UNI TED STATES DEPARTMENT OF THE INTERIOR ..
BUREAU OF SAFETY AND ENVI RONVENTAL ENFORCEMENT ~°F FHUPiic Retease
GULF OF MEXI CO REG ON

ACCIDENT INVESTIGATION REPORT

1. OCCURRED [ | STRUCTURAL DANAGE

DATE: 11-JUL-2024 TIME: 0730 HOURS : CRANE
) X[OTHER LI FTI NG Li f eboat Manual W nch
2. OPERATOR Manta Ray Gathering Conpany, L.L. [ pAMAGED DI SABLED SAFETY SYS.

REPRESENTATI VE: :| NCI DENT >$25K

TELEPHONE: H2S/ 15M N. / 20PPM
CONTRACTOR: Quality Process Services, L.L.C : REQUI RED MUSTER
REPRESENTATI VE: | [SHUTDOWN FROM GAS RELEASE
TEL EPHONE: | |OTHER

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

ON SI TE AT TIME OF | NCI DENT: [X] PRODUCTI ON
| DRI LLI NG
4. LEASE: || WVORKOVER
AREA: HI LATI TUDE: || OOHELVPI (LJSTDITCEJ;
BLOK A5 LOWETUDE ] MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM C | | bECOVM SSI ONE NG
RIG NAME: HPA le PELINE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: ] EXPLORATI ON( PCE) [] OTHER
DEVEL OPMENT/ PRODUCTI ON
( DOCD/ POD) 9. CAUSE:
7. TYPE: —
| NJURI ES: || EQUI PMENT FAI LURE
[[] HI STORI C I NJURY X EQTMESN/TRS;NAGE
OPERATCR CONTRACTOR ™ sLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 1 1 | WEATHER 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
First Aid 11. DI STANCE FROM SHORE: 35 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H
LVWC ] H STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: 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 Surmmary:

On July 11, 2024, at approximately 0730 hours, CGenesis Energy LP evacuated two

i ndividuals to Gal veston UTMB due to injuries sustained during a routine life capsule
i nspection at the High Island (H') A-5 Manta Ray Gathering Facility.

The Cenesis Operations Manager reported the incident to the Bureau of Safety and

Envi ronment al Enforcenment (BSEE) Lake Charles District (LCD) Ofice at 1138 hours on
the same day and forwarded the information to the Lake Jackson District (LJD) who then
began and conpl eted the investigation. A contract pipeline operator fromQality
Process Services (QPS) suffered a serious head injury, which required a nedivac to
UTMB in Gal veston. The second individual, a Genesis enployee, did not sustain any
injuries but sought evaluation due to trauma experienced during the incident. Sequence
of Key Events:

On July 11, 2024, the Cenesis Person in Charge (PIC) and QPS pipeline operator

injured person (I1P) conducted the weekly capsul e inspection. As part of this

i nspection, the PIC and I P |l owered the capsule 4 to 6 feet to verify the winch's
operations. The I P used the winch assist to |l ower the capsule fromthe upper deck near
the wi nch. The wi nch assist features a handl e designed to be renoved and stored when
not in use, and it should be renoved before operating the electric winch. After the IP
| onered the capsule and inspected the davits, the PIC infornmed himthat he would raise
the capsul e back up. The PIC engaged the electric winch fromthe | ower section using
the push button. As the wi nch operated, the PIC heard a bangi ng noise and i medi ately
stopped to investigate. The PIC saw the IP fall after struck in the head by the w nch
assi st handl e, which remained in the socket. The I P was unconsci ous and bl eeding from
the head. The PIC called for assistance via handheld radi o and began adni ni stering
first aid to the IP. At 0756 hours, Cenesis Health, Safety, Security, and Environnent
(HSSE) contacted a nedi vac service conpany out of Lake Charles for a nedivac. However,
medi vac conpany could not make it to the |ocation due to surrounding thunderstorns in
the area and subsequently called the United States Coast Guard (USCG. The USCG
arrived at the facility at 0957 hours. After an initial assessnment, the USCG departed
at 1033 hours, transporting both the injured IP and the PIC to University of Texas
Medi cal Branch (UTMB) in Galveston for evaluation and treatnent. The PIC was rel eased
that afternoon, the injured IP diagnosed with a fractured skull required surgery. As
of July 11th, at approximately 15:30 hours, the I P conpleted surgery and was in stable
condi ti on.

