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17. 1 NVESTI GATI ON FI NDI NGS: For Public Release

I NCI DENT SUMVARY

On Sunday, 12 March 2023, at 1633 hours, on Main Pass (MP) 311 B platform Lease
Numnber

OCSs- G 02213, two (2) Louisiana Safety Systens (LSS) technicians were injured while

wor ki ng on the well QAY B-18ST' s production casing val ves | ocated on the subcellar
deck of the platform Two injuries (one serious and one minor) occurred as a result of
the incident, when a 1 inch stainless steel (SS) gas |ift injection tubing, rated at
approxi mately 3100 psi, ruptured due to 4330 psi of unexpected pressure being trapped
in the SS tubing. The platformwas inmediately shut in. One of the injuries resulted
inalost tine accident greater than 3 days. MP 311 B is owned and operated by GOM
Shel f LLC (GOM Shel f)

SEQUENCE OF EVENTS:

On 3 March 2023, the two LSS Technicians arrived at MP 311 B. Their assignnent was to
wor kover, repair, and lubricate all well casing valves. According to the statenent
fromlInjured Person #2 (I P #2), their job started at 0600 hours with the signing of
the LSS Job Safety Analysis (JSA) by the Person In Charge (PIC). The PIC was a
contractor working for Island Operating.

On 12 March 2023, at approximately 1600 hours, the technicians had conpleted their
work on 17 casing valves, and had 3 valves left to finish. The technicians were in the
process of greasing and opening and cl osing the production casing val ves of the QAY B-
18 when they heard a sound of gas flow ng through the valve. The B-18 well is an out-
of -service well with dual 2 inch production casing valves installed flange to fl ange.

At 1628 hours, one of the LSS technicians (IP #1) imediately attenpted to shut the
production casing valve closest to the tree. Wiile IP #1 was shutting the valve, the 1
inch SS tubing innmedi ately downstream of the dual casing valves ruptured. The force of
t he escapi ng gas knocked IP #1 off the 4 foot alum num stand he was standing on to
operate the nanual valves, down onto the grating 4 feet below. |P #2 was standi ng
about 2 feet fromthe tree when the tubing ruptured. IP #2 was hit in the face and
chest by the force of the gas and was knocked backwards off his feet onto the deck as
well. As | P #2 gained his senses, he struggled to his feet and attenpted to render aid
to I P #1 who appeared dazed, while laying on the deck. IP #2 attenpted to drag |IP #1
out of harmis way of the escaping gas, but was unable to nove himvery far. |P #2
headed up the stairs to get help and activated one of the Energency Shutdown (ESD)
stations al ong the way. Personnel on the top deck, after hearing the | oud expl osion

i medi ately activated the ESD as well, and headed downstairs to assist. |IP #1 was then
renoved off the deck and carried to a safe location. A GOM Shel f Operator then cl osed
t he production casing valves on the B-18 well and isolated the pressure so that the
remaining gas in the line bled down. 1P #1 was placed on a stokes litter and carried
to the top deck where he was brought into the Living Quarters. IP #1 was placed on a
bed and provided first aid to mininize his pain as much as possible. The PIC

i mediately notified the Field Foreman of the incident and then notified the Field
Medi c, who was housed at MP 289 C. Due to weather restraints, this day was a “No fly
day”, making evacuating the IP #1 difficult.

At 1700 hours, the after-hours BSEE representative was contacted by a GOM Shel f
representative to report the incident. GOM Shelf then sent a follow up email. A GOM
Shel f investigation team arrived the next day.

At 1800 hours, the Medic arrived to MP 311 B by boat, 2 hours after the incident
occurred due to the weat her constraints. The Medic provided nmedical attention to IP #1
to stabilize his injuries and then adm nistered an IV. IP #2 was briefly exam ned by
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the Medic but was determned to be okay with no trauma observed at that tine.

At 1830 hours, Air-Med (Acadi ana) departed Lafayette after being contacted for
energency night helicopter service. The Air-Med arrived in New Ol eans, took on fuel
and departed from New Ol eans at 2000 hours.

At 2100 hours, the Air-Med arrived at MP 311 B. The Medical Technician arrived and
prepared | P #1 for travel and then the Air-Med helicopter departed at 2135 hours for
University Medical Center (UMC) in New Ol eans.

