UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF AVERI CA REQ ON

ACCIDENT INVESTIGATION REPORT

For Public Release

OCCURRED [ |STRUCTURAL DAMVAGE
DATE: 03-MAY-2025 TIME: 0830 HOURS  [X|CRANE

OTHER LI FTI NG
OPERATOR GOM Shel f LLC | DAMAGED/ DI SABLED SAFETY SYS.
REPRESENTATI VE: |1 NCI DENT >$25K
TEL EPHONE: —|H2S/ 15M N. / 20PPM
CONTRACTOR: | SLAND OPERATORS CO. | NC. _|REQUI RED MUSTER
REPRESENTATI VE: | SHUTDOWN FROM GAS RELEASE
TEL EPHONE: |_|OTHER

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

ON SI TE AT TIME OF | NCI DENT: X| PRODUCTI ON TEMP ABAND
DRI LLI NG PERM ABAND
AREA: VP LAT! TUDE: COVPLETI ON DECOM FACI LI TY
) HEL| COPTER SI TE CLEARANCE
OCK: LONG TUDE:
BL 153 MOTOR VESSEL
PLATFORM B PI PELI NE SEGVENT NO.
R G NAME: OTHER
ACTIVITY: [[] EXPLORATI O\( POE)
DEVEL OPMENT/ PRODUCTI ON ( DOCDY POD)
[] DECOW SSI ONI NG
9. CAUSE:
TYPE: i
| NOURI ES: R HOVAN ERROR
OPERATCR CONTRACTOR SLI P/ TRI P/ FALL
] REQUI RED EVACUATI ON | WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) X] OTHER Conmmuni cati on
FATALI TY
11. DI STANCE FROM SHORE: 10 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.
LWC [7] HI STORI C BLOAOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: FT.
[ | SURFACE EQUI PMENT FAI LURE OR PROCEDURES 15. PI CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

I NCI DENT SUMVARY:

On 03 May 2025, at 0830 hours, an incident occurred at Main Pass 153 B (MP 153 B)
platform MP 153 Bis a Fixed Leg Platformlocated in the Gulf of Anerica that is
owned and operated by GOM Shelf LLC (GOM Shelf). During the incident, Island platform
operators (operators) were in the process utilizing the platformcrane on the top deck
toinstall an Electric Subnersible Fire Water Punp (ESFWP) in a caisson that was bel ow
the top deck. As the crane was on the deck above the cai sson the ESFWP was bei ng
installed in, a blind lift was utilized. Wile perfornming this blind lift operation, a

flange attached to a Fi berbond pipe contacted an |- Beam This contact resulted in the
separation of the piping at the flange, resulting in the ESFWP along with 25 feet of
pipe still attached, falling 4 feet to the deck below The incident resulted in minor

damage to the deck grating, Fiberbond pipe, and to the ESFWP. There were no injuries
or pollution associated with the incident.

SEQUENCE OF EVENTS:

On 03 May 2025, at approxinmately 0830 hours, operators were in the process of

repl aci ng the ESFWP when the Fi berbond piping separated between the upper and nid-
section flanged connection point. Wen the piping separated, it caused the ESFWP to
fall to the grating below, near the caisson where the ESFWP was being installed. Wen
the ESFWP fell, it struck the steel grating and went through the grating approxi mately
1-2 feet. The ESFWP becane | odged in the grating. Once the area was clear of any other
saf ety concerns, the operators used the platformcrane to renove the ESFWP fromthe
grating. The operators i medi ately used wooden boards to cover the bent grating,
preventing an open hole hazard in the working area. The crew then called an all stop
of operations by utilizing Stop Wrk Authority (SWA). The operators and additiona
contractors on the platformrelocated to the platformgall ey where they conducted a
meeting with all individuals involved in the operation to discuss the incident that
had j ust occurred.

