UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF MEXI CO REG ON

ACCIDENT INVESTIGATION REPORT
For Public Release

1. OCCURRED [ | STRUCTURAL DAMVAGE

DATE: 10-AUG 2023 TIME 1735 HOURS  [X/CRANE
_ OTHER LI FTI NG

2. OPERATOR Apache Corporation | DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: :| NCI DENT >$25K
TELEPHONE: H2S/ 15M N. / 20PPM
CONTRACTOR: Manson Construction Co. | |REQUI RED MUSTER
REPRESENTATI VE: | SHUTDOWN FROM GAS RELEASE
TEL EPHONE: | |OTHER

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

ON SI TE AT TIME OF | NCI DENT: PRODUCT! ON
| DRI LLI NG
4. LEASE:  Gl15050 || WORKOVER
AREA: WC LATI TUDE: || ﬁ@fég%
BLOCK: 33 LONGTUbE | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM 1 X] DECOVM SSI ONI NG
R G NAME: BARGE RI G TO BE DETERM NEC %PA PI PELINE []SI TE CLEARANGE
TA PLATFORM
6. ACTIVITY: ] EXPLORATI ON( PCE) [] OTHER
DEVEL OPMVENT/ PROCDUCTI ON
( DOCD/ POD) 9. CAUSE:
7. TYPE: i
| NJURI ES: X| EQUI PMENT FAI LURE
[[] HI STORI C I NJURY X EQTMEEN'EEQRSENAGE
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) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) | OTHER
| | FATALI TY
| ather Injury 10. WATER DEPTH: 30 FT.
11. DI STANCE FROM SHORE: 4 M.
POLLUTI ON
FI RE 12. WND DI RECTI ON:  SSW
EXPLOSI ON SPEED: 20 MP.H
LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
D DEVERTER 14. SEA STATE: 7 FT.

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

On August 10, 2023, at 6:08 pm Apache Corporation (Apache) reported a crane incident
that occurred at West Caneron 33 #1 (WC-33 #1) platform |ease GL5050, while
conducting crane operations fromthe Derrick Barge Wtan (DB) operated by Manson
Construction. An Ofshore Technical Services (OIS) enployee, hereafter referred to as
the injured person (I1P), was struck by wire rope slings connected to a water abrasive
cutter (abrasive cutter) in Well #1 on the platform WC 33#1.

On August 10, 2023, at 11:19 am the DB 500-ton crane |owered the abrasive cutter
operated by a crew from OTS, into the 48-inch caisson and set the cutter at 20 feet
bel ow the nud line. At 1:05 pm the 48-inch cai sson was connected to the DB 500-ton
crane to support and pull the caisson with platformattached. At 1:20 pm OIS started
cutting the 48-inch caisson with the abrasive cutter. At 4:55 pm OIS conpl eted
cutting the 48-inch caisson. The DB 500-ton crane then lifted the 48-inch cai sson
confirmng the OTS cut at 20 feet below the nmud |ine was successful

At 4.55 pm the deck crew maneuvered and rigged a snmaller DB 150-ton Link Belt crane
to the abrasive cutter to facilitate the renmoval of the cutter fromthe caisson. To
assist in this task, a DB crew nenber was positioned on the platform deck surrounding
the top of the caisson along with the IP. The DB Deck Forenan operated the Link Belt
crane while additional OTS personnel were positioned at the abrasive cutter unbilica
spool to feed or retract the unbilical as necessary during the Iift. At 5:15 pm the
crane began lifting the abrasive cutter, and after approximately 5 to 10 feet, the
abrasive cutter hung up in the caisson. The abrasive cutter was |owered until free and
lifted again. At approximtely the same point in the lift as before, the abrasive
cutter hung up sinultaneously to a wave surge with the | P standing next to the
caisson. A 2.5-ton wire rope sling in the abrasive cutter lifting arrangenent parted
and struck the IP on his head and neck area causing himto fall to his knees next to
the 48-inch open caisson. The IP was transferred to the DB in a personnel basket and
escorted to the quarters by the nedic where first aid was provided.

