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

ACCIDENT INVESTIGATION REPORT

1. OCCURRED

DATE:

03- MAY-2016 Tl ME: 1620 HOURS

2. OPERATOR: Ener gy XXl
REPRESENTATI VE:
TELEPHONE:

CONTRACTOR:

REPRESENTATI VE:
TELEPHONE:

GOM LLC

3. OPERATOR/ CONTRACTCOR REPRESENTATI VE/ SUPERVI SOR

ON SITE AT TI ME OF | NCI DENT: °.

4. LEASE: 01083

AREA: WD LATI TUDE:  28. 9463

BLOCK: 73  LONG TUDE: -89.7063
5. PLATFORM D

R G NAME:
6. ACTIVITY: [| EXPLORATI ON( PCE) 8.

DEVEL OPVENT/ PRODUCTI ON
( DOCD/ POD)

7. TYPE

[ JH STORI C | NJURY
REQUI RED EVACUATI ON
LTA (1-3 days)
LTA (>3 days
RWJT (1-3 days)
RWJT (>3 days)
O her Injury

FATALI TY
PCOLLUTI ON
FI RE
EXPLOSI ON

LWC HI STORI C BLOAMOUT
UNDERGROUND
SURFACE
DEVERTER
SURFACE EQUI PMENT FAI LURE OR PROCEDURES

COLLISION  [JHISTORIC []>$25K  [] <=$25K

11.
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| STRUCTURAL DAMAGE

X| CRANE

[ |OTHER LI FTI NG DEVI CE

| DAMAGED/ DI SABLED SAFETY SYS.
|1 NCl DENT >$25K

[ |H2S/ 15M N. / 20PPM

|REQUI RED MUSTER

| SHUTDOWN FROM GAS RELEASE

10.

12.

13.

| |OTHER
OPERATI ON:

PRODUCTI ON

DRI LLI NG

WORKOVER

COVPLETI ON

HELI COPTER

MOTOR VESSEL

Pl PELI NE SEGVENT NO.
OTHER

x|

CAUSE:

EQUI PMENT FAI LURE

HUVAN ERROR

EXTERNAL DAMAGE

SLI P/ TRI P/ FALL

WEATHER RELATED

LEAK

UPSET H2O TREATI NG
OVERBQOARD DRI LLI NG FLUI D

IX<IX]

| OTHER
WATER DEPTH: 168 FT.
DI STANCE FROM SHORE: 17 M.
W ND DI RECTI ON:  NE

SPEED; 12 MP.H
CURRENT DI RECTION:  SE

SPEED: M P. H,
SEA STATE: FT.
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

On 03-May-2016 at 1620 hrs at the West Delta (WD) 73-D, OCS-G 1083 Energy XX
Platform a crane incident occurred while offloading the 4.75 ton rental diese
generator fromthe Mtor Vessel (MV) Jessica Faye crew change boat to the platform
During the lift, the sea state was observed to be choppy resulting in the MV
constantly noving back and forth during the operations. This incident resulted in
shock | oadi ng the crane whi ch danaged the crane boom cable. The boomcable is a
mechani sm responsi bl e for raising and | owering the crane boom

At approximately 1600 hrs, the MV Jessica Faye entered the Energy XXI WD 73 field.
The MV contacted the platformto informthemof heavy lifts of a 4.75 ton renta

di esel generator and a 2 ton diesel tank skid along with crew change personnel. The
Fab- Con Crane Qperator (#1 CO responded and started the Job Safety Analysis (JSA)
and crane pre-use procedures. Wen the pre-use was performed on the WD 73-D crane
(Anerican Aero G 20F- Serial #87493), it was noted of no discrepancies found at the
time of the pre-use inspection. The decision was nade by the #1CO to offl oad the
heavy equi pment first utilizing the |oad block and the crew change personnel second
utilizing the auxiliary line with personnel basket.

