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

ACCIDENT INVESTIGATION REPORT

OCCURRED
DATE: 22-SEP-2019 TIME 0655 HOURS
OPERATOR McMoRan G| & Gas LLC

REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: Warri or
REPRESENTATI VE:

Ener gy Services

TEL EPHONE: X

For Public Release

[ |STRUCTURAL DAMAGE
| CRANE
OTHER LI FTI NG
| DAVAGED/ DI SABLED SAFETY SYS.
| |1 NCI DENT >$25K

H2S/ 15M N. / 20PPM

|REQUI RED MUSTER

SHUTDOWN FROM GAS RELEASE
OTHER priner ignition

OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI O\

ON SI TE AT TI ME OF | NCI DENT:

| PRODUCTI ON
LEASE:  GL2362 n m&/g‘;
AREA: MP LATI TUDE: 29. 27927 — COVPLETI ON
BLOCK: 209  LONG TUDE: - 88. 75804 | HELI COPTER
| MOTOR VESSEL
PLATFORM A | PI PELI NE SEGVENT NO.
Rl G NAME: [X] OTHER  Construction
ACTI VI TY: ] EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ POD)
TYPE: _
| NJURI ES: [ | EQUI PMENT FAI LURE
X| HUMAN ERROR
[] H STORIC I NILRY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 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) | OTHER
| | FATALI TY
11. DI STANCE FROM SHORE: 29 M.
POLLUTI ON
FI RE 12. WND DIRECTION:  SE
EXPLOSI ON SPEED: 29 MP.H
LVC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON\:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: 6 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

On Septenber 22, 2019, McMdran Ol and Gas had an expl osion incident at the Main Pass
299 A facility while conducting well operations. Wile preparing for a tubing cutting
operation and perforning continuity tests on a blasting cap, an Electric Line Qperator
(ELO) sustained puncture wounds to his right-hand fingers, left forearm and left
torso when a ‘ Green Detonator’ Blasting Cap expl oded. A helicopter transported the ELO
to Plaqueni nes Medical Center in Port Sul phur, LA for nedical evaluation which

determ ned that no prescription or treatnents were needed beyond first aid. At 07:45
hours on Septenber 22, 2019, McMran reported the incident to the Bureau of Safety and
Envi ronment al Enforcenent (BSEE) New Orleans District after-hours contact.

Bef ore the operation began at 06:00 hours, a safety neeting was held to discuss the
operations for the day which included unl oadi ng casing jack equi pnment and riggi ng up
electric line equipnent to cut tubing. The neeting included all the Warrior Energy
personnel on the facility and the crane operator

According to the Warrior Energy post-incident investigation report, after the safety
neeting, the ELO notified the Warrior Energy Supervisor of his planned tasks to re-
head the e-line cable head. The ELO then proceeded to his work area and began testing
a shock sub tool with a Megohmeter. He then attenpted to test the G een Detonator
blasting cap with the same neter. Wiile testing the detonator using the Megohmeter
the bl asting cap detonated unexpectedly causing puncture wounds to his fingers on his
right hand, left arm and left torso. Al operations were suspended pendi ng an

i nvestigation.

At 07:00 hours, McMdran’s conpany representative called the Loop 60 production operator
to dispatch a helicopter for the injured person. The operator’s representative notified
McMoran' s Manager of Production Operations and held a conference call with McMran's
HSE Supervi sor.

At 07:30 hours, the helicopter arrived and transported the injured person with a H2S
tech as an escort to Plaquem nes Medical Center in Port Sul phur, LA for nedica

eval uati on which determ ned that no prescription or treatnments were needed beyond first
aid.

On Septenber 23, 2019, a BSEE incident investigation teamnobilized to the MP 299 A
Pl atf orm and conducted an onsite investigation. The BSEE incident investigation team
did the following: 1) gathered all applicable docurments; 2) perforned witten and
phot ogr aphi ¢ docunmentation of the incident scene; 3) conducted a post-incident

i nspection; 4) docunented the Operator's corrective actions; and 5) re-intervi ened
Wi tnesses to the incident.