At 5:45 p.m, a medevac helicopter was called for the evacuation of the IP. At 6:08
pm the Bureau of Safety and Environnental Enforcement (BSEE), Lake Charles District

O fice, received a phone call reporting the evacuation of the IP. At 7:30 p.m, the
nmedevac operator called the DB saying they did not have a crew for the flight.
Subsequently, the DB called the Mdtor Vessel Hannah Ray for the evacuation of the IP
At 9:00 pm the Mtor Vessel Hannah Ray arrived and departed with the IP at 9:15 pm

At 10:49 pm the Mdtor Vessel Hannah Ray arrived at the Caneron dock and transferred
the 1P to an awaiting anbul ance. Apache reported the IP had received 16 stitches for a
forehead | aceration and had suffered a fracture on the C6 vertebrae.

On August 14, 2023, the BSEE Lake Charles District investigators (investigators)
conducted an onsite incident followup inspection. Investigators nmet with the Apache
representative on location and received a briefing of the incident. The forty-eight-
i nch caisson and platforminvolved with the incident were renoved and pl aced on a
transport barge prior to the arrival of the investigators by DB

Investigators collected all prepared w tness statenents; collected Job Safety and
Envi ronnmental Analysis (JSA) for the date of the incident; took pictures; and
conpl eted a physical inspection of the OIS abrasive cutter and wire rope sling
assenbl y.

There was no visual damage to the abrasive cutter. The renai nder of the physica
i nspection process focused on the failure of the slings and/or sling assenbly.

The wire rope sling assenbly consisted of the following itenms: 1) one three-foot |ong,
two-leg sling attached to a tool lift beam 2) a two foot long, single-leg vertica
sling, 3) a five foot long, single-leg vertical sling, 4) three individual 25 foot
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For Public Release
I ong, single-leg vertical slings, and 5) eight shackles.

The individual slings are assenbled with a sleeve crinp and thinble in the eye. The
vertical safe working Iimt is 2.5 tons for all five slings in the sling assenbly

bel ow the tool |ift beam However, the one three-foot long, two-leg sling attached to
the tool Iift beamhas a safe working linmt of 2.5 tons to 4.4 tons (i.e., depending
on the angle attached to a tool lift beanm). Each sling has an information tag with the

serial nunber, date of manufacturing, date of the test, owner of the sling, dianeter
of the wire rope, length of the sling, and naxi num operati ng wei ghts.

The shackles are 5/8 inch in size and have a safe working limt of 3.25 tons.

First item the one three-foot long, two-leg sling attached to a tool |ift beam had no
vi sual damage

Second item a two foot long, single-leg vertical sling was parted at the eye of the
sling and the thinble and sl eeve were nissing and not recovered.

Third item a five foot long, single-leg vertical sling eyes and thinbles were
el ongat ed.

Fourth item the three individual 25 foot long, single-leg vertical slings eyes and
t hi nbl es were el ongat ed.

Fifth item seven of the eight shackles had no visible danage. One shackl e was
el ongated but its location in the actual assenbly was not determ ned.

I nvestigators reviewed the witten statenments received from Apache representatives. In
one of the witness's statenents, the | P was w tnessed | ooki ng down the 48-inch cai sson
when the wire rope sling parted. The witness's statenent reads, “lI see [IP] |ooking
down in [the] caisson and see [DB crew nenber] standi ng beside himand about that tine
| hear a pop noise and [IP] hit his knees and go to ground.”

I nvestigators reviewed the JSAs from Manson Construction for crane operations to lift
the abrasive cutter. In the JSA the total weight to be Iifted was not nentioned nor
were the limtations of the slings described. Sea states were reported in the Manson
Construction’s daily report at 5to 7 feet at the tinme of the incident. The JSA |isted
adverse wind and sea conditions as a Potential Hazard, and the reconmendation to
elinmnate or reduce potential hazards was to “Call All Stop If Necessary”. The JSA did
not have witten threats of the dynam c | oading of waves during the Iift or the lift
hangi ng up in the 48-inch caisson. During the lift, the abrasive cutter hung up in the
cai sson. An all-stop was not called to address any new threats. The abrasive cutter
was lowered until free and then lifted again. At approximately the sane point in the
lift, the abrasive cutter hung up sinultaneously to a wave surge and the two-foot
single-leg sling parted at the eye.