Due to the Fiberbond piping separating and the ESFWP falling to the deck, there were
m nor damages observed to the ESFWP, the 20-foot section of 3-inch Fiberbond piping,
and the section of grating that was bent fromcontact with the ESFWP. The pl atform had
to have repair materials shipped to location and received the repair materials on 04
May 2025. Once the Fiberbond pipe section was replaced, the ESFWP was repaired, and
the grating was repaired by installing a permanent steel covering, the crew was able
to install the ESFWP without any further incidents on 04 May 2025.

BSEE | NVESTI GATI ONS

On 06 May 2025, at 1049 hours, GOM Shelf submitted an incident report, notifying the
Bureau of Safety and Environnmental Enforcenent (BSEE) of an incident that occurred at
MP 153 B on 03 May 2025. The incident report provided a brief description of the

i nci dent that occurred, cost of damages due to the incident, photographs of the area
where the incident occurred, the Job Safety Analysis (JSA) for the work being
performed, w tness statenents, and other relevant information concerning the incident.
After receiving the incident report, a BSEE Accident Investigator (Al) began

col l ecting evidence and perfornm ng an office-based investigation of the incident.

On 08 May 2025, a BSEE (Al) began review ng the incident and requesting additiona

i nformati on about the incident. The BSEE Al requested additional photographs of the
surroundi ng area where the incident took place and further detailed information about
the incident.

On 03 May 2025, the operators at for MP 153 B were performng a lift to replace the
ESFWP. The new ESFWP was going to be installed in a caisson on the deck below Due to
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the caisson | ocation being below the top deck where the crane was | ocated, the II:?{tPUb"c Release

was considered a blind lift as the Crane Operator was unable to see the area in which
the | oad was being placed. The Crane Operator relied on a signalmn to relay hand
signals to the crane operator to direct himon any crane functions that needed to be
made. The Crane Qperator was also in radio communications with an operator on the deck
bel ow and was receiving verbal commands fromthat operator as well as the hand signals
fromthe Signal mran on the deck above

While the lift was being | owered through the opening in the top deck to the | ower deck
where the cai sson was | ocated, the Signalman stated that the Iift was centered in the
openi ng. The ESFWP was near the |ocation where personnel were required to handle the
|l oad on the | ower deck when it was determined that the Iift had to be raised for
repositioning, so that a protective sleeve could be installed on the electric notor.
Whil e repositioning the lift, the Signal nan on the top deck noticed that the | oad had
becone off-center. The Signal man noticed that the flange that was connecting the fiber
bond pi pi ng was about 1 foot away from an |-beam under the top deck. The Signal nan
then | ooked down to the working area near the caisson to see the progress of the
operators handling the sleeve and ESFWP. When the Signal man turned his attention back
to the pipe flange, he noticed the flange had becone hung up on the |I-beam The

Signal man then tried to push on the Iift to assist in centering the |oad, but he was
unable to nove it. Once he realized he couldn’'t reposition the load, he tried to
signal the Crane Operator to stop lifting the load. Before the lift was able to be
stopped, the Fi berbond pi pe sections separated at the flange. The Crane Operator
stated that he noticed the load jerk as the piping parted. The Signal man then yelled
to the personnel working on the |ower deck to alert them of the pipe separation and
potential falling objects.

Whil e reviewi ng the evidence for the incident, it was stated that there was one
operator on the deck bel ow that had radi o conmuni cations with the Crane Operator as
well as the Signalman on the top deck that was giving hand signals to the Crane
Qperator. The Operator that had the radio on the | ower deck was in radio

communi cations with the Crane Operator at the tine of the incident. This took the
Crane Operator’s attention off the Signal man providi ng hand signals on the top deck
during the Iift. Both the Operator with the radio on | ower deck, and the Signal nan on
the deck where the |ift was being perforned, were giving the Crane Operator
instructions at the time of the incident, causing confusion that contributed the

i nci dent .

The investigation also identified that personnel did not utilize tag lines or any

ot her neans of stabilizing the load as it was being |lowered into the caisson. I|nstead,
personnel used their hands to attenpt to control the load once it was in reach and
attenpted to guide the ESFWP in place. At the tinme of the piping separating, personnel
were using their hands to guide the ESFWP into place and were in very close proxinmty
to the falling equipnent.

