UNI TED STATES DEPARTMENT OF THE | NTERI OR

BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT

GULF OF AMERI CA REG ON
ACCIDENT INVESTIGATION REPORT

For Public Release

OCCURRED | | STRUCTURAL DAMAGE
DATE: 25-APR-2025 TIME: 1330 HOURS | |CRANE
OTHER LIFTING
OPERATOR: GOM Shelf LLC DAMAGED/DISABLED SAFETY SYS.
REPRESENTATIVE : (| INcIDENT »$25K
TELEPHONE : H2S/15MIN. /20PPM
CONTRACTOR: Loui si ana Safety Systens, Inc. | |REQUIRED MUSTER
REPRESENTATIVE : |_|SHUTDOWN FROM GAS RELEASE
TELEPHONE : | |OTHER
OPERATOR/CONTRACTOR REPRESENTATIVE/SUPERVISOR 8. OPERATION:
ON SITE AT TIME OF INCIDENT: X| PRODUCTION TEMP ABAND
DRILLING PERM ABAND
LEASE: 00133 WORKOVER DECOM PIPELINE
AREA : e LATITUDE : 28. 9456 COMPLETION DECOM FACILITY
BLOCK : 47 LONGITUDE : -90. 031173 HELICOPTER SITE CLEARANCE
MOTOR VESSEL
PLATFORM: AP PIPELINE SEGMENT NO.
RIG NAME: X| OTHER Comruni cati on
ACTIVITY: [] EXPLORATION (POE)
DEVELOPMENT/PRODUCTION (DOCD/POD)
DECOMMISSIONING
9. CAUSE:
TYPE: _
INJURIES : | | EQUIPMENT FAILURE
HISTORIC INJURY X HUMAN ERROR
[] EXTERNAL DAMAGE
[X] REQUIRED EVACUATION 0 1 | WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | | UPSET H20 TREATING
[ | rw/JT (1-3 days) | | OVERBOARD DRILLING FLUID
RW/JT (>3 days) | | OTHER
FATALITY
Medi cal Treat nent 11. DISTANCE FROM SHORE: 14 wMI.
POLLUTION
FIRE 12. WIND DIRECTION:
EXPLOSION SPEED: M.P.H.
LwC HISTORIC BLOWOUT 13. CURRENT DIRECTION:
UNDERGROUND SPEED: M.P.H.
SURFACE
D DEVERTER 14. SEA STATE: FT.
[] SURFACE EQUIPMENT FAILURE OR PROCEDURES 15. PICTURES TAKEN:
coLLISION [ |HIsTorIC []>$25k  [] <=$25k 16. STATEMENT TAKEN:
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17. INVESTIGATION FINDINGS: For Public Release

I NCI DENT SUMVARY:

On 25 April 2025, at approximately 1330 hours, an incident occurred at Grand Isle (4d)
47 AP platform d 47 AP platformis a fixed leg platformlocated in the Gulf of
Anerica that is owned and operated by GOM Shelf LLC (GOM Shel f). During the incident,

a Louisiana Safety Systens, Inc. (LSS) Valve Technician (I P) was in the process of
replacing the trimand seal in a control valve |ocated on a 6-inch gas line. Wile

di sassenbling the control valve in need of repair, a sudden gas rel ease occurred. Due
to the gas release, the bonnet flange with piston/stem attached, weighing approxi mately
50 pounds, struck the Injured Person (IP) in the left side of his abdomen and chest
area. The I P was al so knocked backwards and fell to the decking of the work platform he
was wor ki ng on. The | P believes that he nay have | ost consci ousness due to the fall

The IP was able to clinb down fromthe working platformw thout assistance and was then
eval uated by a paranedic who was flown in froma nearby platform After being eval uated
by the field paranedic, the IP was flown by helicopter to shore where he was then
transported by an anbul ance to Medical Center for further evaluation

SEQUENCE COF EVENTS:

On 25 April 2025, shortly before the incident occurred, the | P stated that he verified
the 6-inch gas line was free of pressure. The IP verified that the 6-inch gas line's
anal og gauge indicated that there was zero pressure in the line. The IP then stated
that the val ve downstream of the control valve being worked on was cl osed and | ocked
out. The upstream side of the control valve being worked on was an open-ended pi pi ng
which the IP took as further indication that the gas |line was free of pressure.