VWi le offloading the 4.75 ton rental diesel generator at approximately 1620 hrs from
the MV Jessica Faye with the WD 73-D platform crane, the generator contacted the

di esel tank skid lifting it up approximately 5 ft off the MV deck. The | oad suddenly
rel eased fromthe diesel tank skid, springing upward and shock | oading the crane. The
generator was then lifted fromthe MV to the platform The #1 CO then of fl oaded the
personnel fromthe MV not recognizing that the crane has just been shock | oaded. The
#1 CO was relieved of his crane duty by the Fab-Con Crane Operator (#2 CO who nade
the final personnel lift along with the #1CO for crew change. The MV Jessica Faye
was rel eased after crane operations were conpleted at approxi mately 1830 hrs.

At approximately 1730 hrs, Island Operating A - Crew notified the Energy XX

Mai nt enance Foreman about the WD 73-D platformcrane incident that transpired during
crew change. The A Operator inforned the Mintenance Foreman that the WD 73-D crane
needed to be inspected due to the incident that transpired at 1420 hrs. After being
i nfornmed of the incident, the M ntenance Foreman had the crane tagged out of
service. On the day of the incident, Sparrows O fshore Services Ltd (Sparrows) Crane
Mechani cs were already in the area perform ng inspections and were scheduled to
perform an annual inspection of the WD 73-D crane on 05- May-2016.

On 04- May- 2016 the Sparrows Crane Mechani cs conducted a thorough inspection of the
crane. The Mechanics noted that while performng a visual inspection of the boomwre
rope condition, high strands were visible on the bottomlayer. The Sparrows Crane
Mechani cs confirned with the Maintenance Foreman that the crane had been shock | oaded
due to the incident. According to the crane inspection, Sparrows noted that the boom
cabl e was badly crushed and needed to be repl aced.

BSEE | nvestigators arrived on 10-May-2016 to conduct an investigation of the crane
incident. Statenents, Job Safety Analysis (JSA), pictures and initial reports were
obt ai ned.

The BSEE i nvestigation reveal ed that the Fab-Con #1 CO failed to recogni ze the
severity of the hazards that resulted in the shock | oading of the crane. The shock

| oading resulted in damagi ng the crane. The Fab-Con #1 CO who was involved in the

i ncident was then relieved of crane duty, and the Fab-Con #2 CO made the fina
personnel |ift. Neither of Fab-Con’'s Crane Qperators recogni zed the hazards of shock
| oadi ng the crane and continued to keep the crane in service while transferring
personnel. At the tine of the incident, no one used Stop Work Authority (SWA) when
the 4.75 ton rental diesel generator contacted the diesel tank
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For Public Release

1. Based on interviews conducted and documents revi ewed of the crane incident
i nvestigation, it was discovered that during lifting operations, the Fab-Con #1 CO
failed to recognize the hazards of heavy lifts associated with shock | oading the
crane.
2. Lessee failed to performcrane operating practices for attaching and noving the
| oad being utilized in accordance with APl RP 2D, paragraphs 3.2.1, 3.2.2 and 3.2.3
3. During the investigation, it was found that the relief Fab-Con #2 CO failed to
performa crane pre-use after the first qualified CO change-over during crane
operations on 03-May-2106 in accordance with APl RP 2D 4.1.2.2
4. Fab-Con #2 CO O fshore Crane Certification and Eval uati ons was expired during
crane operations on 03-May-2016 in accordance with APl RD 2D 6th edition and API
specifications 2C crane certification was expired a total of 82 days before renewal.
5. The qualified CO and the designhated signal person directing the lift, if utilized,
shoul d deternine that:

