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: 20- AUG 2022

2. OPERATOR: Shel |
REPRESENTATI VE:
TELEPHONE:
CONTRACTOR:
REPRESENTATI VE:
TELEPHONE:

TI ME: 1007

O fshore I nc.

HOURS

[ IXI

For Public Release

[ | STRUCTURAL DANAGE

CRANE

| |OTHER LI FTING
| DAMAGEDY DI SABLED SAFETY SYS.
| NCI DENT >$25K

H2S/ 15M N. / 20PPM
REQUI RED MUSTER

SHUTDOMN FROM GAS RELEASE
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:  G05868 u m&/g‘;
AREA: NC LATI TUDE:  28. 15402604 — COVPLETI ON
BLOCK: 809  LONG TUDE: -89.10355357 | HELI COPTER
| MOTOR VESSEL
5. PLATFORM A-Ursa TLP | PI PELI NE SEGVENT NO.
Rl G NAME: X] OTHER Suspended Operation
6. ACTIVITY: ] EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCD/ POD)
7. TYPE: _
| NJURI ES: X] 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
Cther Injury 10. WATER DEPTH; 3970 FT.
11. DI STANCE FROM SHORE: 62 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON\:
EXPLOSI ON SPEED: M P. H.
LVC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: 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

I NCI DENT SUMVARY

On 20 August 2022, an incident requiring nuster occurred on the M ssissippi Canyon
(MC) 809 A - “Ursa”. Usa is a Tension Leg Platform (TLP) owned and operated by Shel

O fshore Inc. (Shell) operating 62 miles offshore in 3970 feet of water. A worker
entered into a Safe Welding Area (SWA) and noticed a snall flame emanating from an
unatt ended oxygen/acetylene cutting torch. The flame was quickly extinguished using a
near by portable fire extinguisher, and the area was secured. Qut of an abundance of
caution, the control room activated the general alarmcausing a full nmuster and a Fire
Team was di spatched to the scene. No flane, snoke or danage was observed by the Fire
Team at the scene. There were no injuries or pollution as a result of this incident.

SEQUENCE OF EVENTS:

On 20 August 2022 at 1007 hours, a worker entered into the SWA and observed a smal
flanme emanating froman unattended oxygen/acetylene cutting torch hanging fromthe

bul khead. The worker imediately notified the Control Room who then sounded the
CGeneral Alarmfor full muster and assenbly of the Incident Command System (1 CS) team
Si mul t aneously, the worker grabbed a nearby portable fire extingui sher |ocated inside
the SWA and extinguished the flane, securing the area. The Fire Team was dispatched to
the scene, but did not observe any flane, snoke, or danage. Meanwhile, the renaining
pl atform workers reported to their assigned nuster station. A fire watch was

desi gnated and posted in the SWA to nonitor and ensure no reoccurring flanmes appeared.
Al'l personnel at the nuster station were given the “all clear” and returned to their
duti es.

BSEE | NVESTI GATI ON

On 20 August 2022 at approxi mately 1500 hours, the Bureau of Safety and Environnenta
Enf orcement (BSEE) received notification on the incident with photos provided.

On 22 Septenmber 2022, Shell provided additional documentation and a root cause
analysis to the BSEE New Ol eans District office.

According to reports and docunentati on obtai ned by a BSEE Acci dent |nvestigator (Al),
it was discovered that a construction crew was working in the SWA shortly before 0900
hours. During this time, construction crews were utilizing a cutting torch to cut a
patch plate to size to be installed on a blast wall. Shortly after the cutting
commenced, construction personnel decided to use a plasma cutter in lieu of the
cutting torch. Reports stated that the cutting torch and hoses were then rolled up and
stored on a bracket hung on the wall. Specul ati ons suggest that a spark fromthe

pl asma cutter (while in use) ignited the acetylene side of the cutting torch resulting
in asmll flame. The estimated tinme the flanme burned before being di scovered by

anot her worker at 1007 hours was approximately 1 hour. No damage, pollution, or
injuries occurred fromthis incident.

CONCLUSI ONS:

The BSEE New Orleans District office determined that the torch bottle val ves were not
cl osed when finished with use, the torch Iines were not depressurized, and the
acetylene valve on the torch itself was not fully closed tight. As a result, sparks
fromthe plasma cutter came into contact with the torch head, and igniting a smal
flane fromthe acetyl ene side of the torch
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Shell’s corrective action to prevent future incidents of the saneF%%HBr%} W&Iyde
closing torch bottle val ves when NOT in use, depressurizing torch 19 He¥ A teF;%%§?le
val ves are cl osed, and checki ng equi pnent before work to ensure connections are tight.
In addition, Shell also reiterated that personnel utilizing the SWA should be m ndfu
of where the sparks are being directed, what is in the area, and how the spark
direction could affect itenms in the area.

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

e Human Performance Error - Inattention to task: Torch was stored away w thout cl osing
the bottle val ves, depressurizing the lines, and ensuring the torch head val ves were
fully tightened.

e Human Performance Error — Not aware of hazards: While workers were utilizing the

pl asma cutter, sparks cane into contact with the torch head causing the acetyl ene gas
| eaking fromthe torch to ignite

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

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

21. PROPERTY DAMAGED: NATURE OF DANAGE:

N A
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

23. PCSSI BLE COCS VI OLATI ONS RELATED TO ACCI DENT: NO

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

The BSEE New Ol eans District has no reconmendations for the Ofice of Incident
I nvestigations at this tine.
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For Public Release

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
20- AUG- 2022 29. ACCI DENT | NVESTI GATI ON
26. | NVESTI GATI ON TEAM MEMBERS: PANEL FORMED:  NO
Nat han Bradl ey OCS REPCRT:
27. OPERATOR REPORT ON FI LE: 30. DI STRICT SUPERVI SCR

Davi d Trocquet

APPROVED
DATE: 30- SEP- 2022
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