BSEE | nvesti gati on:

On July 11, 2024, the BSEE Inspector initiated contact with the Genesis Health,

Saf ety, Security, and Environnment (HSSE) nmanager to gather information regardi ng an

i ncident that had occurred. The BSEE | nspector requested a series of docunments and

evi dence, including wtness statenments, photographs of the relevant area, the

i nspection checklist, and a physical inspection of the site. However, due to weather
conditions, the BSEE LJD I nspector was unable to conduct an onsite visit the entire
week followi ng the incident report. The platformvisited by LIJD 7-27-24 to exam ne the
scene of incident. The I P sustained a skull fracture frominpact and significant bl ood
| oss, requiring surgery at UTMB Gal veston. The PIC experienced trauma fromthe

i nci dent and was advi sed by the doctor on scene to seek eval uati on and was rel eased
the sane day. According to the witness statenents gathered, the capsule was | owered 4
to 6 feet. Wien the capsul e was rai sed using the powered wi nch, the manual assi st
handl e remained in place and struck the IP on the head. The I P was positioned on the
upper section of the davit where the winch is |ocated, which is unnecessary during

wi nch operation. The wi nch assist handl e shoul d have been renoved before engagi ng the
powered wi nch. The BSEE | nspector concluded that the incident occurred because the

wi nch was engaged while the winch assist handle was still in place. The wi nch assi st
is a renovabl e netal handl e desi gned for nanual cranking of the vessel to the stops
and should only be inserted after the powered winch is di sengaged and stored when not
in use. A safety to override the handle in place and power the winch was | ater found
to be bypassed. The IP and the PIC opted to use a weekly inspection checklist for this
task instead of preparing a Job Safety Analysis (JSA) together with the checklist.
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For Public Release

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

Human Perfornmance Error- | nadequate know edge of equi pnment operation:

Engagenment of Wnch with Handle in Place: The primary cause of the incident was the
engagenent of the powered winch while the winch assist handle was still inserted and
in bypass to allow wi nch to operate.

Failure to Foll ow Safety Protocols: The failure to renove the wi nch assist handle

bef ore engagi ng the powered winch directly led to the incident. It was |learned after
the initial investigation that a safety device was bypassed allowing winch to operate.

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

Hurman Performance Error- Not aware of Hazards:

Lack of Job Safety Analysis (JSA): The task was considered routine, and no JSA or Job
Safety and Health Analysis (JSHA) was conducted. The weekly checklist did not include
the actual operation of the w nch.

| mproper Equi prent Handl i ng: The wi nch assist handl e was not renoved prior to engagi ng
the powered wi nch in bypass, |eading to the incident.

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

Trai ni ng and Awar eness: Genesis has schedul ed a contract survival craft specialists to
i nspect the area and conduct onsite training for all operators.

Devel oprment of JSHA: Genesis is currently devel oping a JSHA to address safety concerns
related to routine tasks, including winch operations.

Revi ew of Procedures: A thorough review of operational procedures and checklists should
be conducted to ensure that all necessary safety neasures are included.

21. PROPERTY DAMAGED: NATURE OF DANAGE:

None N A
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE Lake Jackson District has no recommendations for Ofice of Incident Investigations at
this tine.

23. PCOSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: NO

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

No Viol ations

25. DATE OF ONSI TE | NVESTI GATI ON:
27-JUL- 2024

26. Investigation Team Menbers/ Panel Menbers:

28. ACCI DENT CLASSI FI CATI ON:

29. ACCI DENT | NVESTI GATI ON PANEL FCRVED:

NO
27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRICT SUPERVI SOR:

St ephen Martinez

APPROVED
DATE: 17- SEP- 2024
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