A. The load is secured and properly balanced in the appropriate sling or lifting
device before it is lifted.

B. The lift and swing paths are clear of obstructions and personnel
6. The CO was not aware of the effects of the velocity and weight of the load to
m ni m ze shock | oadi ng.
7. The qualified rigger on the MV Jessica Faye shoul dn’'t wal k away w t hout giving
the appropriate hand signals to the COon the platformduring a critical lift.
Signal s between the CO and the desi gnated signal person should be discernible,
audi bly or visually, at all tinmes. The CO should not respond unless signals are
clearly understood. The designated signal person should be in clear view of the COto
ensure that their signals may be seen. The Rigger position should have a clear view
of the | oad, crane, personnel, and area of operation. If the Crane Operator’s view of
the primary signal person is obstructed, a secondary signal person should be
provi ded.
8. The probabl e cause of this incident was the | essee and the personnel engaged in
this lifting operation failed to follow and adhere to safe rigging practices. Also,
personnel failed to recognize hazards whi ch coul d have prevented this incident from
occurring.
9. Pre-use inspection APl RP 2D 4.1.2.2 shall be performed and docunented prior to
the first crane use of the day and prior to or during each change in the Crane
Operator. The second CO failed to performa Pre-use inspection in accordance with API
RP 2D 4.1.2.2 before operating the crane.
10. After reviewi ng the Energy XXI crane pre-use, there was no docunentation of a
second pre-use perfornmed.
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For Public Release
18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

1. Lessee failed to performcrane operating practices for attaching and noving the
| oad being utilized in accordance with APl RP 2D, paragraphs 3.2.1, 3.2.2 and 3.2.3

2. The Qualified CO and the designated signal person directing the lift, if utilized,
shoul d deternine that:

e The load is secured and properly balanced in the appropriate sling or lifting device
before it is lifted.

e« The lift and swing paths are clear of obstructions and personnel

e The hook is brought over the load in such a manner as to minimze sw nging.

e The | oad, boom or other parts of the crane do not contact with obstructions.

e The load is free to be lifted utilizing appropriate hand signals.

e The Lessee and the personnel engaged in this lifting operation failed to follow and
adhere to safe rigging practices. Al so, the personnel failed to recogni ze hazards

whi ch coul d have prevented this incident fromoccurring.

e The second CO failed to performa pre-use inspection in accordance with APl RP 2D
4.1.2.2 before operating the crane.

3. The #1 CO was relieved of his crane duty by the Fab-Con #2 CO who made the fina
personnel lift along with the #1 CO for crew change.

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

e No personnel at the time of the incident used Stop Wrk Authority (SWA) when the
rental generator contacted the diesel tank and lifted it 5 ft before the | oad spring
| oaded.
e Personnel were transferred after the crane was damaged. This coul d have el evated
into a catastrophic event if the boom cable had parted.
e The crew boat deck hand hooked the | oad and wal ked away without giving the CO hand
si ghal s.
* SWA shoul d have been initiated.
e The CO did not stop the job and continued to lift the | oad.
e A failure of conmunication between the crew boat personnel and the CO was the
contributing factor in the crane incident.
e Wien CO noticed the crew boat noving around due to choppy seas, SWA shoul d have been
initiated.

20. LI ST THE ADDI TI ONAL | NFORMATI ON

bt ai ned the foll owi ng docunents from Energy XXl: POB, JSEAs, w tness statenents,
crane and rigging certifications, heavy |lift operating procedures, Energy XXl HSE

i nci dent report, Sparrows thorough exam nation check sheet, daily safety neeting and
operations review | og, marine forecast, crane pre-use form Sparrows quarterly

i nspection 06-Feb-2016, crane annual inspection 21-My-2016, Photos of crane cable in
guestion, R&R Boats, Inc. cargo |og sheet, Energy XXl numnifest of generator and fue
tank, Sparrows |atest annual crane inspection 06-My-2016.

Whil e reviewi ng the statements and docunents, discrepancies were found on the weights
of the cargo manifest #05032016 Rental generator 8000 | bs and the 560 gallon Diese
Fuel tank 4000 | bs.

