was going to be the first phase of Well completion.  I was double checking the tally of 
the upcoming liner string along with planning for the makeup of the safety joints which we would need 
in the event of a well control situation while making up the different completion strings.  

I heard the driller call the Toolpusher over the gia-tronics (rig intercom and communications system). 
There was a discernable urgency in the Drillers voice so I went over to the Toolpushers office, next door 
to mine, and asked what was going on. He said they dropped a joint of pipe. I rushed to the rig and 
entered the lower hallway outside the pump room where I encountered one of the roustabouts. I asked 
him what happened and he said something like “I don’t know” while shaking his head and walking past 
me. I went down the hallway into the pipeshed where I could see the dropped joint of pipe laying a little 
sideways across the skate system in the shed, though the carriage was still in the air at the rig floor. I 
walked down the skate looking at the pipe and for any immediate serious damage then went to the 
other side and proceeded up the stairs to the rig floor. At the top of the stairs, I seen a few rig hands 
huddled together, then noticed someone laying on the ground. At this point I realized that someone 
must have been struck by the dropped joint. I started to tell someone to call for the emergency 
response team to which they informed me that the call had already been made, and that they were on 
their way. I didn’t really know how bad the situation was until I heard someone say he wasn’t breathing. 
The gravity of the situation really hit me when they rolled  over and I could see the blood and 
what I believe was a soaked roll of paper towel they were pressing to his head. There were two guys, I 
think, kneeling down on the other side of . Someone then said he now didn’t have a pulse at 
which time I was checking for a pulse myself and confirmed the assessment. One of the guys on the 
otherside,  I believe, then started CPR while the AED machine was gotten. I turned to tell 
someone to go get , (the Day DSM), up but was meet with a look that didn’t give me confidence 
they would be able to achieve it fast enough. I told him instead to hold s neck stable and continue 
checking for a pulse while the CPR was administered. I then ran down to the satellite camp and woke 
Shane telling him we had a man down then ran back to the rig. I then helped in trying to organize guys 
into position to assist the coming emergency response team to the scene in the most efficient manner 
we could.  

 



INCIDENT INVESTIGATION REPORT

Incident Name: Milne Point Drilling Fatality from Head Strike

Date and Time of Incident: December 7, 2018

Location: Milne Point Field, Alaska, E Pad, Well 35

Date of Report: December 19, 2018

Classification: Injury - Fatal

Executive Summary:

On December 7, 2018, at 03:40 AM a Drilling Rig Floorhand passed away at the Milne Point Medical
Clinic as a result of injuries sustained from a blow to the head during an industrial accident. At
approximately 02:28 AM the deceased worker (Injured Person – IP) was struck on the left side of his
head by a joint of drill pipe that was 5” diameter X 31’ in length, weighing approximately 700 lbs.  A root
cause incident investigation was conducted. The investigation revealed that the hydraulic elevators
were opened, causing the joint of pipe to be released. The affected crew called for the facility
emergency response team while rendering first aid care, followed by CPR. Trained medical responders
were on the scene within three minutes and a qualified Nurse Practitioner (NP) stationed at Milne Point
arrived at the scene and rendered care within nine minutes of the incident.  After having transported
the IP to the Milne Point Clinic, resuscitation efforts continued for a total of 72 minutes.  The IP was
pronounced deceased at 03:40 AM by the NP who was in consultation with the Medical Director for
Beacon Occupational Health and Safety Services.  Required notifications to law enforcement authorities
and regulatory agencies were made beginning at 04:12 AM.  The accident scene was immediately
secured pending release of scene by law enforcement authorities.

Description of the Incident:

On the morning of December 7, 2018 an eleven person contract drilling crew was pulling pipe out of well
and placing it in the pipe shed utilizing an alternating current (AC) drilling rig.   The work crew in the
immediate area (Affected Crew) consisted of:

· A Driller operating the driller’s controls and a Motorman being mentored by the Driller in the
drill rig doghouse

· Three Drilling Rig Floorhands ( 1,2,3 ) who performed tasks on the drill rig floor
o Floorhand – 1 (Off Driller’s Side)(ODS)
o Floorhand – 2 (Driller’s Side)(DS)
o Floorhand – 3 (IP)(Center)

· A Derrickhand and a Roustabout working in the pipe shed



The work crew began their work shift at midnight on December 7, 2018. The crew completed their pre-
tour coordination and safety meeting at approximately 00:15 AM and began normal drill rig activities of
removing the drill string from well and placing single joints of drill pipe into the pipe shed.  Normal drill
rig activities continued for approximately two hours without any anomalies or incidents.

Immediately before the time of the incident the IP was standing on the DS of the rotary table towards
the drawworks. Floorhand 1 was on the ODS of the rotary table, further towards the drawworks than
the IP, but still on the rotary table.   Floorhand 2 was on the DS towards the V-Door, between the rotary
table and the pipe rack. The Motorman was in the Doghouse behind the Driller observing the Driller to
learn driller’s duties.  As the Driller continued to pull drill pipe out of the well, he was verbally describing
his actions to the Motorman. The Driller maintained console control, viewing the rig floor and
Floorhands through the doghouse window while operating the drilling console.  While the Driller
continued lowering the joint of drill pipe onto the catwalk (which is in the V-Door) and describing his
actions to the Motorman, the IP was walking around the rotary table while spray painting the box end of
the drill pipe (the stump) in order to identify it as bad.  While the IP was moving around the stump in the
rotary table, the Driller actuated the 2-stage opening mechanism, causing the elevators to open.  The
Driller tried to stop the opening of the elevators by engaging the “close” button on the driller’s joystick,
while also yelling over the intercom to alert the crew.  Floorhands 1 and 2 heard the yell and reacted to
the Driller’s warning.  The IP did not appear to respond to the warning, and was struck by the drill pipe
which fell approximately 28’.

