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: 04- APR-2024 TIME: 2230 HOURS | |CRANE
. OTHER LI FTI NG
2. OPERATOR Renai ssance O f shor e, LLC | DAMAGEDY DI SABLED SAFETY SYS.

REPRESENTATI VE:

TELEPHONE:

CONTRACTOR: Cajun Cutters
REPRESENTATI VE:

TELEPHONE:

[ |1 NCI DENT >$25K
|H2S/ 15M N. / 20PPM
|REQUI RED MUSTER

|_|SHUTDOWN FROM GAS RELEASE
OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:

ON SI TE AT TIME OF | NCI DENT: [X] PRODUCTI ON
| DRILLING
4. LEASE:  @2274 || WVORKOVER
AREA: VR LATI TUDE: || ﬁ@fég%
OCK: LONG TUDE: —
BLOCK: 369 | MOTOR VESSEL
| PI PELI NE SEGVENT NO
5. PLATFORM A | | DECOVM SSI ONI NG
RIG NAME: PA PI PELI NE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: ] EXPLORATI ON( POE) [] OTHER
DEVEL OPMENT/ PRODUCT! ON
( DOCD/ POD) 9. CAUSE
7. TYPE: i
| NJURI ES: [ | EQUI PVENT FAI LURE
X| HUMAN ERROR
[] H STORIC I NILRY | EXTERNAL DAVAGE
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
X| LTA (>3 days) 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: 100 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H
LWC ] 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

On April 5, 2024, at 8:43 AM Renai ssance Offshore LLC. (Renai ssance) reported an
injury that required evacuation fromthe Vernilion 369 Al pha platform (VR-369A), |ease
@02274. Renai ssance reported,” The incident occurred when the Injured Person (IP) was
reconfiguring a tree cap connection for tenporary equi pnment when trapped pressure from
the valve cavity was rel eased.” An enployee of Cajun Cutters Inc. (Cajun Cutters),
hereafter referred to as the injured person (IP), was inpacted by the rel ease of gas
pressure fromthe open top of the tree of well A-15.

On April 4, 2024, at approxinmately 6:00 AM a platformsafety neeting was held to

di scuss the tenporary production piping and equi prent for the depressurization of
Stingray Pipeline, LLC 20-inch pipeline (Segment No. 10875) through KAH- 20275 (Segnent
No. 20275), a 4-inch departing pipeline at VR-369A. The VR-369A platformwells were to
be shut in, while still receiving incom ng production fromthe VR-408A pl atform
Persons on board were a field supervisor enployed by Renai ssance, a |ead operator
(Platform PIC) and a C-operator enployed by Danos, a Mechanic and an A-operator

enpl oyed by Dynani c Production Services (Dynamic), an A-operator and a scaffold
bui |l der enpl oyed by Gulf South Services Inc. (GSSI), a specialist tech enployed by

Ri ver Rental Tools, a welder and rigger enployed by Cajun Cutters, and a cook enpl oyed
by Premier Catering. The A-operator enployed by Dynanic was inforned that he woul d be
wor ki ng ni ghts upon arrival that day and was instructed to rest before the overnight
shift.

On April 4, 2024, at approximately 2:27 PMthe platformwas shut in by the platform
operators and pressure fromthe tie-in points was bled to zero. After verifying the
pressure was renoved, Cajun Cutters renoved a section of pipeline piping and installed
a flange connected with a 2" high-pressure hose. After the installation at the

pi pel i ne, work began on the production deck at the Test Separator (MBD-1000). The Test
Separator outlet was connected to the Bl owdown Header with 2" high pressure hose. At
approxi mately 10:00 PM Cajun Cutters took a break, discussed what was next and how
they woul d proceed. They agreed to proceed and began renoving the tree cap adapter