1. The photo of the Rental diesel generator serial #4811 shows it to be 9200 | bs.

2. The manifest fromthe Energy XXI dock shows it to be 8000 | bs.

3. The statenent fromthe CO shows he was informed to pick up a 9500 | bs |load fromthe
Jessi ca Faye.

4. During the Pre-use inspection before the quarterly inspection were to be perforned

MVS - FORM 2010 PAGE: 4 OF 17
EV2010R 04- OCT- 2016



For Public Release

of the WD 73-D Anerican Aero Crane dated 6-Feb-2016. The Sparrows Crane Mechani ¢ noted
in the inspection that the boom cable was found crushed badly and needed to be

repl aced.
21. PROPERTY DAMAGED: NATURE OF DAMAGE:
Boom Cabl e Shock | oad

22. EEEEW%E@F%%VEQﬁETEF?FFVENTn§E%¥RﬁéNFEc@ﬁBﬁéZlYEhs to the Ofice of Incident

I nvesti gations.

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:

1. G132 - Lessee failed to notify the New Orleans District Ofice verbally
i medi ate after the crane incident that occurred on 03-May-2016 as required in
30CFR 250. 188

2. G110 - During crane operations, the COwas lifting a 9500 pound renta
generator. During the lift the generator contacted the diesel tank frane resulting
i n shock | oading the crane cable. The CO nade another |ift picking up personne
fromand to the crew boat not recognizing the hazards that has occurred shock

| oadi ng and danegi ng t he boom cabl e.

After the fact during the Investigation additional | NCs were issued.
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3. 1-143 - During the investigation it was found that the relief COfailed to
performa crane pre-use after the first qualified CO change over during crane
operations on 03-May-2016 in accordance with APl RP 2D 4.1.2.2

4. 1-182- Fab-con CO Ofshore Crane Certification and Eval uati ons was expired
during crane operations on 03-May-2016 in accordance with APl RD 2D 6th edition and
APl specifications 2C. Crane certification was expired a total of 82 days before
renewal . - Corrected action 21-June-2016

25. DATE OF ONSI TE | NVESTI GATI ON: For Public Release
13- MAY- 2016
26. ONSI TE TEAM MEMBERS: 29. ACCI DENT | NVESTI GATI ON
Johnat han Fraser / Pierre Lanoix / PANEL FORVED. NO
OCS REPORT:
30. DI STRI CT SUPERVI SOR:
Davi d Trocquet
APPROVED
DATE: 03- OCT- 2016
INJURY/FATALITY/WITNESS ATTACHMENT
|:| OPERATOR REPRESENTATI VE |:| | NJURY
CONTRACTOR REPRESENTATI VE |:| FATALI TY
[] orrer [ wTness
NAME:
HOVE ADDRESS: Roust about (18 Yrs)/ Crane Operator(4 Yrs)
ClTY: STATE:
WORK PHONE: TOTAL OFFSHORE EXPERI ENCE: 22 YEARS
EMPLOYED BY:
BUSI NESS ADDRESS:
ClTY: STATE:
ZlI P CODE:
MVB - FORM 2010 PAGE: 6 OF 17
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INJURY/FATALITY/WITNESS ATTACHMENT  forPublic Release

|:| OPERATOR REPRESENTATI VE D I NJURY
CONTRACTOR REPRESENTATI VE |:| FATALI TY
D OTHER EI W TNESS
NAME:

HOVE ADDRESS: Fab- con/ Roust about/ Ri gger

cTY: STATE:
WORK PHONE: TOTAL OFFSHORE EXPERI ENCE: 5.5 YEARS
EMPLOYED BY:

BUSI NESS ADDRESS:

aTY: STATE:

ZI P CODE:

[] OPERATOR REPRESENTATI VE [l 1Ry
CONTRACTOR REPRESENTATI VE [1 FaTALITY
[] orrer M wness
NAME:

HOVE ADDRESS:  Conpliance Tech

aTy: STATE:
WORK PHONE: TOTAL OFFSHORE EXPERI ENCE: 8 YEARS
EMPLOYED BY: | SLAND OPERATORS CO. INC. / 20324

BUSI NESS ADDRESS: 108 ZACHARY

CTY: LAFAYETTE STATE: LA
ZI P CODE: 70583
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INJURY/FATALITY/WITNESS ATTACHMENT

