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 N
DATE: STRUCTURAL DAMAGE
07-JAN-2016 TIME: 2245  HOURS | CRANE
_ _ _ _ | |OTHER LI FTI NG DEVI CE
2. OPERATOR Union G| Conpany of California X| DAMAGED/ DI SABLED SAFETY SYS. Over | oad
REPRESENTATI VE: |1 NCI DENT >$25K Switch
TELEPHONE: |H2S/ 15M N. / 20PPM
CONTRACTOR: Transocean Offshore ]
REPRESENTATI VE: | REQJ| RED MUSTER
TELEPHONE | SHUTDOWN FROM GAS RELEASE
OTHER
3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR
ON SI TE AT TIME OF | NCI DENT: 6. OPERATI ON
| PRODUCTI ON
AREA: GC LATI TUDE: ] WORKOVER
BLOCK: 596 LONG TUDE: X| COMPLETI ON
|| HELI COPTER
5. PLATFORM | MOTOR VESSEL
RIG NAME: T.0O DI SCOVERER | NSPI RATI ON || PI PELI NE SEGVENT NO,
| | OTHER
6. ACTIVITY: ] EXPLORATI ON( PCE)
DEVELOPNMVENT/ PRODUCT! ON 8. CAUSE
7 TYPE: ( DOC PCD) X] EQUI PVENT FAI LURE
X| HUMAN ERROR
[ JH STORI C | NJURY | EXTERNAL DAMAGE
REQUI RED EVACUATI ON | SLI P/ TRI P/ FALL
LTA (1-3 days) | | WVEATHER RELATED
LTA (>3 days | | LEAK
RWJT (1-3 days) | | UPSET H20 TREATI NG
RWJT (>3 days) | OVERBOARD DRI LLI NG FLUI D
Q her Injury | | OTHER
FATALI TY 9. WATER DEPTH: 4021 FT.
POLLUTI ON
FI RE
10. DI STANCE FROM SHORE: 123 M.
EXPLCSI ON
LWC [] H STORI C BLOWOUT 11. WND DIRECTION: N
UNDERGROUND SPEED: 5 MP.H
SURFACE
DEVERTER

CURRENT DI RECTION: N

SURFACE EQUI PMENT FAI LURE OR PROCEDURES SPEED: 1 MPH

COLLISION  [JHISTORIC []>$25K  [] <=$25K
13. SEA STATE FT.
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For Public Release

17. 1 NVESTI GATI ON FI NDI NGS

On January 07, 2016, while perform ng conpletion operations on Chevron’s PNOO6 wel |,
an incident occurred onboard the Transocean Di scoverer Inspiration in which the BOP
Pal finger crane’s hoist wire parted and the crane’s 270 pound block fell 27 feet to
the deck. The incident occurred while the Subsea Engi neer was in the process of
troubl eshooting the crane’s controls.

On the day of the incident an on-site training/certification practical exercise was
bei ng performed with the subsea crew. The crew di scovered, due to the crane's unusua
behavi or, that the control systemfor the BOP Pal fi nger (nbdel PK150002MB) crane had
been installed i mproperly. The Subsea Engi neer decided to begin troubl eshooting the
crane in order to determ ne which functions were operating opposite of their intended
pur pose. At approximately 2245 hours while perform ng the extend function on the
crane, the block inadvertently struck the boom causing the hoist wire to part. The

bl ock, wei ghing roughly 270 pounds, proceeded to fall 27 feet until finally resting
on the BOP securing platform Only the Subsea Engineer was in the vicinity,
approximately 12 feet away, at the tine of the incident reducing the risk of enployee
injury.

An investigation by Transocean O fshore was conducted after the incident. The

i nvestigation determ ned that a safety system designed to prevent a hoist wire
parting on the crane had been inadvertently defeated. The safety device in question
the overload protection system occurred due to the extend/retract function hydraulic
control lines being connected backwards. As a result of this, the nmechanical relief
val ve, designed to cut oil flowto the crane when naxi mumload is achieved, failed to
engage during normal crane operations. During the investigation a second fault with
the relief valve was found. This involved an inproperly installed external trigger
devi ce (overload switch) nounted on the crane’s winch bracket. This overload switch
is designed to activate when the crane’s wi nch bracket noves due to encountering an
excessive load. The switch's actuation bolt and adjustnent nut were found m ssing at
the tinme of the incident rendering the safety device inactive.