According to the operator’s post-incident report, the ELO used the incorrect neter
whi | e checking the resistance on the unshiel ded detonator. The ELO used a megohmmet er
whi | e checking the resistance on the unshiel ded bl asting cap. According to the
wireline contractors Expl osive Safety Managenent System docunent “only the

gal vanoneter [should be used] to test continuity in blasting caps. American Petrol eum
Institute Recommrended Practice 67 states “only instrunents reconmended for use when
testing electrical detonators and detonator circuits are those specifically designed
and/ or qualified for checking explosives and explosives circuits. The test current
fromthe neter used to performresi stance checks shall not exceed 25 m|lianperes or
10% of the no-fire rating of the detonator in the circuit, whichever is less.”

The BSEE investigation teamalso found that the ELO did not follow operationa

protocol and did not place the blasting cap inside the safety |oading tube prior to
testing. The report states the ELO deviated fromthe di scussed operations and the job
safety analysis (JSA) contained no nention of explosive related job tasks or explosive
hazards. The ELO sustained injuries because the detonator was outside of the
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. _ For Public Release
protective shroud and the all fire detonator voltage threshold was exceeded.

The BSEE investigation team found docunents that indicated the ELO had over 10 years
of experience with simlar operations while working for another conpany. However, this
was the first tine the ELO worked with expl osives while working for Warrior Energy.
The ELO did not take any of the Warrior Energy explosive safety training. According to
post-incident interviews, the ELO did not know the negohmeter would ignite a blasting

cap. The negohmeter was not |abeled with a warning “Do Not use to Test Bl asting
Caps.” The ELOis certified to work wi th expl osives.

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

Human Per f or mance Error:

e The ELO did not follow the directions of the supervisor after the safety neeting and
perfornmed tasks not covered during the safety neeting.

e The ELO did not use the proper tools for the job. A negohnmeter was used to test the
detonator instead of the proper testing device. (See APl 67 statenment above)

Managenent systens:

e The ELO did not have or follow the proper job procedures for testing the cap.
 The bl asting cap was not inside the protective shroud while being tested.

e The pre-job safety neeting did not discuss testing the detonator.

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

e The Megohmeter was not |abeled with a warning “Do Not Use To Test Bl asting Caps.”

e The injured person did not know that a Megohnmeter would ignite a blasting cap.

20. LI ST THE ADDI TI ONAL | NFORVATI ON:

21. PROPERTY DAMAGED: NATURE OF DAMAGE:
G een Detonator “Blasting Cap” Detonator ignited while being tested
ESTI MATED AMOUNT ( TOTAL) : $100

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

A Safety Alert is forthconming. In addition, at this time the New Ol eans District has no
further recomendati ons.

23. PCSSI 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:

Procedures for testing a blasting cap was not followed which resulted in the detonation of
the blasting cap outside the Safety Loadi ng Tube.

Note: A GL10 I NC was issued; Enforcenent
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Code: Shut In; Regul ation: 30 CFR 250. 107. For Public Release

PI NC: G110 states "Does the | essee performall operations in a safe and wor kmanl i ke manner
and provide for the preservation and conservation of property and the environment?" The
viol ati on Description for the INC. (1) Wre |line operator did not follow procedure and
tested a "Green Detonator” with the wong

nmet er which caused the blasting cap to detonate; and (2)the procedures were not foll owed
and the safety | oading tube was not used while the Green Detonator was being tested.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
23- SEP- 2019
26. | NVESTI GATI ON TEAM MEMBERS: 29. ACCI DENT | NVESTI GATI ON
PANEL FORVED:
Frank Musacchia / Daniel Wods / NO
Forrest Tenple / Brian Wlson / OCS REPORT:

27. OPERATOR REPORT ON FI LE: 30. DI STRI CT SUPERVI SOR:

Davi d Trocquet

APPROVED
DATE: 02-JUL- 2020
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