I N CONCLUSI ON

The incident that occurred at MP 153 B on 03 May 2025 could have resulted in a far

wor se outconme. Due to the size and weight of the Iift and the proximity of the
personnel to the lift, serious injuries or fatalities could have occurred. Proper

pl anni ng ahead of the work being perfornmed could have prevented the incident from
occurring. Personnel did not utilize tag lines to assist in lowering the lift or
raising/stabilizing the Iift. This allowed the Iift to becone off-centered and caused
the pipe flange to contact the |-beamthat was |ocated under the top deck. Wth proper
pl anni ng, a nore thorough evaluation of the area could have been conducted. This

eval uation could have identified the |-beamas a hazard that was near the lift as the
| oad was being | owered and rai sed through the access hole in the top deck
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Consi deration for the use of tag |ines should have been addressed due to the si’igr:ﬁ%b"c Release

shape of the lift being made. Wth proper tag |ine placenent, personnel could have had
better control of the load throughout the lift. Proper tag |line use would have al so
prevented personnel fromhaving to be so close to the ESFWP as it was being | owered,
rai sed and repositioned. In the future, nore attention should be given to providing
nmet hods of keeping personnel away fromthe lift being nmade. Personnel should keep a
safe distance fromthe load until secured.

Personnel involved in the operation failed to identify a single source of

conmuni cation fromthe Signalman to the Crane Operator. For all blind lifts being
perforned, there should be one desi gnated source of comrunication to the Crane
Qperator. This single source of communication would prevent confusion or conflicting
instructions during the lifts. Wile there was a signalman on the top deck in view of
the Crane Qperator, there was a failure to provide an additional signalman on the

| ower deck to identify any possible hazards or obstructions on the bottom side of the
top deck where the |-beamwas | ocated. |Instead, an operator on the | ower deck radi oed
his directions to the Crane Operator, instead of to/through the designated signal nan.
Havi ng a signal man on the | ower deck could have prevented the incident, as the Crane
Qperator was receiving information fromtwo different sources during the lift.

GOM Shel f has stated that in the future, they will provide and di scuss a nore thorough
JSA to identify hazards while performing operations including blind lifts. GOM Shel f

al so stated that they will utilize extra personnel if needed and designate just one
singl e source of comrunication with the Crane Operator. Better conmmunication
techniques will be inplenented to provide nore efficient and safe operations in the
future. In addition, there will be two designated signal men during any blind lifts to
provide full coverage when identifying hazards. Only one of the two signalnmen will be
in direct contact with the crane operator to avoid confusion

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

Hurman performance error: Not aware of hazards- Hazards were not properly identified
before or during the blind lift and were not discussed with the personnel involved in
t he operations.

Commmuni cati on: No or inadequate job instructions provided- Operators were not
instructed to utilize tag lines failed to use tag lines or other neans necessary to
stabilize the lift that was bei ng nmade.

Communi cation: No or inadequate job instructions provided- Failure to designate one
singl e source of conmunication to the crane operator during the lift.

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

Supervi sion: No or inadequate pre-job safety and operation neeting- Supervision failed
to account for all safety processes that should have been put in place and di scussed
with personnel during pre-job nmeetings such as the use of tag lines and establishing
proper comuni cation methods during the operation.

Supervision: |Inattention to worker safety- As personnel were not instructed to use
taglines to guide the ESFWP into place, personnel had to reposition the | oad by hand,
putting thenselves into harmis way.
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20. LI ST THE ADDI TI ONAL | NFORMATI ON: For Public Release

21. PROPERTY DAMAGED: NATURE OF DANAGE:

Deck grating, 20-foot section of Fiber bon Bent, broken
pi pi ng, Teflon sl eeve on ESFW

ESTI MATED AMOUNT ( TOTAL) : $1, 792
22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE New Ol eans District recommends the Ofice of Incident Investigations should consider
issuing a Safety Alert regarding the incident.

23. POSSI BLE OCS VI OLATI ONS RELATED TO ACCI 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 FORMED:
NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR:

M chael J. Sauci er

APPROVED
DATE: 30- JUN- 2025
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