UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONVENTAL ENFORCEMENT
GULF OF MEXI CO REG ON For Public Release

ACCIDENT INVESTIGATION REPORT

1. OCCURRED [ |STRUCTURAL DAMAGE
DATE: 21-MAR-2023 TIME: 1645 HOURS  |X|CRANE
. | |OTHER LI FTI NG
2. OPERATOR: Shell O fshore Inc. DAMAGEDY! DI SABLED SAFETY SYS.
REPRESENTATI VE: |1 NCI DENT >$25K
TELEPHONE: : H2S/ 15M N. / 20PPM
CONTRACTOR: Hel merich & Payne REQUI RED MJUSTER

SHUTDOWN FROM GAS RELEASE
OTHER Material Handling

REPRESENTATI VE:
TELEPHONE:

I 1

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SI TE AT TI ME OF | NCI DENT:

] PRODUCTI ON
4. LEASE: [ [DRILLING
AREA; MC  LATITUDE  28. 15402604 H e N
BLOCK: 854 LONG TUDE: - 89. 10355357 | HELI COPTER
MOTOR VESSEL
5. PLATFORM | PI PELI NE SEGVENT NO
Rl G NAME: H&P 204 [X]OTHER  Crane Operation
6. ACTIVITY: ] EXPLORATI ON( PCE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ POD)
7. TYPE: _
| NJURI ES: | | EQUI PMENT FAI LURE
[[] HI STORI C I NJURY X &TMEQN,TRSENAGE
OPERATOR CONTRACTOR ™ sLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 | WVEATHER RELATED
LTA (1-3 days) | LEAK
X| LTA (>3 days) 0 1 | UPSET H20 TREATI NG
| RWJT (1-3 days) OVERBQARD DRI LLI NG FLUI D
RWJT (>3 days) | OTHER
| | FATALI TY
| ather Injury 10. WATER DEPTH: 3970 FT.
11. DI STANCE FROM SHORE: 62 M.
POLLUTI ON
FI RE 12. WND DI RECTION: W
EXPLOSI ON SPEED: 14 MP.H
LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON: SW
UNDERGROUND SPEED: 1 MP.H
SURFACE
I:l DEVERTER 14. SEA STATE: 3 FT.

[[] SURFACE EQUI PVENT FAI LURE OR PROCEDURES 15. Pl CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. 1 NVESTI GATI ON FI NDI NGS: For Public Release

I NCI DENT SUMVARY:

On March 21, 2023, at approximately 16:45 hours, Shell O fshore INC. (Shell) had an
injury on the Hel merich and Payne (H&P) 204 platformrig at M ssissippi Canyon 809
after a gas |ift orifice installation. Shell reported the incident to the Bureau of
Saf ety and Environnmental Enforcement (BSEE) New Orleans District the same day.

SEQUENCE COF KEY EVENTS:

On March 21, 2023, the H&P crane crew was perform ng crane operations to stage a
wireline riser, approximately 19 feet in length, into a transfer basket on the plus 50
level of the platform This was a blind [ift and radi o communi cati on was being used to
gui de the Crane Qperator. The H&P crane crew attached the crane hook to the shackle on
the top end of the red gate valve with a riser section attached below. Tag lines were
attached to the riser and were being held at the time by the crane crew

After renoving the riser and gate valve assenbly fromthe well, the Crane Operator
noved the gate val ve assenbly to a cargo basket with the intent of laying it down from
a vertical position to a horizontal position into the cargo basket. The area where the
riser was being |l anded into the cargo basket was not barricaded. The only barricade
used was on the top deck around the A-4 well where the riser was being lifted from

The H&P crane crew was renmoving a sling leg to make roomfor the riser and gate val ve
assenbly when a rigger positioned hinself between the basket they were working in and
anot her adj acent basket to pull the sling |l eg out of the way.

As the upper end of the lifted assenbly was | owered and while positioning the piping
with the crane, the lower end closest to the rigger shifted, causing himto be caught
bet ween the pipe and the basket. Riggers called all stop to the Crane Operator and

i Mmediately pulled the tag lines so the riser and gate valve assenbly would lift off
the rigger.

The injured rigger (Injured Person (IP)) was assisted by the crane crewto the

pl atform Medi c. The Shell Medic/H&P Medic called the Shell O fshore Installation
Manager imedi ately for a nedical evacuation and an Incident Conmand System response
was initiated to gather first responders to assist with the Medic. The I P received
nmedi ci ne onboard the rig/platformthen was flown in via a Search and Rescue helicopter
for further evaluation. He was admitted to University Medical Center in New Ol eans.
The 1P was di agnosed with a nondi spl aced L4 fracture, traumatic hernia, and pelvic
nmuscl e tear, all of which were expected to heal on their own.

BSEE | NVESTI GATI ON

On March 28, 2023, the BSEE Accident |nvestigator requested and received pictures of

the rel evant equi pment involved in the incident, a Job Safety Analysis (JSA) for the

job being performed, a diagramof the platformw th the location of the incident, the
job permt, the Crane Operator certification, and R gger certifications for the crew
nmenbers that were involved with this incident.

CONCLUSI ON:

BSEE revi ewed the docunentati on and concl udes that due to the Designated Signal Person
(DSP) and ot her menbers of the H&P rigging crew not identifying the hazard of a pinch
point and not calling an "All Stop" or using their Stop work Authority when soneone
was in a pinch point location resulted in an injury to one of the crew nenbers. The
result of this injury was a nondi splaced L4 fracture, traumatic hernia, and pelvic
nmuscl e tears.
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For Public Release

The H&P Conpass card that was used for this operation had several questions that when
asked, woul d have hel ped identify the hazards with this operation. The crew nenbers
did not follow the recommended Conpass card questions/advisories as follows: 1) \Wat
are the reconmended safe practices to elimnnate/safeguard the potential hazards, 2)
Everyone has the authority and responsibility to stop work they believe is unsafe and
3) What are the potential hazards?

The Lifebelt Rules to Live By card has a statenent that says “Keep Qut of The Path of
Movi ng Equi pnent” that was not foll owed.

The H&P JSA in the Recommended Safe Practice section states to “Have a pl anned escape
route and do not stand in a pinch and/or crush points,” and was not foll owed.

The Shell Work Permit (URSA-00-5195079) states hard barricades will be installed
around the well and hatch, so no barricade was needed in the area where the incident
occurred. The work pernmit also has a selected Life Saving Rul e which states “Keep
yoursel f and others out of the line of fire”

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

Wor k Envi r onnment

- Congested workspace: the basket was placed in a position against other baskets and
equi pment so that an individual couldn’t work around the basket without being in a
pi nch point.

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

Human Per f or mance Error
- Individual standing in a pinch point
- DSP did not identify individual was in a pinch point

20. LI ST THE ADDI TI ONAL | NFORVATI ON

21. PROPERTY DAMAGED: NATURE OF DAMAGE
No Danmage to the equi prment N A
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE New Orl eans District has no recommendations for the Ofice of Incident
I nvestigations at this tine.
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For Public Release
23. POSSI BLE OCS VI OLATI ONS RELATED TO ACC! DENT: NO

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

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:

26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORVMED:

Frank Musacchi a / NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR:
Davi d Trocquet

APPROVED
DATE: 19-JUL- 2023
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