fl ange above the crown valve on well A-15. At approxinmately 10:30 PM while installing
a new flange to accept the high-pressure hose, an unexpected rel ease of pressure from
the top of the well tree contacted the IPs left eye and the left side of the IP's
face. The I P was provided first aid with eye wash bottles, clean bandages and Advil
After first aid, the decision was made to request a medevac flight. On April 5, 2024,
at approximately 12: 20 AM the platformwas notified that the medevac flight would
arrive at 1:20 AM The Medevac departed VR-369A with the IP at 1:34 AMand was flown to
Laf ayette General Hospital to receive energency treatnment. The IP has received
treatments to renove foreign substances fromthe eye, incurred partial pernanent
hearing | oss, and has been evaluated for future eye surgeries follow ng the incident.
As of June 26, 2024, the IP has not been released to full duty.

On April 12, 2024, the Bureau of Safety of Environnmental Enforcenent (BSEE) Lake
Charles District investigators (investigators) conducted an onsite incident

i nvestigati on. The BSEE investigators met with the Renai ssance representatives at

VR- 369A and received a briefing of the incident. The investigators collected al
prepared witness statements, collected pictures taken by Renai ssance, collected job
safety analysis (JSA), collected Lockout/Tagout paperwork, and the persons on board
(POB) paperwork. Wile on-board, BSEE investigators also took photos of the well bay,

i nterviewed personnel that were involved during or after the incident, and conpleted a
physi cal inspection of well A-15. A recent Surface Controlled Sub-Surface Safety Val ve
(SCSSV) test was collected indicating the A-15 well had a shut-in tubing pressure of
1195 psig. Wtnesses stated that the A-15 well had 800 psig of pressure at the top of
the well tree before the pressure was bled to zero above the Surface Safety Val ve
(SSV). Investigators also requested a copy of procedures outlining the job steps used
to conplete the task. Renai ssance was not able to provide such docunents.
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For Public Release

On April 17, 2024, investigators traveled to Cajun Cutters office in Houma, LA to
conduct interviews with the IP (welder) and his hel per (rigger). Recorded interviews
were conducted with both Cajun Cutters enpl oyees. The IP presented pictures of his
injuries to investigators and provi ded copies. Cajun Cutters provided copies of the
enpl oyees witten statenents with investigators.

The BSEE investigators reviewed witten statenments received from Renai ssance, as well
as interviews with persons on duty at the tinme of the incident. In nore than one
statenent, personnel clained to have heard a process alarm nonents before the pressure

rel ease. Statenents included such comments as” ‘The tree blew up with pressure,’ ‘It
was so loud,” and ‘| heard what sounded |like a gas rel ease @10:30 PM | got out of
bed and got dressed.’ “Wtnesses estinmated the rel ease of gas, fromthe open crown

val ve, lasting from2 to 5 seconds

The BSEE investigators revi ewed photographs taken during the investigation as well as
phot ographs provided to the BSEE by Renai ssance. These phot ographs incl uded
reenactnents of the I P and hel per’s body positions with a novable access platformwith
stairs measuring approximately 36 inches by 36 inches w de and 48 inches high
positioned next to the well. The I P and hel per exited the access platformto obtain

t he body positioning and strength needed to unbolt and replace the tree cap adapter at
the top of the A-15 well. The IP was standing with one foot on the SSV the other on
the noveabl e platformand the hel per was standing on flowine wing valve of the A-15
well. This position placed the top of the well tree at the I P and hel per’s nidsection
with them | ooking down at the tree cap.

