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- MAR- 2024

2. OPERATOR Talos ERT LLC
REPRESENTATI VE:
TELEPHONE:

CONTRACTOR:  SCHLUMBERCGER
REPRESENTATI VE:
TELEPHONE:

TI ME: 0700

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG Coi | Tubi ng
DAVAGEDY DI SABLED SAFETY SYS.

[ |1 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:

For Public Release

ON SI TE AT TIME OF | NCI DENT: ] PRODUCTI ON
|DRILLI NG
4. LEASE: (26664 X| VORKOVER
AREA: GB LATI TUDE: B (ngt/réng (E);
ocK: LONG TUDE: —
BLOCK: °06 | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM | | DECOMM SSI ONI NG
RIG NAME: HELT X" Q 4000 PA PI PELI NE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: ] EXPLORATI ON( POE) [] OTHER
DEVEL OPNENT/ PRODUCTI ON
( DOCDI POD) 9. CAUSE
7. TYPE: i
| NURIES R HOVAN ERROR
[] H STORIC I NOURY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
X| RWJT (>3 days) 0 1 ] OTHER
| | FATALI TY
Qther Injury 10. WATER DEPTH: 2249 FT.
11. DI STANCE FROM SHORE: 131 M.
POLLUTI ON
FI RE 12. WND DI RECTION:  ESE
EXPLOSI ON SPEED: 12 MP.H
LVC [7] H STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H,
SURFACE
D DEVERTER 14. SEA STATE: 3 FT.
[[] SURFACE EQUI PMENT FAI LURE OR PROCEDURES 15. PICTURES TAKEN: YES
CoLLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN. YES
MVB - FORM 2010 PAGE: 1 OF 3
EV2010R 02- JUL- 2024



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

I nci dent Sunmmary:

On 20 March 2024, at approximately 0705 hours, a shoulder injury occurred on the Helix
Energy Sol utions Q 4000 sem subnersible vessel during well workover (enhance
production) operations for Talos ERT LLC (Tal os) at Garden Banks (GB) Bl ock 506.

Sequence of Events:

On 20 March 2024, a Schl unberger Punp Operator, the Injured Party (I1P), sustained a

| eft shoulder injury while attenpting to junp across fromthe Coil Tubing Contro
Cabin onto the Coil Tubing Reel Platformlocated about 12 feet in height above the
deck to install the Universal Tubing Length Monitor (UTLM onto the Coil Tubing Guide
Counter Head. During the transition over the four-foot gap with a one-foot eight-inch
rise in elevation, the IPlost his footing, and started to fall fromthe Coil Tubing
Cabin. As he was falling, he grabbed the Coil Tubing Cabin crash frame with his left
hand injuring his left shoulder. The IP was evacuated fromthe Helix Q 4000 for
onshore nedi cal evaluation at 1010 hours on a nedevac helicopter. The |IP was di agnosed
with a dislocated shoulder and a torn abrum He was released to restricted work duty.

BSEE | nvesti gati on:

On 20 March 2024, the Bureau of Safety and Environmental Enforcenent (BSEE) Lafayette
District conducted an onsite Incident Follow up Investigation on the Helix Q 4000.
BSEE net with Tal os representati ves and gat hered incident related docunents including
Schl unberger Job Safety Anal ysis, Schlunberger Pernmit to Work, Schl unberger
phot ogr aphi ¢ docunent ati on, and wi tness statenments. BSEE inspected and conducted
phot ogr aphi ¢ docunent ati on of the incident scene. BSEE | earned that at the tinme of the
incident, the IP was wearing a fall protection harness attached with a self-retracting
| anyard for vertical fall protection.

The BSEE I ncident Investigation Team concluded that the |P failed to follow the

Schl unber ger working at heights Job Safety Analysis. The Job Safety Anal ysis called
for the use of a | adder to access the Coil Tubing Guide Counter. The |IP made the
decision to junp fromthe Coil Tubing Control Cabin to the Coil Tubing Reel Platform

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

Human Performance Error: The BSEE Incident |Investigation Team determ ned that the
probabl e cause of the incident was due to human error/poor judgenent by the

Schl umber ger Punp Operator, the IP, who attenpted to junp across a 4-foot gap to the
Coil Tubing Reel Platformfromthe Coil Tubing Cabin.

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

Management Systens: BSEE' s investigation into this incident identified that the

Schl umber ger Punp Operator, the |IP, failed to follow working at heights requirenments
as stated in the Wrking at Heights section of the Job Safety Analysis that included
maki ng use of a | adder of adequate height.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

Li st of Appendi ces:
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For Public Release

21. PROPERTY DAMAGED: NATURE OF DAMAGE
No property was damaged during this Not appli cabl e
i nci dent.

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

The BSEE Lafayette District makes no recomrendati ons to the O fice of Incident
I nvestigations regarding this incident.

23. PGCSSI 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:

A G 110 Incident of Non-Conpliance was issued on 2 April 2024 to docunent that Tal os ERT
LLC Corporation (Talos) failed to conply with the regulatory requirenent to operate in a
safe and workmanl i ke manner. On 20 March 2024, a Schl unberger Punp Qperator injured his

| eft shoul der while attenpting to cross over fromthe Coil Tubing Control Cabin onto the
Coil Tubing Reel Platformw thout the use of a required | adder as stated in the Job Safety
Anal ysis. On 20 March 2024, Lafayette District BSEE Inspectors arrived on |ocation and
conducted an Incident Follow up Investigation. BSEE di scovered that the Schl unberger Punp
Qperator, the Injured Person (IP), had stepped outside of the Coil Tubing Cabin crash
frane while attached to a fall protection harness with a Self-Retracting Lanyard and
attenpted to cross over onto the Coil Tubing Reel platformto install the Encoder (UTLM
onto the Coil Tubing Guide Counter Head. During the transition over the four-foot gap
with a one-foot eight-inch rise in elevation, the IP lost his footing, started to fal
fromthe Coil Tubing Cabin and during the fall, he grabbed the Coil Tubing Cabin crash
with his left hand injuring his left shoulder. The IP required evacuation fromthe Helix
Q 4000 for onshore nedi cal evaluation and required nedical treatnent beyond first aid.

Tal os ERT LLC nust provide a letter of explanation within 14 days to the Lafayette
District Wll Operations Supervisor on the above Incident of Nonconpliance along with its
plans to prevent any future incidents of this nature.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON
20- MAR- 2024
26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED
NO
OCS REPORT:
27. OPERATOR REPORT ON FI LE: 30. DI STRI CT SUPERVI SOR:

Mar k Mal brue

APPROVED
DATE: 20- JUN- 2024
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