Once the IP verified that the 6-inch gas line did not have any pressure on it, he began
di sassenbling the control valve. The IP stated that he renoved the actuator off the
control valve and then broke the val ve bonnet bolts | oose. The IP then started to wedge
t he bonnet off the valve body. While doing so, the I P witnessed no gas, fluid or
pressure of any kind coming out. The val ve bonnet then blew off and struck the IP in

t he chest, knocki ng hi mback and causing himto | ose consci ousness.

After being struck by the valve bonnet, getting knocked backwards, and possibly |osing
consci ousness, the IP was able to clinb down fromthe working platformhe was on

wi t hout assistance. The IP then reported this incident and his injuries to the
platformis Person in Charge (PIC). A field paranedic then flew fromd@ 43 platformto
G 47 AP platformto evaluate and treat the IP. Upon arrival at G 47 AP, the field
paranedi c found the I P awake, alert, and stable, conplaining of an aching pain on the
| eft-side of his abdomen and chest area. Due to the IP falling and possibly |osing
consci ousness, the paranmedic stated that the IP would have to be sent to an onshore
medi cal facility to have further evaluations perforned. The paranedic al so stated that
there was no scenario in which he would be able to evaluate the IP and clear himto
stay of fshore under the circunstances.

Once it was deternmined that the IP would need further evaluations perforned, trave
arrangenents were made for the IP to travel to an onshore nedical facility to be

eval uated. The IP's Health, Safety and Environnment (HSE) representative was notified of
the incident and arranged for an anbul ance to nmeet the IP at the heliport in Galliano,
Loui siana. The IP was flown fromd 47 AP to the heliport where he was then transported
by an anbul ance to Medical Center. After arriving at Medical Center, the IP had a Drug
and Al cohol screening perfornmed. The I P then had X-Rays and CT scans performed, the
attendi ng physician verified both tests were negative. There were no fractures or any
signs of a concussion. The IP received one single staple to
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ic Release
cl ose a laceration behind his ear, which he sustained during the incident. The’ﬁardggbhc

al so given a prescription for pain nedication by the ER Physician. The IP was then
released to full duty without restrictions and informed himto follow up with his
conmpany doctor or personal care provider in a week or so

The I P was then re-evaluated on 28 April 2025 at Urgent Care. At the tine of the

eval uati on at Urgent Care, the IP was still conplaining of pain in the abdonen. The IP
descri bed the pain as sharp, stabbing, and shooting pains. The |IP also stated that it
hurts breathing and every tine he breathes, he can feel sone bones noving. The |IP then
had X- Rays perforned by Urgent Care that revealed the IP had an anterior rib fracture
of the 8th left rib. The I P was prescribed pain nedication and gi ven a pai n nanagenent
plan fromthe Urgent Care physician. The IP was then rel eased on 28 April 2025 for ful
duty without restrictions.

BSEE | NVESTI GATI ONS

On 08 May 2025, GOM Shelf submitted an incident report to the Bureau of Safety and
Envi ronmental Enforcenent (BSEE) concerning an incident that occurred on 25 April 2025
at @ 47 AP. The report that was submtted by GOM Shel f consisted of a brief
description of the incident, witness statenents, nedical treatnent of the IP, work job
safety analysis (JSA), work pernits, photographs of the worksite, and other rel evant
docunent ati on concerning the incident. The incident was assigned to a BSEE Acci dent

I nvestigator (Al). The Al began conmunicating with GOM Shelf and col |l ecting additiona
i nformati on concerning the incident. The Al requested additional photographs of the
work area where the incident occurred and gathered additional infornmation relevant to
the incident.