For Public Release

|:| OPERATOR REPRESENTATI VE |:| I NJURY
CONTRACTOR REPRESENTATI VE D FATALI TY
|:| OTHER E W TNESS
NAME:

HOVE ADDRESS: Fab- con/ Crane Operator

aTy: STATE:

WORK PHONE: TOTAL OFFSHORE EXPERI ENCE: 31 YEARS
EMPLOYED BY:

BUSI NESS ADDRESS:

aTY: STATE:

ZlI P CODE:

|:| OPERATOR REPRESENTATI VE |:| I NJURY
CONTRACTCR REPRESENTATI VE [1 FatALITY
D OTHER E W TNESS
NANE: QOper at or

HOVE ADDRESS:

CTY: STATE:

WORK PHONE: TOTAL OFFSHORE EXPERI ENCE: 8 YEARS
EMPLOYED BY: | SLAND OPERATORS CO. INC. [/ 20324

BUSI NESS ADDRESS: 108 ZACHARY

CTY: LAFAYETTE STATE: LA
ZI P CODE: 70583

Crane/Other Material-Handling Equipment Attachment

Equipment Information
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For Public Release

Install ati on date: 03-MAY-16
Manuf act ur er: AVERI CAN AERO
Manuf act ure date: 03-MAY-16

Make/ Model : G 20F/ SERI AL 87493

Any nodi fications since nmanufactured? Describe and include date(s).
What was the maxinmum lifting capacity at the time of the Iift?
Static: 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?

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

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

Type of lift: MD
For crane only:

Type of crane: MECHANI CAL

Boom angl e at tinme of incident: Degrees: 60 Radi us: 55
VWhat was load limt at that angle? O

Crane equi pped with: B

Which [ine was in use at tine of incident? L
If load line involved, what configuration is the |oad block: 4 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.)

4.75 ton Rental Diesel Generator
Appr oxi mate wei ght of |oad being lifted: 9500

Was crane/lifting device equi pped with an operable weight indicator?Y
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.)

The crane incident occurred while offloading the 4.75 ton Rental Diesel Generator
fromthe Jessica Faye crew change boat to the platformresulting in shock | oading

t he crane damagi ng the crane boom cable which is a critical conmponent to the crane
operations. Personnel was lifted after the shock | oad occurred. The crane operator
did not recogni ze the hazards of shock | oading the crane.

| f personnel was being lifted at the tine 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? NA
Was a lifeline available and utilized? NA

Li st property | ost overboard.
NONE
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For Public Release

Rigger/Operator Information

Has rigger had rigger training? vy

If yes, date of last training: 23-SEP-13

How many years of rigger experience did rigger have? 4

How nmany hours was the operator on duty prior to the incident? 10

Was operator on nedication when incident occurred? N

How many hours was the rigger on duty prior to the incident? 10

How much sl eep did rigger have in the 24 hours preceding this incident? 8
Was rigger on nedi cation when incident occurred? N

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

this incident?

Qperator: N Ri gger: N Q her: NO

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?

RADI O VHF

For crane only:

What crane training institution did crane operator attend?
FALCK ALFORD

Wiere was institution |located? HOUMA LA

Was operator qualified on this type of crane? Y
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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: 4 Mont hs 2

Li st recent crane operator training dates.
23- SEP-2013

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.
M

WAs pre-use inspeciton conducted? Y

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

What was the date of the |ast inspection? 27-APR-16
Who performed the last inspection? (CRANE OPERATOR #1)
Was inspection conducted in-house or by a 3rd party? TP

Who qualified the inspector? ( CRANE OPERATOR #1)
Does operators' policy require load or pull test prior to heavy lift? Y

Wi ch type of test was conducted prior to heavy lift? P

Date of last pull test: 06-MAY-16 Load test: 06-MAY-16

Results: P

If fail explain why:
Pull test 100% or | ess than the LRC | oad test

Test Paraneters: Boom angle: 70 Radi us: 49

What was the date of nobst recent crane maintenance perforned? 27-APR-16

Who performed crane nmi ntenance? (Please clarify persons nanme or conmpany nhane.)
SPARROVS

