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 [ | STRUCTURAL DAMVAGE
DATE: 19-JUN-2022 TIME 0930 HOURS  [X/CRANE
_ OTHER LI FTI NG
2. CPERATOR Cox Cperating, L.L.C | DAMAGED DI SABLED SAFETY SYS.
REPRESENTATI VE: :| NCI DENT >$25K
TELEPHONE: |H2S/ 15M N. / 20PPM
CONTRACTOR: DANGCS, L.L.C. | _|REQUI RED MUSTER
REPRESENTATI VE: | |SHUTDOWN FROM GAS RELEASE
TELEPHONE: | |OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SI TE AT TI ME OF | NCI DENT:

[X| PRODUCTI ON
4. LEASE. (01083 | | DRILLING
AREA: Wo  LATI TUDE: | VORKOVER
BLOCK: 73 LONG TUDE: | { COVPLET] ON
: | | HELI COPTER
| MOTOR VESSEL
5. PLATFORM C | PI PELI NE SEGVENT NO
RI G NAME: | | OTHER
6. ACTIVITY: ] EXPLORATI ON( PCE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ POD)
7. TYPE: _
| NJURI ES: X| EQUI PMENT FAI LURE
[[] HI STORI C I NJURY X %QN&?RSENAGE
OPERATOR CONTRACTOR ™ sLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 | WVEATHER 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
11. DI STANCE FROM SHORE: 17 M.
POLLUTI ON
FI RE 12. WND DI RECTION: NE
EXPLOSI ON SPEED: 16 MP.H
LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: 3 FT.

[[] SURFACE EQUI PVENT FAI LURE OR PROCEDURES 15. Pl 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 SUMVARY

On 19 June 2022 at 0930 hours at West Delta (WD) 73 C, Lease nunber OCS-G 01083
during personnel transfers fromthe Mdtor Vessel (MV) Sapphire to WD 73 C by
personnel basket, the basket cane in contact with a scrap iron basket. The i npact
caused 1 of the 8 individuals to fall 2-3 feet fromthe personnel basket to the deck
of the MV, injuring his right foot. The Injured Person (IP) was seen by a nedic and
t hen evacuated by helicopter for further nedical evaluation by a physician onshore.
Post nedi cal evaluation revealed that the | P suffered a fractured right heel. There
were no other injuries or damages to equi pnent. Cox Operating LLC (Cox) is listed as
the operator of the platform

SEQUENCE OF EVENTS:

At 0600 hours on 19 June 2022, the Utim Wrk Authority (UM) prepared and reviewed a
Job Safety Analysis (JSA) report for the task of offloading construction crew
personnel fromthe MV Sapphire with the use of the 8-man personnel basket.

At 0930 hours, the personnel basket, with the JSA attached, was | owered and waited for
the MV to back into position under the basket. Al personnel involved with the
transfer were required to review then sign the JSA. As the personnel basket |anded on
deck, the JSA was renoved then signed by the approaching riders as they began placing
their baggage in the designated areas. As personnel, wearing their approved personne
floatation devices (PFD), began getting on the basket, the MV began drifting away
fromthe platform The boat captain was having a difficult tinme keeping the boat
centered under the crane boomtip. The crane operator could not boom any further down
to keep the lifting block and hook centered over the personnel basket. He was
concerned that the continuing drifting MV would cause the basket to be dragged across
the deck with personnel

The crane operator nade the decision to imediately lift or hoist up the basket, even
t hough the deckhand had not given the [ift-up signal or secured the tag line in hand.
Conmmuni cati on nethods used for the lift were: Between the crane operator and the
captai n — handhel d radi os; between the crane operator and the deckhand/rigger — hand
signals; between the captain and deckhand — boat PA system The basket began draggi ng
across the deck of the boat with the 8 riders holding on. At approximately 2 feet off
t he deck, the basket made a sudden contact with a 4 in x 8 foot x 12 foot scrap iron
basket stored on the deck. The IP was not able to hold on,lost his grip, and was
reported to have fallen/junped off the basket, landing on his right foot. His right
foot becane entangled in the trailing tagline, causing himto fall backwards. As the
personnel basket continued draggi ng across the deck, carrying the 7 riders, the IP was
dragged al ong towards the rear of the vessel. The quick action taken by the deckhand
enabled himto untangle the tag line and free the IP's leg. Once freed, the personne
basket continued up and away fromthe MV until it reached the top deck of the
platformto safely offload the 7 remaining riders. The platformnedic was | owered back
down on to the MV to provide nedical assistance. The I P was then transported (by
personnel basket) up to the platformwhere he was evacuated by helicopter to shore
base and transported to the OMS clinic in Houma LA for further medical evaluation. Cox
reported the incident to the Bureau of Safety and Environnental Enforcenment New
Oleans District (BSEE NOD).