The BSEE Al found, on 25 April 2025, an LSS Valve Technician, the IP, conpleted a JSA
for repairing a control valve on a 6-inch gas line |located on G 47 AP platform In
the JSA, the IP identified nultiple hazards such as stored energy, pressure, pinch
points, spills/leaks and tool s/equi pnent that could potentially be present during the
wor k being perforned. Along with identifying possible hazards associated with the
repair of the control valve, he also listed the sequence of job steps to be perforned,
and the potential safety or environmental hazards as well as controls for those

hazar ds.

After the IP conpleted the JSA, the IP traveled to the work | ocation and began the
sequence of steps to repair the control valve. According to GOM Shelf’'s interna

i nvestigation, the PIC of the platformnever signed off on the JSA for the IP to begin
work. As per GOM Shel f's investigation and the witness statenent provided by the IP
it was stated that the IP personally verified that there was no pressure on the 6-inch
gas line that the control valve being worked on was installed on

Prior to the incident, the G 47 AP facility along with other platforns in the d 47
field were tenporarily shut in for a turnaround (TAR) for naintenance/repairs. The
investigation also indicated that the A 47 AP facility had bled off pressure to
certain areas of its production process train to accomopdate repairs and nai nt enance
bei ng perforned specifically on the G 47 AP facility.

On the day of the incident, the IP stated that he was told by the PIC that the 6-inch
gas line had been bled down the norning of 25 April 2025. According to the PIC, the IP
did not have his (the PIC s) authorization to begin the work on the control valve

| ocated on the 6-inch gas line. GOM Shel f al so stated that per the investigation, the
IP did not obtain the PIC s signature on the LSS JSA, the GOM Shelf Energy |solation
Pernmit to ensure the Iine was free of pressure, or the Wrking at Heights Permit that

i s required when working above 6 feet of the main deck surface. The IP also failed to
utilize the required fall-protection of a full body harness along with a retractable
lifeline. The IP had I ess than two years experience in the field with an experienced
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ment or, although he had perforned this type of valve servicing alone in the pas’f?rlium'c Release

stated he was unaware of the GOM Shelf procedural processes to performthis type of
task: i.e. (gas line condition nust be verified by an operator, Energy Isolation Form
Wirking at Heights Form etc.) other than the JSA

Wil e the BSEE Al revi ewed docunentation, the Al noticed that the PIC had signed the
LSS JSA for approval to begin work. GOM Shelf stated that upon conversation with the
PI C post incident, the PIC adnitted to signing the LSS Val ve Technician's JSA after
the incident occurred rather than before the job began. Wile there was an Energy
Isolation Permit that was issued on 25 April 2025, GOM Shelf stated that the pernit
was issued for different valves that were being replaced, not the valve the IP was
wor ki ng on.

Because the I P did not receive permission to work at heights during the work being
perforned, the I P used an unapproved scaffolding platformthat was identified with a
white tag by the Conpetent Scaffold Builder. The white tag indicated that the

scaffol ding was not safe to use as it was nmissing a |ladder for entry and ki ck pl ates.
Also, the IP did not utilize the required fall protection while working 6 feet or

hi gher fromthe main deck. The use of the scaffolding should have been addressed prior
tothe IPutilizing it to performthe maintenance on the control valve. Had the IP and
PI C addressed the scaffolding issues, it would have prevented the IP fromentering an
unsafe condition that could have resulted in far worse injuries.

Once the I P clinbed on the unapproved scaffol di ng, he began verifying that the 6-inch
gas line was free of pressure. The IP stated that he verified the anal og pressure gauge
on the Iine indicated that there was zero pressure on the line. The | P then opened two
needl e val ves, one on each side of the control valve, to allow any pressure that was in
bet ween the valves to be relieved. The IP stated that there were no signs of fluid or
pressure coning out of the needl e val ves when opened. He al so stated that the
downstream i sol ati on val ve was bl ocked off and | ocked out as well as the upstream

i solation val ve having an open-end which indicated that it was vented to atnosphere and
had no pressure on the 6-inch |ine.