The Inspiration’s BOP Pal finger crane was also fitted with an LSl |oad indicator
(load cell) to nonitor line tension during normal crane operations. During the

i nvestigation it was discovered that at the tinme of the incident, the |oad indicator
was found inoperable. This was due to the load cell indicator’s transponder batteries
being faulty. As a result, the control panel’s load cell display was in “error” state
rendering the | oad indicator unusable.

The investigation also noted that the BOP Pal finger crane was installed in February
2014 but was not put into service due to a lack of certified operators in the subsea
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For Public Release

departnment. The crane however never received a conplete conmi ssioning and acceptance
approval at the time of its installation nor prior to its initial use. This shows
that neither the operator nor the installer verified the crane’s safety features
prior to January 2016. Al so, standard operating procedures for the specific crane as
well as rig specific procedures for normal crane use and safety system checks were
absent fromthe rig site.

The investigation concluded that the prinmary causes of the incident were due to the
operator’s failure to properly conmi ssion the Pal finger crane when it was first
installed, coupled with the |ack of knowl edge of the crane by rig personnel. Had
conmi ssi oni ng been conducted properly, the m saligned control hoses that

i nadvertently bypassed the crane’s designed safety devices woul d have been detected
and corrected before operating the Palfinger crane. The absence of operating
procedures on location for the specific crane also contributed to the rig crew s |ack
of know edge when operating the crane. Transocean has since provi ded updated
operating procedures, crane specific training to all crew personnel involved with
crane operations, and updated procedures for testing safety systens as per Oigina
Equi prent Manufacturer (OEM recomendations. The drilling contractor has al so
updat ed and perforned customer acceptance testing for cranes when initially installed
on the rig site.

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

(1) Failure to recognize that the BOP Pal fi nger Crane was not properly installed and
conmi ssioned during initial installation

(2) Failure to verify that all safety systens were in proper working order prior to
operating the BOP Pal finger Crane.

(3) Failure to provide proper operating procedures for the specific crane on |ocation

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

(1) Lack of Supervision: The operator’s inability to provide detailed procedures to
the crew for crane operations.

(2) Lack of Awareness: The subsea crew s failure to notice warning signs as well as
identify possible hazards associated with crane operations.

20. LI ST THE ADDI Tl ONAL | NFORMATI ON

The Pal finger crane was installed on February 14, 2014 but was never put into use.
According to all information provided, January 7, 2016 was the first tine the crane
was used since it was install ed.
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21. PROPERTY DAMAGED: NATURE OF DANAGE:

. . . , For Public Release
Hoi st Wre for BOP Pal finger Crane Wre parted

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

BSEE Houma District has no recomendations to nmake to the Regional Ofice at this
time.

23. POSSI 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 (W was issued as foll ows:
On January 7, 2016 an incident occurred on the Transocean Di scoverer Inspiration in
whi ch the BOP Pal finger crane’s hoist wire parted and the crane's 270 pound bl ock
fell 27 feet to the deck. The key issues which lead up to this event were:
e The crane was installed in February 2014 but the OEM departed the rig prior to a
full factory acceptance test being conducted.

o The crane was not put into service due to a lack of certified operators.
» The safety systens to prevent the hoist wire fromparting were not verified to be
functional prior to operating the crane.
e Qperating procedures for the Palfinger crane were not available on the rig.

The operator must respond with a letter of explanation addressing each of these

i ssues and explain what corrective measures have been put into place to prevent
future occurrences.

25. DATE OF ONSI TE | NVESTI GATI ON

26. ONSI TE TEAM MEMBERS: 29. ACCI DENT | NVESTI GATI ON

James Richard / dinton Canpo / PANEL  FORMED: NO

OCS REPORT:

30. DI STRICT SUPERVI SCR

Bryan Domangue

APPROVED
DATE: 26- APR- 2016

Crane/Other Material-Handling Equipment Attachment

Equipment Information
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For Public Release

Install ati on date: 14-FEB-14
Manuf act ur er: PALFI NGER
Manuf acture date: 27-JUL-12

Make/ Mbdel : PK150002MB/ 510003690

Any nodi fications since nmanufactured? Describe and include date(s).
What was the maximum |lifting capacity at the tine of the lift?
Static: 12 Dynani c:

Was a tag line utilized during the lift? N

Were there any known docunented deficiencies prior to conducting
the lift? |If yes, what were the deficiencies?
Crane Bl ock

Li st specific type of failure that occured during this
incident.(e.g. cable parted, sticking control valve, etc.)

Hoi st wire parted

If sling/l oose gear failure occurred does operator
have a sling/loose gear inspection programin place?