I nvestigators reviewed the JSAs from OIS for crane operations lifting the abrasive
cutter. In the JSA the total weight of the Iift was not witten. In a witten request
to OIS, investigators received the total weight of the crane Iift. The total weight of
the crane Iift and rigging was 2,205 pounds including the abrasive cutter, slings,
cutter Iift beam and umbilical. The JSA required personnel to “stay well clear of
suspended | oads”.

I nvestigators reviewed the pictures subnmtted by Apache of the platformdirectly after
the incident and later in the day when the abrasive cutter was retrieved frominside
the 48-inch caisson. Investigators noted there were no handrails around the open 48-
i nch cai sson on the deck of the platformin the picture directly after the incident.
Investigators reviewed the pictures fromlater in the day when the abrasive cutter was
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: o : _ For Public Release
retrieved frominside the 48-inch caisson. Inspectors noted there were two workers on

the platformhelping retrieve the stuck abrasive cutter without handrails around the
48-inch cai sson. The 48-inch caisson opening is approxi mately one foot above the
wal ki ng deck of the platformas seen in submtted pictures. A safety neeting docunent
dat ed August 10, 2023, from Manson Construction with both OIS and Manson personne
attending lists the foll owing hazard: “open holes”. The recommendation to elim nate or
reduce potential hazards was to “flag barricade off open holes”. Inspectors could see
in the pictures the 48-inch caisson/platformwas connected to the DB 500-ton crane for
support. Investigators also noted the personnel were not wearing safety harnesses as
required in the safety neeting.

BSEE i nvesti gators have deterni ned Apache did not address the possible hazards with
adverse sea conditions with sea states at 5 to 7 feet. The naximum|lift for retrieving
the abrasive cutter was 2.5 tons, which was the safe working limt of the wire rope
slings. The abrasive cutter hung up sinultaneously to a wave surge introducing an
undet erm ned anount of dynamic |oading parting the two-foot single-leg sling. Apache
did not address personnel standing near the suspended |oad at the tinme of the
incident. The parted wire rope sling struck the IP on his head and neck causing a

| aceration to his forehead and a fracture of the C6 vertebrae.

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

Managenment Systens:

The JSA did not address the possible hazards with adverse sea conditions with sea
states at 5 to 7 feet (dynamic |oading). The abrasive cutter hung up simultaneously to
a wave surge introduci ng an undeterm ned anount of dynamic |oading parting the two-
foot single-leg sling.

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

Managenent Systens:
The JSA did not have the maxinmumlift weight for retrieving the abrasive cutter 2.5
tons, which was the safe working limt of the wire rope slings.

Super vi si on:
An all-stop was not called to address any new threats after the abrasive cutter hung
up in the 48-inch caisson the first tine.

The JSA required personnel to “stay well clear of suspended | oads”, personnel were
all owed to stand near the suspended | oad.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

N A

21. PROPERTY DAMAGED: NATURE OF DANMAGE:
N A N A
ESTI MATED AMOUNT ( TOTAL): $

22. RECOVVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:
N A

23. PGCSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE
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G 110 30 CFR 250. 107 For Public Release

During crane lifting operations, an all-stop was not called to address any new threats
after the abrasive cutter hung up in the 48-inch cai sson. Apache did not address personnel
standi ng near the suspended |oad at the tinme of the incident. The parted wire rope sling
struck the IP on his head and neck causing a | aceration to his forehead and a fracture of

the C6 vertebrae.

Z-114 33 CFR 142.87
Handrails were not installed around the open 48-inch caisson during cutting operations on

the pl atform deck.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
14- AUG 2023

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

Mtchell Kl unmpp / Preston Wite / Joey NO

Adams / OCS REPORT:
27. OPERATOR REPORT ON FI LE:
30. DI STRICT SUPERVI SOR

Beau Boudr eaux

APPROVED
DATE: 31- OCT- 2023
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