Once the IP verified that there was no pressure on the 6-inch gas line, the |P stated
that he renoved the val ve actuator and broke the bonnet bolts and nuts |oose. The IP
then started to wedge the bonnet off the body by using a hamrer and chisel. Wile
perform ng the wedgi ng technique, the | P experienced a sudden rel ease of pressure from
the val ve whi ch caused the val ve bonnet to blow off, hitting the P in the chest and
knocki ng hi m backwards and | anding on the scaffol di ng worki ng deck. The I P stated that
he believes he | ost consciousness, because of the inpact and falling to the deck.

After the incident, the GOM Shel f investigation stated that the bonnet flange

pi ston/ stem assenbly was | ocated on the main deck approxi nately 10 feet behind the
scaffol ding structure. The val ve assenbly was lying at a 45-degree angle fromits
origin on the 6-inch gas line. The findi ngs suggest that when the val ve assenbly was
forced upwards, the flange struck the overhead structure in the area and deflected it
toits final resting position on the deck

The only witness to the incident was a Crosby Energy Services (Crosby) production
operator nearby, who had just given the IP an inpact wench to assist in renoving the
val ve. The witness stated that he observed the IP renove bolts and start hammering on
the valve top with a chisel, before wal king away. Just after wal ki ng away, he heard a
| oud noi se and then saw the val ve assenbly fall on the deck and noticed the IP laying
on the scaffolding deck and was found to be not very responsive. The witness then
called for help on the radio and got the IP rags and several bottles of eye wash
solution due to the IPs face being very dirty. The witness stated that after severa
m nutes, the I P was aware and not conpl ai ni ng about any obvious injuries and wanted to
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For Public Release
finish the job of repairing the control valve. The IP then walked to G 47 AQ pl atform
wi t hout assistance where he waited with the PIC for the medic to arrive and be
eval uated. The witness noted that he was not involved in the valve repair work or
i ncluded on the LSS Val ve technician’ s JSA

Furt her evidence fromthe investigation indicates that the Supervisory Control and
Data Acquisition (SCADA) data taken fromthe Daniel’s Meter on the 6-inch gas line
upstream of the control valve indicated that there was 143 psi on the 6-inch gas |line
at the tine of the gas release which was at 1311 hours and 29 seconds. The pressure
then took 20 seconds to drop to and settle at approximately 15 psi. GOM Shel f stated
that the SCADA could be slightly out of calibration, as it was still reading 15 ps
after all the pressure was relieved. GOM Shelf notes that the pressure in the |ine may
have been 128 psi at the tine of the incident, due to the possibility of the SCADA
bei ng out of calibration

The IP failed to foll ow manufacturer recommendati ons while working on the contro

val ve. According to the GOM Shelf’'s internal investigation, it was stated that the IP
failed to keep 4 nuts on the studs of the bonnet flange, which would prevent the
possibility of the bonnet flange being forced upwards due to an unforeseen pressure
rel ease. The manufacturer recomends that during naintenance, the hex nuts or cap
screws attaching the bonnet to the val ve body should have been | oosened approxi mately
3 mmor 1/8 inch. Next, the body-to-bonnet gasketed joint should be | oosened by either
rocki ng the bonnet or prying between the bonnet and val ve, working the prying too
around the bonnet until the bonnet |oosens. Once it is confirmed that no fluid | eaks
fromthe joint, the nuts or cap screws can then be conpletely renoved and careful ly
lift the bonnet off the valve.