Whi |l e conducting interviews, it was noted that the operator on duty (Dynamic), during
the night shift, had arrived at the platformearlier that day and had never worked at
VR- 369A previously. The night shift operator’s duties included routine production
operations of the platform including maintaining the inconm ng production from VR 408A.
The IP stated in his interview that he had a conversation with the PIC before renoving
the tree cap adapter to verify that they would continue working to conplete the work
before the boat’s schedul ed arrival at 3:00 AM

The BSEE investigators revi ewed the JSAs and Lockout/ Tagout paperwork for renoving and
installing gas pipeline piping. Cajun Cutters’ JSA discussed “not follow ng procedure
and stored energy as potential hazards” and “100% contai nment and checki ng for
pressure” as steps to elimnate hazards, or “reduce risks to an acceptable |level.” The
scaffold builder (GSSI), who was assisting with the job, was not listed on the JSA. No
site specific JSA was prepared di scussing job steps or body positioning. According to

t he paperwork provided, Lockout/Tagout of the A-15 | ower nmnual naster valve was not
installed until after the incident occurred. No record of Lockout/Tagout was provided
to the BSEE investigators for the automatic surface safety valve. Likew se, no Lockout/
Tagout paperwork was provi ded for any other valves associated with the A-15 well.

The BSEE investigators have determ ned Renai ssance did not inplement their Lockout/
Tagout to ensure positive isolation of all A-15 well tree valves thus preventing
acci dental release of pressure fromthe wellbore and escape of pressure froma val ve
cavity. Renai ssance reported that trapped gas pressure was rel eased froma val ve cavity
but did not identify which valve the pressure was released from However, during the
i nvestigation, witnesses stated that no nmanual valves on the A-15 well tree were
mani pul ated at the time of the incident. Renai ssance designated an operator with no
previous platform specific experience as the sole operator on duty of the overnight
shift. The night operator arrived at VR-369A the norning of the incident. There were no
written procedures provided to the BSEE investigators, nor witten instructions
provi ded to personnel that would specify which valves had been isolated and ensure al
pressure had been renoved. The IP was on duty for 15.5 hours, from6:00 AMuntil the
time of the incident at approximately 10:30 PM No safe working surfaces were provided
around the entire A-15 well which contributed to the poor body positioning of the IP
and helper.
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For Public Release

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

Wor k Envi ronment :

Lockout/ Tagout was not inplenmented to ensure positive isolation of all A-15 well tree
val ves thus preventing accidental release of pressure fromthe wellbore and escape of
pressure froma valve cavity.

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

Super vi si on/ Per sonnel training:

Renai ssance designated an operator with no previous platformspecific experience as
the sole operator on duty of the overnight shift.

Managenent systens:

There were no witten procedures provided or instructions provided to personnel that
woul d speci fy which valves had been isolated and ensure all pressure had been renoved.
No safe working surfaces were provided around the entire A-15 well which contri buted
to the poor body positioning of the I P and hel per

Human perfornmance error

The IP was on duty for 15.5 hours, from6:00 AMuntil the time of the incident at
approxi mately 10: 30 PM

20. LI'ST THE ADDI Tl ONAL | NFORVATI ON

N A

21. PROPERTY DAMAGED: NATURE OF DAMAGE

N A
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lake Charles District has no recommendati ons for the Ofice of Incidents at this
tinme.

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:

G 110 DOES THE LESSEE PERFORM ALL OPERATIONS IN A SAFE AND WORKMANLI KE MANNER AND PROVI DE
FOR THE PRESERVATI ON AND CONSERVATI ON OF PROPERTY AND THE ENVI RONMENT?

1. Lockout/Tagout was not inplenented to ensure positive isolation of all A-15 well tree
val ves thus preventing accidental release of pressure fromthe well bore and escape of
pressure froma valve cavity.

2. Renai ssance desi gnated an operator with no previous platformspecific experience as the
sol e operator on duty of the overnight shift.

3. There were no witten procedures provided to the BSEE, nor witten instructions

provi ded to personnel that would specify which val ves had been isol ated and ensure al
pressure had been renoved.

4. No safe working surfaces were provided around the entire A-15 well which contributed to
the poor body positioning of the | P and hel per
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25. DATE OF ONSI TE | NVESTI GATI O\: 28. ACCI DENT CLASSI FI CATI ON: For Public Release
12- APR- 2024 M NOR

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 STRICT SUPERVI SCR:

Beau Boudr eaux

APPROVED
DATE: 22-JUL- 2024
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