Factors of Consideration:

The following conditions existed at the time of the incident:

· The contract drilling company had been operating the AC drilling rig since December 15, 2016,
when the rig started drilling operations on the North Slope.

· The crew had drilling rig experience ranging from one to forty years.
· Affected crew personnel had 18 hours off duty prior to the start of the shift on 12/7/18.
· Affected crew personnel were trained in their primary duties.

Contributing Factors to Incident:

Contributing factors and root causes titles from Comprehensive List of Causes

1. Distracted by Other Concerns 4-2:  Driller was mentoring Motorman while operating the drilling
rig. His attention was split between the routine task of operating the control console as part of
normal operations, and mentoring.

2. Routine Activity without Thought 4-8:  Driller was operating hydraulic elevators while also
mentoring the Motorman on the driller console. Driller’s attention was not fully on the task of
simultaneously operating the hydraulic elevators and top drive controls. Driller did not recall
functioning the 2-stage opening mechanism of the hydraulic elevators.

3. Improper position or posture for task 1-5: IP was performing a task under a secured overhead
load.



4. Engineering/Design Other 10-9(improve upon current design):  Hydraulic elevators were able
to be opened with no elevation restriction. Drill rig elevators are typically designed to allow the
Driller to open elevators at any height for contingent operational reasons. The opening function
of the elevators was designed with a 2-stage opening mechanism to prevent the Driller from
inadvertently opening the elevators.

Root Causes of Incident:

1. Extreme Concentration or perception demands 4-8: Driller was performing two tasks at the
same time (operating & mentoring).

2. Inadequate Implementation of Work Rules, Policies, Standards, Procedures due to
Contradictory Requirements 14-3:  Safe work practices were in place to limit worker exposure
to overhead loads.  However, while performing drill rig activities workers are exposed to secured
overhead loads while the top drive is in motion and drill pipe is being moved with elevators.  In
this instance, IP was performing a task on the drill rig floor (i.e., spray painting bad pipe) while
under a secured overhead load.

Corrective Actions of the Incident:

1. CA1: When training or mentoring on the drillers console, give verbal communications to the
crew about training or mentoring and operate drill rig at reduced speed. Toolpusher must
authorize mentoring or training activities, each time. – Toolpusher, Start implementation at re-
start

2. CA2: Reaffirm to drillers and rest of crew that when distractions are introduced to the
doghouse, Driller is empowered to stop all rig floor activities until the distraction is
removed/resolved – Toolpusher, Start implementation at re-start

3. CA3: Prior to re-start, Initiate and implement hazard hunt process prior to re-starting rig
operations – Toolpusher

4. CA4: Prior to re-start, conduct Pre-Start up & incident review safety meeting with rig crew –
Toolpusher

5. CA5: Prior to re-start, the Company Man and Toolpusher will reinforce with crew members the
long-standing message to restrict work under a suspended load.  The Company Man and
Toolpusher will develop a list of activities that will not be permitted while the top drive is in
motion (e.g., spray painting the box end of the drill pipe (the stump) when it is in the rotary
table and while the driller is manipulating drill pipe above the rotary table), maintain an updated
list, and add it to JSA’s as applicable.

6. CA6:  Prior to re-start, discuss with Ariss Controls and Technology establishing engineering
controls to ensure hydraulic elevators cannot be opened outside of the safe zone.  Options
include setting PLC operational limits for the hydraulic elevators.  Establish safe zones with
height restrictions where hydraulic elevators are able to open in conjunction with the current 2-
stage opening mechanism. An override function, operated by the driller, would enable hydraulic
elevators to open outside the programmed limits when required for non-routine operations.



This override would reset automatically. The new process will go through the Hazards Analysis
Process before implementation.   – Rig Foreman

7. CA7: Hilcorp Drilling and Kuukpik Drilling will visually inspect and conduct a function test of the
elevators prior to resuming operations, and will document the inspection and testing with video
and a report.



Investigation Team:

, Superintendent – Team Leader (Kuukpik Drilling LLC (KD))
, Safety Manager – Team Member (KD)
, Safety Representative – Team Member (KD)

 – Team Member (KD)
, Safety Representative – Team Member (Hilcorp Alaska LLC)

, Safety Representative – Team Member (Hilcorp Alaska LLC)
 – Team Member (Hilcorp Alaska LLC)

 – Team Member (Hilcorp Alaska LLC)
, Operations Manager – Team Member (Hilcorp Alaska LLC)

, Drilling Superintendent – Team Member (Hilcorp Alaska LLC)
, Drilling Manager – Team Member (Hilcorp Alaska LLC)

, Rig Foreman – Team Member (Hilcorp Alaska LLC)
, Drill Site Manager – Team Member (Aurora Drilling LLC)

, Drill Site Manager – Team Member (Aurora Drilling LLC)



INSPECTED BY:         DATE: 12-14-18 

DESIGNATION: DRILLING SUPERINTENDENT      SIGNATURE: 

APPROVED BY:         DATE: 

DESIGNATION: DRILLING MANAGER SIGNATURE: 
