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

What type of nmintenance was perforned?
Annual | nspection
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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 conpany have a safety managenent programin place? N

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

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?
Y

Di d operator have an operational or safety meeting prior to job being performed?
Y
What precautions were taken by operator before conducting lift resulting inir

Pre-use inspection and conpany policies

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

Di d operator have procedures witten? Y

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

Were procedures available to MVS upon request? Y
Is it docunented that operator's representative reviewed procedures before conducting lift?

N

Addi ti onal observations or concerns:

The BSEE investigation revealed that the Fab-Con (#1CO failed to recognize
the severity of the hazards that resulted in the shock | oading of the crane.
The shock | oading resulted in damagi ng the crane. The Fab-Con #1 CO who was
involved in the incident was then relieved of crane duty, and the Fab-Con #2

Crane Operator made the final personnel lift. Neither Fab-Con’s Crane
Operators recogni zed the hazards of shock |oading the crane and continued to
keep the crane in-service while transferring personnel. At the tinme of the

i nci dent, nobody used Stop Work Authority (SWA) when the 4.75 ton renta
di esel generator contacted the diesel tank
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For Public Release

1. Based on interviews conducted and docunents revi ewed of the crane incident
investigation, it was discovered that during lifting operations, the Fab-Con
#1 CO failed to recogni ze the hazards of heavy lifts associated with shock

| oadi ng the crane.

2. Lessee failed to performcrane operating practices for attaching and noving
the | oad being utilize in accordance with APl RP 2D, paragraphs 3.2.1, 3.2.2
and 3.2.3

3. During the investigation it was found that the relief Fab-Con #2 CO fail ed
to performa crane pre-use after the first qualified CO change over during
crane operations on May 3, 2106 in accordance with APl RP 2D 4.1.2.2

4. Fab-Con #2 CO O'fshore Crane Certification and Eval uati ons was expired
during crane operations on May 3, 2016 in accordance with APl RD 2D 6th
edition and APl specifications 2C crane certification was expired a total of
82 days before renewal .

5. The Qualified CO and the designated signal person directing the Iift, if
utilized, should determine that:

A. The load is secured and properly balanced in the appropriate sling or
lifting device before it is lifted.
B. The lift and swing paths are clear of obstructions and personnel

6. The CO was not aware of the effects of the velocity and wei ght of the | oad
to mnimze shock | oading.

7. The qualified rigger on the MV Jessica Faye shouldn’'t wal k away w t hout
giving the appropriated hand signals to the CO on the platformduring a
critical lift. Signals between the CO and the desi gnated signal person should
be discernible, audibly or visually, at all tines. The CO should not respond
unl ess signals are clearly understood. Be in clear view of the COto ensure
that their signals nay be seen. The Ri gger position should give a clear view
of the load, crane, personnel, and area of operation. If the Crane Operator’s
view of the primary signal person is obstructed, a secondary signal person
shoul d be provided.

8. The probabl e cause of this incident was the | essee and the personne
engaged in this lifting operation failed to follow and adhere to safe rigging
practices. Al so, personnel failed to recognize hazards which coul d have
prevented this incident from occurring.
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For Public Release

9. Pre-use inspection APl RP 2D 4.1.2.2 shall be perforned and docunent ed
prior to the first crane use of the day, prior to or during each change in the
Crane Operator. The second CO failed to performa Pre-use inspection in
accordance with APl RP 2D 4.1.2.2 before operating the crane.

10. According to the Energy XXI Root Cause Anal ysis (RCA) the Fab-con #1 CO
relief the Fab-con #2 CO, nmde the final |ift of personnel onto the MV

Jessi ca Faye without perfornming a pre-use inspection.

11. After reviewi ng the Energy XXI crane pre-use, there was no docunentation
of a second pre-use perforned.
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