GOM s investigation stated that during a post-incident interviewwth the IP, the IP
recal l ed that when he began perform ng the mai ntenance on the control val ve, another
crew was sinmultaneously nippling up a previously renoved val ve and adj acent pi pi ng.
GOM Shel f's investigation stated that it is a possibility there could have been
pressure trapped in the line due to previous work having been performed on the gas
line. During BSEE review of the incident documentation, the historical SCADA

i nformati on provi ded by GOM Shel f, indicates that the gas |line had 730.56 PSI on 22
April 2025 and 160.66 PSI on 23 April 2025. This information indicates that after the
line was bled down, it still had approxinmately 160 PSI renaining in the gas Iine on 25
April 2025, when the incident occurred. By the IP failing to have the PIC verify
energy isolation before commenci ng work, the trapped pressure in the 6-inch |ine went
unidentified while the IP was perform ng nmaintenance on the control val ve.

I N CONCLUSI ON

On 25 April 2025, there were nunerous breakdowns in conmunication that occurred while
mai nt enance was being performed on the @ 47 AP platform The IP failed to ensure that
the area in which he was working was verified to be a safe working area before
starting his work on the control valve. In addition, the PIC and IP failed to properly
communi cate the work and hazards associated with the work that was to be perfornmed on
the control valve. Due to the lack of conmunication prior to the work being perforned,
there was potential for the incident resulting in a far worse outcone.

The I P's LSS Val ve Technician JSA shoul d have been revi ewed by both the PIC of the
platformand the | P before the job began. As the hazards were not discussed prior to
conmenci ng work, the IP utilized unapproved scaffolding to performhis task w thout
the personal fall protection that is required when working at hei ghts above 6 feet.
Thi s breakdown in comunication allowed for the IP to conmence work on a gas |ine that
had not been deened safe by the PIC or verified as having zero pressure on the line
prior to conmencing work. The I P al so should have been nore aware of the hazards
associ ated with the mai ntenance of the control valve and should have foll owed
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: : For Public Release
manuf act urer recomendati ons when working on the valve. Due to these steps not being

foll owed, when the I P began prying on the val ve assenbly, he was struck in the chest
by the control val ve bonnet/fl ange assenbly and fell backwards on an el evated worki ng
deck that was over 6 feet above the main deck without any fall protection

In addition, the PIC of the G 47 AP facility should have al so been nore aware of the
operations taking place on the platform As the IP started working on the val ve

wi t hout the JSA having been signed by the PIC, this caused an unsafe operation that
could have resulted in far worse consequences. For similar projects in the future,
additional attention should be given to adhering to the operator and contractor
policies and procedures. Specifically, the Energy Isolation Permt that was initiated
on 25 April 2025 should not have renai ned open for nore than one day as noted on the
pernmit. By allowing the permt to remain open until 29 April 2025 (4 days), potential
changes in the isolation process that the PIC and others on the platformwere not
aware of could have occurred. Those changes in isolation could have caused additiona
incidents if they were not identified.

To prevent simlar incidents fromoccurring in the future. GOM Shelf has stated that
the following corrective actions will be taken

e Managenent is nmeeting with G 47 AP | eadership to review the learnings of this
i nci dent and bring awareness to themof the contributing factors identified that
al | oned the event to happen.

e Site | eadership nust ensure, through clear communication to service providers, that
task(s) involving pressurized systens nust be authorized by the PIC, with appropriate
docunentation (JSA, Permt, Isolations, etc.) prior to work beginning.

e Site |l eadership nust ensure that third (3rd) party service personnel who are asked
to work on pressurized systens or val ves are acconpani ed by a nenber of operations
group to wal k the task down, verify the ability and execution of doubl e-bl ock and

bl eed and verification of the line bled down.

o Scaffolding contractors will be requested, in addition to posting the required

i nspection tag on the scaffolding, to include red caution tape around erected

scaffol ding as an additional visual indicator that the structure is not ready for use
until approved by a conpetent scaffold buil der

e Task JSA devel opnment will include, through collective discussion and/or review by

i ntended task | eadership and workers, all possible hazards associated with the task
and proper mitigation that will elimnate or significantly reduce the risk to an
acceptable level, i.e. (lighting, working at heights, fall protection, eye protection,
etc.)

e Task JSAs should include the nmitigation of enploying the usage “four (4) nuts
mai nt ai ned on bolts” to prevent a flange and/or conponents from bei ng di sl odged by
unf oreseen pressure rel eases.

