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

ACCIDENT INVESTIGATION REPORT

1. OCCURRED
DATE: 14- OCT-2025

2. OPERATOR Shel |
REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: Stena Drilling
REPRESENTATI VE:

TELEPHONE:

O fshore I nc.

TI ME: 0510

HOURS

IX<]

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG aerial 1ift
DANMAGEDY DI SABLED SAFETY SYS.

For Public Release

| NCl DENT >$25K Danaged workman Basket

H2S/ 15M N. / 20PPM

[ |REQUI RED MUSTER

SHUTDOMN FROM GAS RELEASE

| OTHER

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

ON SI TE AT TIME OF | NCI DENT: | PRODUCTI ON TEMP ABAND
X| DRI LLI NG PERM ABAND
4. LEASE.  G30876 | | WORKOVER DECOM PI PELI NE
AREA: & LATI TUDE: | | covPLETI ON DECOM FACI LI TY
. HELI COPTER SI TE CLEARANCE
ocK: LONG TUDE: -
BLOCK: 959 | MOTOR VESSEL
] PI PELI NE SEGVENT NO.
5. PLATFORM | OTHER
RI G NAMVE: STENA EVOLUTI ON —
6. ACTIVITY: [| EXPLORATI ON( POE)
DEVEL OPMVENT/ PRODUCTI ON( DOCD/ PQD)
DECOVM SSI ONI NG
9. CAUSE:
7. TYPE i
| NJURI ES: [ | EQUI PMENT FAI LURE
X| HUMAN ERROR
[] HI STORIC I NJURY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER 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
Qther Injury 10. WATER DEPTH: 4273 FT.
11. DI STANCE FROM SHORE: 165 M.
POLLUTI ON
FI RE 12. W ND DI RECTI O\:
EXPLOSI ON SPEED: M P. H.
LWC [] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H,
SURFACE
[] 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 Sunmmary:

On 14 Cctober 2025, an Assistant Driller (AD) enployed by Stena Drilling (Stena)
sustained injuries while utilizing an aerial 1ift man-ri di ng work basket during
drilling operations for Shell O fshore, Inc. (Shell) on the Stena Evolution drillship

| ocated at Garden Banks Bl ock 959. The aerial 1lift unit is a hydraulic tel escopic crane
mounted in the noonpool area on the drillship that can be utilized as a crane or nman-
riding work basket.

Sequence of Events:

On 14 Cctober 2025, Stena was in the process of installing a subsea punp nodul e (SPM
urmbi li cal Iine counterbal ance sheave to create the stormloop when a Stena AD, the
Injured Party (IP), was ejected froman aerial 1ift nman-ridi ng work basket and fell 16
feet to the deck below At the tine of the incident, the IP was attenpting to instal

t he counterbal ance sheave onto the SPM unbilical in the noonpool area. Slack between
two sheaves was required to create the needed spacing for the counterweight
installation. To acconplish this, the crew used an aerial 1lift nan-ridi ng work basket
to pull down on the unbilical cable with a rope to create the necessary slack for
installing the counterbal ance. A 0.75-inch polypropyl ene rope was cradl ed over the
unmbilical by the IP while positioned inside the aerial 1ift man-basket. The rope was
then tied to each side of the basket, forming a triangular configuration with the
unmbi | i cal cabl e positioned overhead. The unbilical was pulled down to create slack

bet ween t he overhead sheaves so the counterbal ance sheave could be installed. As the
aerial 1lift man-riding work basket was being | owered by the Operator, who was
positioned at the wal karound master hydraulic controls, slack on the SPM unbilica
spool was sinultaneously paying out. The rope eventually parted when the unbilical ran
out of slack and tension exceeded the rope’'s 9,810-pound breaking strength. As a
result, the stored energy fromthe rel eased tension was transferred to the aerial 1lift
man-ridi ng work basket, causing it to jolt dowward violently. The |IP who was
positioned inside the aerial 1ift man-ridi ng work basket was thrown out and fel
approximately 16 feet, landing on the xmas tree cart deck below. At the tine of the
incident, the IP was wearing a life vest and a safety harness; however, the IP s
harness was not properly secured adequately. The IP sustained a |laceration to the head
requi ring nunerous sutures and staples, bruising to the left |eg and shoul der, and
tenporary | oss of consciousness. First responders provided nmedical treatnment, and a
medevac flight was nobilized. The IP was transported and treated at University Medical
Center New Ol eans, Louisiana hospital

BSEE | nvesti gati on:

On 17 Cctober 2025 and 27 October 2025, the Bureau of Safety and Environnenta

Enf orcement (BSEE) Lafayette District conducted onsite incident follow up

i nvestigations. On each occasion, BSEE net with Shell and Stena representatives,

i nspected the incident scene and gathered all avail able incident-related docunents.

Shel | deternmined that the aerial 1ift nan-riding work basket was operated beyond its
approved design intent by functioning concurrently as a man-riding basket and a lifting
device for loads. It was also discovered that the hydraulics, which would nornmally
limt the crane to 280 kil ogranms (617 pounds) of force when the man-ridi ng work basket
is attached, had been placed in bypass. This allowed use of full hydraulic force which
equated to 11,000 kil ograns or approxi mately 24,250 pounds of force. This bypass al so
di sabl ed the load indicator lights, alarns and the automatic basket |eveling system
Moreover, the crew failed to recogni ze the hazards of the task of using the aerial 1lift
man-ridi ng work basket as a lifting device by pulling downward with rope. There was no
lift plan in place for this type of operation

In addition, it was found that prior to the aerial 1ift man-ridi ng work basket going
out of sight, the Managed Pressure Drilling (MPD) Tool pusher held a Tool box Tal k (TBT)
meeting with a Fl oorman who was passing by so that the Floorman could act as a
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Spotter. The MPD Tool pusher had three TBT neeting’ s fornms on hand, but the Fl oo’f%r?umlc Release

who was going to act as a Spotter signed the incorrect TBT form and the IP did not
sign any TBT forns.

