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Recently Released Safety Alert — No. 442

Emphasizing the use of properly fitting gloves (e.g., impact,
chemical, or a dual glove) in the JSA to reduce or eliminate the
severity of sustained hand injuries.

Establishing a policy/procedure to require employees to depress
the line entirely or depressurize to a much lower pressure before
an employee manipulates valves under pressure to avoid
situations where a valve doesn’t cut out or is forced open when
under stress.

Ensuring that during pressure testing, hoses are secured to
prevent them from moving. Avoid stressing small threaded
connections by properly supporting hoses and tubing.

Using a whip check across a pressurized hose connection to
mitigate uncontrolled movement in the event of connection
failure.



Upcoming Safety Alerts

= Floorman Falls From Derrick Ladder
= Stored Energy in Slings Causes Multiple Injuries

= To be drafted — Chemical Mixtures / Combustion



When Winning is Your Only Goal......

Why Aren’t There Reliable Statistics on Offshore Worker Fatalities?
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Corrosion and Grating Issues




Corrosion INCs

= Grating/supports on boat landing



Corrosion INCs

O



Level | Surveys — Working with NASA




Level | Surveys — Working with NASA




Historical INC-to-Inspection Ratio - GOM
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OCS Industry Rates by Rolling Quarter — 6/5/22
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OCS Fatality Trend
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Fatality — 3/25/22




OCS Injury Trend
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Injury - 3/28/2022 — LTA > 3 Days




Injury - 3/3/2022 — LTA >3




Injury - 3/11/2022 —RW-JT >3




Injury - 3/14/2022 — RW-JT >3




Injury - 3/23/2022 — RW-JT >3




OCS Injuries — Take Away

Perceived low risk activities can still result in impactful injuries. Continually
risk assess the work being undertaken, no matter if it permitted or non-
permitted work.

Know your personal limits and stop before you reach your limit. Pause and
ask for help before you are at your limit.



OCS Loss of Well Control Trend
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Loss of Well Control — 2/8/22




OCS Fire Trend

40

35

30

25

20

15

10

2020 Q2

2020 Q3

2020 Q4

Incidents by Quarter

2021 Q1

Fires

2021 Q2

2021 Q3

2021 Q4

2022 Q1



Fire — 3/3/22

03:10 am, fire in the #3 generator engine room. The fire
was contained to the room.

Generator #3 engine threw a rod, causing oil to spray
from engine, coming into contact with a hot surface,
which ignited the fire.

Fire alarm was sounded immediately, rig secured the
well, and the platform ESD was activated.

The crew fought the fire for 5 - 7 minutes. 14 fire
extinguishers were brought to the scene, personnel
used 11 to extinguish the fire.

Fire spread to a stack of air filters which were difficult to
extinguish.

03:23 am - the fire was extinguished



Fire — 3/3/22, continued

Motorhand couldn’t stop the engine from the
engine room control panel, had to stop it
from the VFD house.

Lesson learned — don’t store flammable
materials (e.g. air filters) in engine room.

No indication why the engine failed at that
specific time. Engine had been serviced the
previous day and no problems were noted.
No evidence of deficient maintenance.



Fire — 3/9/22

* The lights in the living quarters began to
flicker. The smoke alarm for the 3rd floor
living quarters went into alarm status.
Personnel responded and located an air
handling fan motor that was smoking due to
the variable voltage feed from the rental
generator. The fan motor was disconnected
and secured. The PIC immediately
responded to the MCC and noticed that the
rental generator was only producing 200V.

* Personnel opened the breaker for the rental
generator, disconnecting power to the
platform.



Fire — 3/9/22, continued

» [nitial indications found that the cause of the
incident was due to one of the cable leads failing
at the terminal connection.

* Phase failure can cause motors to overheat.

* The electrician on board installed new mechanical
connections to mitigate the issue and prevent
reoccurrence.



OCS Explosion Trend

Incidents by Quarter

2020 Q2 2020 Q3 2020 Q4 2021 Q1 2021 Q2 2021 Q3 2021 Q4 2022 Q1

e EXplOSiON



OCS Collision Trend
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Collision — 3/7/22

= Facility was struck by a M/V
during the night.
OUnmanned and out of service

facility. All wells P/A'd, waiting to
be permanently removed.

OOperator notified the USCG of a
non-functioning navigational aid on
718/21.



Collision — 4/18/22

Operators were utilizing a field boat to make the
visit; upon arrival they found the boat landing was
missing from the facility.

There was evidence that showed a probably vessel
strike to the landing area.

Foghorn and Nav-Aid lights were verified to be
working upon arrival. There was no evidence of any
pollution.