BSEE | NVESTI GATI ONS
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. _ _ L _ For Public Release
The BSEE Acci dent |Investigator (Al) received notification of Wb 73 Cs Lost Tine

Acci dent (LTA) on 24 Jun 2022. The Al requested, received, and reviewed the foll ow ng
docunents: The JSA for the personnel lift operation; Cox's Crane Pre-Use |Inspection
Report for June; June’'s Personnel Basket |nspection Report; Crane Operator’s
Certificate; Cox's Safety Alert Bulletin dated June 20, 2022; Cox’s Incident Analysis
Sunmary Report of June 19, 2022; Cox’'s Lessons Learned Report; and 10 wi t ness
statenents and photos. After review ng the docunents, the Al started an Incident

Fol  ow-Up Report (IF), began the BSEE 2010 Report, and submitted the incident into the
el nspection Reporting System The Al made an onsite visit to WO 73 C on 07 Decenber
2022 and net with the 2 Person(s) In Charge/Utimte Work Authority (PIC/UM) on

boar d.

The Al found several factors that possibly lead up to the incident. First, the JSA was
not signed by any of the MV Sapphire personnel. It was nmentioned by the PIC that the
MYV conpl eted their own separate JSA. Second, prior to or during the lift, the boat
had engi ne problens but did not conmunicate these issues with platform personnel. The
MV Sapphire was running only on one nain engine per the witness statenent submtted
by the deckhand. Al so, there were conmnunication problens with the handhel d radi os used
to comuni cate between the crane operator and MV captain. The investigation findings
al so noted that several personnel basket riders had concerns prior to the lift but did
not voice these concerns. In fact, several riders put in their statenments that they
could tell that "the crane boomtip was not centered" before the |ift started.

The action taken by the crane operator was inappropriate for that situation. The
lifting of the personnel basket while not centered under the boomtip created a
pendul um swi ngi ng effect. The deckhand was attenpting to tell the 8 riders “to get off
t he basket” just as the crane operator was starting to pick up. According to "Best
Practices," the nore appropriate action would have been to | ower the fastline down,
wher eas t he basket woul d have col |l apsed forcing the riders to step off and back away.

BSEE al so determined that the condition of the back deck of the MV Sapphire
contributed to the incident. As shown by photos obtained by the investigator, the deck
was crowded with equi pnment, tool boxes, baskets, a wel ding machine, and bottle racks,
which left a small narrow area for landing and lifting the |large 8-man personnel
basket. It required the deckhand to guide and control the personnel basket with the
tag line to safely land and when lifting the basket, to and fromthe MV.

I N CONCLUSI ON

BSEE has determ ned that all possible hazards associated with the transferring of
personnel fromthe notor vessel to the platformwere not identified and shared with
personnel involved in the Iift through the JSA process. The MV bei ng under powered
shoul d have been listed on a shared JSA to be di scussed and provide nmethods to prevent
an undesirabl e event. BSEE agrees with Cox’s assessnent that there were several
opportunities for multiple personnel to use Stop Wrk Authority.

BSEE al so determined that the crowded back deck of the MV Sapphire was a contri buting
factor.

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

Human Performance Error: Not aware of hazards. Not follow ng proper procedure. Rushing
to get job done. The 8 personnel should not have stepped onto the personnel basket

wi t hout ensuring that the MV was positioned stationary enough for themto board.

Al so, the crane operator should not have responded to the drifting MV by lifting up

t he personnel basket, especially, since the deckhand had not secured the tagline in
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hand. And the crane operator should not have lifted the basket mﬁfﬁ%ﬁ?ugﬁgdgﬁhease

signaling fromthe deckhand/ri gger

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

Equi prent Failure: [Inoperable equipnent: 1 Mdtor vessel engine failed. Crane operator
handhel d radi o not functional

Work Environment: Congested or hazardous workspace - The landing area for the
personnel basket did not have sufficient space for the | arge 8-nman personnel basket.

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

BSEE al so received the following data in the investigation

The MV Sapphire is not the regular field boat. It was contracted for the use by the
construction crew.

The deckhand/rigger conmuni cated with the crane operator through hand signals.

There was a +10 boat |anding area available at WD 73 Cin the event personnel could
not transfer by personnel basket.

21. PROPERTY DAMACED: NATURE OF DAMACGE:
N A N A
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

Ensure that all personnel involved with the personnel transfers fromthe W to the
platformare fanmiliar with/ and discussed all potential hazards that may affect the safe
outcone of the transfers. Use the JSA, JSEA Hazard Analysis, and pre-job safety neetings
processes to communi cate to everyone.

23. PGSSI BLE CCS VI OLATI ONS RELATED TO ACCI DENT: NO

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

N A
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI EOWLWC Release

07- DEC- 2022

ACCI DENT | NVESTI GATI ON PANEL FORMED:

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

Gerald Taylor /
27. OPERATOR REPORT ON FI LE: OCS REPORT:
30. DI STRI CT SUPERVI SOR:
Davi d Trocquet

APPROVED
DATE: 11- FEB- 2023
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