During the incident investigation it was also discovered that there was no Managenent
of Change (MOC) perforned when the radio renote controls failed to operate. Therefore,
the operator control station becane the prinmary neans of control, thus exposing the
bypass functions to m suse. Mreover, there was no physical nethod of control to
prevent unauthorized use of bypasses or overrides. The Oiginal Equi prent Manufacturer
(CEM nmanual and control panel signage state that the deck control panel or operator
station is for enmergency use only.

Even though the AD was wearing a safety harness and was tied off to the aerial 1lift
man-ri di ng work basket, the Stena investigation teamdeternined that the AD had
connected the lanyard to the open-ended i nner handrail near the gate, which was the
wrong location to tie off. Wen the rope broke, the work basket jarred downward and the
I P was thrown fromthe man-ridi ng work basket and the |anyard hook was pulled off the
open-ended section of the handrail. The man-ridi ng work basket has two dedi cated anchor
points for safety harnesses, but the AD did not use either of these anchor points. The
harness and | anyard were inspected, and it was confirnmed that they were in good working
condition and not subject to shock | oad.

The BSEE I ncident |Investigation Teamreviewed all of the final findings of the Shel
assessnent report of the incident. According to the Shell report, the incident occurred
because the aerial 1ift man-ri di ng work basket was being used outside of its design as
both a man-riding basket and as a crane to pull a |load sinultaneously. In addition
there was no lift plan in place for this type of operation

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

Managenment System

* I nadequate hazard anal ysis. Control neasures for this operation involving the aerial
lift man-riding work basket were ineffective or not inplenented. The crew failed to
recogni ze the hazards associated with using the aerial 1ift man-ridi ng work basket as a
lifting operation by pulling downward with rope. There was no lift plan in place for
this operation.

Super vi si on:

e I nadequat e Supervision. There was inadequate supervision during this operation which
resulted in an incident since it was allowed to use the aerial 1lift man-ridi ng work
basket outside of its design for nman-riding basket and for pulling a | oad,

si nul t aneousl y.

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

Human Per formance Error

« Not aware of hazards. The AD confirnmed that he was aware of designed anchor points
but had no nenory of the event. The AD tied off to an open-ended handrail instead of
t he desi gnated anchor point inside the man-ridi ng work basket.

Super vi si on:
* I nadequat e Supervision. The MPD Tool pusher had three TBT neeting forns, but the
Fl oorman signed the incorrect TBT form and the IP did not sign any TBT forms.

Managenment System

* I nadequat e managenent of change procedures. There was no Managenment of Change (MOC)
perfornmed when the radio renote controls failed to operate, resulting in the operator
control station beconming the primary nmeans of control, thus exposing the bypass
functions to misuse. Additionally, there was no physical nethod of control to prevent
unaut hori zed use of bypasses or overrides. The OEM nmanual and control panel signage
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state the deck control panel or operator station are for enmergency use only. For Public Release
20. LI ST THE ADDI TI ONAL | NFORMATI ON:

Li st of Appendi ces:

21. PROPERTY DAMAGED: NATURE OF DAMACGE:
The man-ridi ng Wrk Basket was danaged The man-ridi ng Basket was damaged beyond
during this incident. repair and had to be repl aced.
ESTI MATED AMOUNT ( TOTAL): $120, 000

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lafayette District nmakes no recomendations to the Ofice of Incident
I nvestigations regarding this incident.

23. PCOSSI 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:

A G111 INC was issued to Shell on 17 Cctober 2025 for an incident that occurred on 14

Cct ober 2025 where an enployee fell fromthe port side Moon Pool aerial 1ift work basket to
the deck bel ow. BSEE was nade aware there are active issues with the indicator |ights,
basket door proximty switch, a bent door, and an inoperable control panel in the work
basket. BSEE is instructing the operator to shut in this component until the issues |listed
above are resolved. After repairs are nade, contact the Wl | Operations Supervisor

I nspector for Lafayette, or the Lafayette District After Hours Engineer to return the
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conponent to service. For Public Release

A GL10 I NC was issued to Shell on 10 Decenber 2025 based on investigation findings to
docunent that Shell failed to performoperations in a safe and worknmanli ke manner during

drilling operations on the Stena Evolution drillship |located at Garden Banks Bl ock 959. On
14 Cctober 2025, Shell informed BSEE that a Stena Assistant Driller (AD) and a managed
pressure drilling (MPD) Tool Pusher were attenpting to install a gooseneck counterweight in

t he noonpool area. A |oop of slack between two sheaves was required to create the necessary
spaci ng for the counterweight installation. The crew utilized the aerial 1lift in personnel
basket mode as a crane device to create downward force on the rope to obtain the necessary
slack for counterbal ance installation. A rope was positioned over the controlled nud | eve
cable and tied to each side of the workman basket, creating a triangular configuration with
the cabl e positioned overhead. As the workman basket was scoped down and outward by the MPD
Tool Pusher fromthe emergency hydraulic controls, the rope parted as tension increased.
Subsequently, the stored energy was rel eased, and tension was transferred to the workman
basket. The Stena Drilling AD positioned inside the workman basket was thrown out of the
basket and fell approximately 16 feet, | anding on the bl owout preventor deck bel ow.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON
17- OCT- 2025
26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO
OCS REPORT:
27. OPERATOR REPORT ON FI LE: 30. DI STRI CT SUPERVI SOR
Mar k Mal brue
APPROVED
DATE: 16- MAR- 2026
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