On 16 March 2023, bubbl es were di scovered seeping fromthe 9-5/8 inch casing flange

| ocated at the base of the tree of well B-18. Notifications were i mediately made to
GOM Shel f managenent, and a casi ng di agnostic was executed to renbve pressure and
confirm hol ding of current Punp Through Plugs (PTPs). The results were that the | ower
PTP was | eaki ng.

BSEE | NVESTI GATI ON

On 14 March 2023, two (2) New Orleans District (NOD) BSEE | nspectors, who were al ready
i nspecting a nearby |ocation, were rerouted to MP 311 B to investigate the incident,

t ake photos and request docunents. Docunents received were as follows: Personnel On
Board (POB) list, February’'s Monthly Safety System Report, Wtness Statenments, LSS s
JSA and interviewwith the PIC

On 15 March 2023, at 1000 hours, the BSEE NOD Accident |nvestigator (Al) and one BSEE
NOD Production Inspector arrived on location to begin their investigation. The GOM
Shel f pl atform producti on personnel had a crew change earlier that norning. The Al
interviewed the PIC on board and the LSS Senior Technician. The BSEE Al and | nspector
perfornmed a wal kt hrough of the incident area, which consisted of the subcellar deck
Pressure nonitoring trends off of the Supervisory Control and Data Acquisition (SCADA)
System were requested and received.

On 25 April 2023, the BSEE Al nade a followup flight to MP 311 B. The Al found
through interviews that the GOM Shelf operators had not been verifying casing
pressures. Instead, they were relying on their SCADA systemreport which depended on a
sensing line that was isolated fromthe casing pressure. A 3-day trending chart,
obtained prior to the incident, printed out zero (0) pressures on the B-18 production
casi ng. Because the casing valves were closed, this 0 psi reading on the SCADA system
was i naccurate, and not indicative of the actual casing pressures on the well. As
such, this pressure junped up to 4330 psi as IP #1 worked the two casing valves. In
addition, the BSEE Al gathered through GOM Shel f's investigative report that the
casing pressure was caused by downhole well integrity issues. Operators were found to
have not been nonitoring casing pressures at the required intervals. This was
confirnmed in the GOM Shelf's internal investigative report

The BSEE I nvestigation has determ ned that, when the two (2) LSS Technicians arrived,
they were under the inpression that there was zero (0) pressure on the B-18 wel |l
producti on casing. They were not advised of any special concerns or hazards that they
needed to be aware of when asked. In the interview of the LSS Technicians, it was
reveal ed that they were told by the PIC, “go figure it out, do your job”. The failure
to performa pre-job hazard wal kt hrough was confirned in the GOM Shel f's interna

i nvestigative report.

During the investigation, BSEE reviewed the currently approved draw ngs for the
facility and found nultiple inconsistencies with the installation and the draw ngs.
The drawi ngs show the gas lift check valve at the well head, the 2" casing valve, the
1" ball valve, and tubing are rated for 10,000 psi, and the gas lift tubing upstream
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of the check valve is rated for 1440 psi. According to the Safety Fl ow Di agrans
(SFDs), the shut-in tubing pressure (SITP) of well B-18ST was 2535 psig. However, the
SITP was actually greater than 4000 psi. The gas lift tubing was actually rated for
3100 psi. In addition, the approved SFDs for the facility only show one casing val ve,
but the well actually had 2 casing valves. Therefore, nultiple inconsistencies with

t he approved drawi ngs, and what was actually installed in the field contributed to
this incident.

GOM Shel f's investigation reveal ed that “The MP 311 B-18 wel |l head had a grease zerk
that develop a leak in July 2021 which required well intervention to nitigate the

| eak. Two tubing plugs were set during this intervention and the tubing and casing
were bled to OPSI. The grease zerk repair was conpleted on 7/14/21. The Production
casing pressure on B-18 started increasing on 7/15/21. A casing diagnostic was not

perfornmed when the trigger pressure was reached post grease zerk renediation.”