« Managenent wll develop, distribute, and verify field-I|eadership review of a Safety
Al ert describing the case findings of this incident, the |earnings, and the action
necessary to prevent/avoid a future incident of this type.
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18. LIST THE PROBABLE CAUSE(S) OF ACCIDENT: For Public Release

HUVAN ERROR: NOT AWARE COF HAZARDS - The | P was unaware of the hazards associated with
the work he was performng. The IP did not adhere to manufacturer recomendati ons
whil e working on the control valve and the PIC and IP did not ensure the gas |ine was
free of pressure before starting work.

COVMUNI CATI ON: | NADEQUATE COMMUNI CATI ON BETWEEN THE OPERATOR AND CONTRACTOR PERSONNEL
- The PIC and contractor (I1P) did not comrunicate prior to the IP starting his work on
the 6-inch gas line. Had conmuni cati on been better, the I P would not have been able to
start work without the PIC s approval.

HUMAN ERROR: | NEXPERI ENCE DO NG TASK RELATED TO THE | NCI DENT - The | P was
i nexperienced with the GOM Shel f processes and policies pertaining to the work being
perforned. The IP had less than two years’ experience with an experienced nentor.

19. LIST THE CONTRIBUTING CAUSE(S) OF ACCIDENT:

SUPERVI SI ON: NO OR | NADEQUATE WORK PERM TS PREPARED/ APPROVED - The PIC was not aware
of the scope of work being perforned and did not approve of the appropriate work
permits for the IP prior to the I P beginning his work. The I P was not aware of the
specific pernmits required by GOM Shel f which shoul d have been explained to himby the
PIC during platformorientation. The LSS JSA was not approved by the PIC prior to
starting work.

20. LIST THE ADDITIONAL INFORMATION:

21. PROPERTY DAMAGED: NATURE OF DAMAGE:

N A N A
ESTIMATED AMOUNT (TOTAL) :

22 . RECOMMENDATIONS TO PREVENT RECURRANCE NARRATIVE:

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

23. POSSIBLE OCS VIOLATIONS RELATED TO ACCIDENT: YES

24 . SPECIFY VIOLATIONS DIRECTLY OR INDIRECTLY CONTRIBUTING. NARRATIVE:

G 110: Authority: 30 CFR 250.107 DOES THE LESSEE PERFORM ALL OPERATI ONS I N A SAFE AND
WORKMANLI KE MANNER AND PROVI DE FOR THE PRESERVATI ON AND CONSERVATI ON OF PROPERTY AND THE
ENVI RONVENT?

The LSS Val ve Technician (Injured Person) and Person-in-charge (PIC) of the platformdid
not follow the appropriate policy procedures |eading up to and post incident.
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-The Injured Person failed to acquire permssion fromthe PIC to begin work on contro

valve, failed to acquire a Wrking from Heights Permt and failed to have the PIC issue an
Energy Isolation Permt for the work being perforned.

-The PIC failed to issue the Injured Person the Wirking from Heights Permt, the Energy
I solation Permt and naking sure the Injured Person did not start work without the PIC s
approval and signature on the LSS Valve Technician's JSA. The PIC al so signed the LSS
Val ve Technician’s JSA after the incident had occurred.

25. DATE OF ONSITE INVESTIGATION: 28. ACCIDENT CLASSIFICATION:

26. Investigation Team Members/Panel Members: 29. ACCIDENT INVESTIGATION PANEL FORMED:
NO

27. OPERATOR REPORT ON FILE: OCS REPORT:

30. DISTRICT SUPERVISOR:

M chael Sauci er

APPROVED
DATE: 28- AUG 2025
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