Collision— 4/18/22 — Structural Damaqge




OCS Spills > 1 bbl Trend

Incidents by Quarter
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Spill >1 bbl — 2/25/22

= An estimate of 111
gallons of
unrecoverable oll
was discharged into
the Gulf of Mexico
through the
platform’s vent
boom.




OCS Lifting Trend
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Lifting — 5/13/2022 — Crane Incident with Injury




Lifting — 4/5/2022 — Dropped Object




Lifting Analysis 2021

Monthly Lifting Incidents and HiPo Incidents
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Lifting Analysis 2021

LIFTING INCIDENTS BY OPERATION
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Lifting Analysis 2021

ITEM LIFTED
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Lifting Analysis 2021

WORK DIRECTION
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Lifting Analysis 2021

Work Direction Subcategories

Inadequate or no JSA

Tight Clearance / Landing Zone Not Emphasized

Pre-job / pre-use inspection inadequate

Poor job planning / work prep

No tagline / Improper length / Not enough taglines

Inadequate # of spotters / no spotters used

Improper Rigging

Did not Consider Available Alternative Method to Complete Job Safety

Did not follow/implement job plan

Measurements/Dimensions/Weight of Load Not Accurately Documented and/or
Understood

Specific Equipment Features Not Shared nor Considered in Job Planning [N

Crew fatigue [l
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Lifting Analysis 2021

Hazard Recognition Subcategories

Did not consider/recognize object as a hazard/obstruction before or during lift [ ERERNINININTNINNEEEE
Load not centered

Poor body placement / lack of situational awareness

Obstructed View

Overlooked Hazard even with Controls in Place

Distracted / Not Focused / Focused on Other Tasks

Underestimated Hazard due to Seniority or being a common practice

Crane boomed too far down

Congested deck

Disregarded Hazard due to Getting Job Done Quickly

SIMOPS Hazards Not Strongly Considered
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Lifting Analysis 2021 — INC analysis

I-PINCs issued in 2021 During Inspections

e 13 total INCs )

e Four [-102s (Operating Practices) 3

» Three I-116s (A2B failures)
* Two [-105s (Deficiencies /
Downgraded)
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Lifting Analysis 2021 — Industry Recommendations

Hands-off Policies and Expectations Load and Lifting Equipment Inspections

* No hands-on load when.possiblle. _ , * Inspect loads at dock prior to transporting to dock
* Poor body placement (pinch points/line of fire). confirming weights, sizes, working limits, slings,
shackles, thread protector condition, etc.

o Verify there r?Lre progesses in place to cgr}firm )
: : proper weights are being communicated from the
Proper Oversight of Short Service dock to the facility prior to conducting lifts.

Employees (SSEs)
» Pre-use should verify all lifting equipment is up-

* New emplqyges. to-date and rated for weight of load.
* New to position employees.
* New to rig / facility. « Verify load, block, etc. are centered over the load

prior to the lift



Lifting Analysis 2021 — Industry Recommendations

Continue to reiterate importance of red
zones and responsibilities

Re-evaluate red zones on periodic basis to
ensure they remain adequate.

Multiple serious injuries / fatalities avoided due
to red zone adherence.

Industry and BSEE to improve incident
reporting and review process

Request industry provide more detail in final
incident submittal

BSEE point of emphasis not to prematurely

finalize incident reports until all necessary
information is included in submittal

Continue to Emphasize SWA

Improve the application of SWA and associated
UWA resumption of work when an incident
occurs or when a new hazard is observed.

Constantly monitor weather and sea state
during lifting operations and use stop work
when necessary.

o Do not assume conditions remain same
between each phase of the lift.



Lifting Analysis 2021 — Points of Emphasis

» Perceived low risk activities can still result in impactful injuries.

 Redundant lifts completed successfully does not mean the
hazard is eliminated.

» Continually risk assess the work being undertaken, even if it's
deemed routine.



OCS Gas Release Trend
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Gas Release - 4/8/22

= Sheen was visually observed from
aircraft while in transit to another
location. Sheen spanned 30-50 ft
at the base of the facility stretching
~4500ft southeast.

= | arge gas cloud

= _oop operators landed a few
minutes later, took photos and
stopped the leak via ESD on
helideck.



Gas Release - 4/8/22, ctd

= | eak caused by damaged quick
connect tubing fitting

= Operator was/is in the process of
Installing remote shut in SCADA
upgrade.

= Operator was initially alerted to the
leak via radio chatter in Breton
Sound area.

= Unclear when the leak started.



OCS Muster Trend
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Focus is on preparation and sacrifice and effort...

TAL_@S |HESS|



Thank you for all
you
do for Americal