Type of lift:
For crane only:

Type of crane: HYDRAULIC

Boom angl e at tinme of incident: Degrees: 90 Radi us: 29
VWhat was load limt at that angle? 12

Crane equipped with: L

Which [ine was in use at tine of incident? L
If load line involved, what configuration is the |load block: 2 part.
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For Public Release

Load Information
VWhat was being lifted?

Description of what was being lifted (e.g. 10 joints of 2 3/8-inch pipe, ten 500-1b
sacks of sand, 2 enpl oyees, etc.)

Approxi mate wei ght of | oad being lifted:
Was crane/lifting device equi pped with an operable weight indicator? N
Was the load identified with the correct or approximate weight? N

VWere was the Iift started, where was it destined to finish, and at what point in the
l[ift did the incident occur? Gve specific details (e.g. pipe rack, riser cart, dril
floor, etc.)

I f personnel was being lifted at the tinme of this incident, give specific details of
lifting device and riding apparatus in use (e.g. 1) crane-personnel basket, 2) air
hoi st - boat swai n chair, other)

Were personnel wearing a safety harness?
Was a lifeline available and utilized?

Li st property | ost overboard.
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For Public Release

Rigger/Operator Information

Has rigger had rigger training?

If yes, date of last training:

How many years of rigger experience did rigger have?

How nmany hours was the operator on duty prior to the incident?

Was operator on nedication when incident occurred? N

How many hours was the rigger on duty prior to the incident?

How much sl eep did rigger have in the 24 hours preceding this incident?
Was rigger on medication when incident occurred?

Were all personnel involved in the lift drug tested i nmediately follow ng

this incident?

Qperator: N Ri gger: Q her:

VWil e conducting the lift, was line of sight between operator and | oad m

N
Does operator wear glasses or contact |enses? N

If so, were glasses or contacts in use at tine of the incident? N
Does operator wear a hearing aid? N

If so, was operator using hearing aid at tinme of the incident? N

What type of comunication systemwas being utilized between operator and
rigger at tinme of this incident?

For crane only:

What crane training institution did crane operator attend?
PALFI NGER

Wiere was institution |ocated? TIFFIN, OH

Was operator qualified on this type of crane? N
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For Public Release

How much actual operational time did operator have on this
particul ar crane involved in this incident?

Years: 0 Mont hs O

Li st recent crane operator training dates.
N A

For other material-handling equipment only:

Has operator been trained to operate the lifting device involved in the incident? N

How rmany years of experience did operator have operating the specific type of
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For Public Release

Inspection/Maintenance Information

For crane only:

Is the crane involved classified as Heavy, Mderate or Infrequent use.
H

WAs pre-use inspeciton conducted? N

For the annual/quarterly/nmonthly crane inspections, please fill out the foll ow ng
i nformation:

What was the date of the |last inspection? 14-FEB-14
Who perforned the |ast inspection? ATLAS
Was inspection conducted in-house or by a 3rd party? TP

Who qualified the inspector? NA
Does operators' policy require load or pull test prior to heavy lift? N

Whi ch type of test was conducted prior to heavy lift?

Date of last pull test: Load test:

Resul ts:

If fail explain why:

Test Paraneters: Boom angl e: Radi us:

What was the date of nobst recent crane nmintenance perforned? 14-FEB-14

Who performed crane nai ntenance? (Please clarify persons nanme or conpany nane.)
NA

WAs crane mai ntenance perforned in-house or by a third party? TP

What type of naintenance was perfornmed?
NA
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For Public Release

For other material-handling equipment only:
Was equi pnent visually inspected before the lift took place?

What is the manufacture's recommendation for perform ng periodic inspection on
t he equi pnent involved in this incident?
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For Public Release

Safety Management Systems

Does the company have a safety nanagement programin place?

Does the company's saf ety nanagement program address crane/other material -
handl i ng equi prrent operati ons?

Provi de any remarks you nmay have that applies to the conpany's safety nmanagenent
program and this incident?

Did operator fill out a Job Safety Analysis (JSA) prior to job being perforned?

Di d operator have an operational or safety meeting prior to job being performed?

What precautions were taken by operator before conducting lift resulting inir

Procedures in place for crane/other material -handling equi pment activities:

Di d operator have procedures witten?

Di d procedures cover the circunstances of this incident?
Was a copy available for review prior to incident?

Were procedures avail able to MVS upon request?

Is it docunented that operator's representative reviewed procedures before conducting lift?

Addi ti onal observations or concerns:
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