After thorough exam nation and analysis of the information presented and obtai ned, the
BSEE i nvestigation has confidently arrived at the foll owi ng concl usi ons:

The pl atform pi ping and tubing was not built to the approved drawings. This directly
led to the overpressure event when the casing pressure was introduced to the 1-inch
t ubi ng.

GOM Shel f failed to nonitor the casing pressure. This led to the workers not know ng
the pressure that was on the casing.

GOM Shel f failed to performa pre-job safety neeting before starting work. This al so
led to the workers not knowi ng what pressure was on the casing before work.

GOM Shel f failed to carry out a vital casing pressure diagnhostic, resulting in the
i nci dent. Had GOM Shel f performed this diagnostic, any downhol e issues in the well
could have been identified and resolved, elininating the root cause of the casing

pressure.

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

Human Performance Error: Not aware of the hazards. The LSS Techni ci ans were unaware of
the hazard (extrenmely high gas pressure, 4330 psi) upstream of the 2 inch production
casing valve prior to starting their job.

Equi pnent Failure: Capacity exceeded. Tthe 1 inch SS production casing tubing line
(rated for approximately 3100 psi) was overpressured by the 4330 psi flowing fromthe
well into the production casing.

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

Hurman Perfornmance Error: Not aware of the hazards. Operators failed to nonitor the
casing pressure on the well.

Hurman Performance Error: Not follow ng procedures. Operators failed to performa
casing diagnostic as required by regul ations.
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20. LI ST THE ADDI TI ONAL | NFORVATI ON:

The failure of the possible downhole safety devices in the B-18 well is being reviewed
by the BSEE New Ol eans District (NOD) Well Operations Engineers with the submttal
and approval of an APM focused on renediating the pressure source. APM - Renedi ate
SCP, API# 17-724-40892-01.

On 25 April 2023, the BSEE Al nade a follow up flight to MP 311 B to exam ne the
current nethods GOM Shel f has adopted to nonitor production casing pressures. Upon
arrival, it was nmentioned that the platformhas been shut in since 16 April 2023, due
to shortage of available gas |lift gas for the area. All SCADA sensing lines that were
used to nonitor production casing pressures have been renoved. Al 2 inch production
casing isolation valves are operational. New pressure gauges and needl e val ves have
been installed on all well casings and the operators are required to physically open
and cl ose the val ves when pressure readi ngs are being taken. Operators are no | onger
allowed to only observe the casing pressure readings in the control roomoff the SCADA
System Leaki ng downhol e plugs have been replaced and there is no | onger pressure
build up in the casings.

DATES OF ONSI TE | NVESTI GATI ONS
March 14, 2023
March 15, 2023
March 25, 2023

21. PROPERTY DAMAGED: NATURE OF DAMACGE:

A section of 1 inch SS tubing, a 1 inch Rupt ured by hi gh pressure gas
tubing ball valve, 1 inch tubing fittings;
a section of 3/8 inch SS tubing

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

BSSE recommends that a Safety Alert is generated enphasi zing the inportance of accurate
readings with regards to critical pressure data. Recommend operators of dry trees on gas
lift ensure that their tubing and valves are rated per their approved draw ngs.

23. PGSSI BLE CCS VI OLATI ONS RELATED TO ACClI DENT: YES

24, SPECI FY VI OLATI ONS DI RECTLY OR I NDI RECTLY CONTRI BUTI NG NARRATI VE:

G 110 C 30 CRF 250.107, 250.401(e) — QOperators did not performa pre-job wal kt hrough to
det erm ne potential hazards.

G 115 The facility was not operating in accordance w th approved draw ngs.
P-414 The operator failed to nonitor casing pressure.
P-416 The operator failed to performa casing diagnostic when required.
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACC| DENT CLASSI FI CATI ON: For Public Release

14- MAR- 2023

ACCI DENT | NVESTI GATI ON PANEL FORMED:

26. Investigati on Team Menbers/ Panel Menbers: 29.
NO

Brian Wlson (Ofice) / Gerald Taylor /
Jarrett Emlien / Terrence Hayes / OCS REPORT:

27. OPERATOR REPORT ON FI LE:
30. DI STRICT SUPERVI SCR:

Davi d Trocquet

APPROVED
DATE: 27-JUL- 2023
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