UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF AMERICA REG ON

ACCIDENT INVESTIGATION REPORT

For Public Release

OCCURRED | STRUCTURAL DANAGE

DATE: 16-APR-2025 TIME 1500 HOURS CRANE
) ) OTHER LI FTI NG
OPERATOR:  Murphy Exploration & Production ([T paMAGED DI SABLED SAFETY SYS.

<l

REPRESENTATI VE: | | NCl DENT >$25K

TELEPHONE: : H2S/ 15M N. / 20PPM
CONTRACTOR: Sparrows Of fshore, LLC |_|REQUI RED MUSTER
REPRESENTATI VE: | |SHUTDOWN FROM GAS RELEASE
TEL EPHONE: |_|OTHER

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

ON SI TE AT TI ME OF | NCI DENT: X| PRODUCTI ON TEMP ABAND
DRI LLI NG PERM ABAND
LEASE: G16623 WORKOVER DECOM PI PELI NE
. . HELI COPTER SI TE CLEARANCE
BLOCK: 582 LONG TUDE: 89. 45346089 NOTOR VESSEL
PLATFORM A (Medusa) PI PELI NE SEGVENT NO
RI G NAME: OTHER

ACTIVITY: [[] EXPLORATI ON( PCE)
DEVEL OPMENT/ PRODUCTI ON ( DOCD/ PCD)
[] DECOW SSI ONI NG

9. CAUSE:
TYPE: i
| NJURI ES: X| EQUI PMENT FAI LURE

[[] H STORI C I NJURY X &TMEQN,TRSENAGE

OPERATCR CONTRACTOR ™ 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 FLU D

RWJT (>3 days) | OTHER
E FATALI TY
Q her Injury 10. WATER DEPTH: 2223 FT.
11. DI STANCE FROM SHORE: 36 M.

POLLUTI ON

Fl RE 12. W ND DI RECTI ON:

EXPLOSI ON SPEED: M P. H.
LWC [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 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 SUMVARY:

On 16 April 2025, an incident occurred on M ssissippi Canyon 582 A (Medusa) platform
Medusa is Single Point Anchor Reservoir (SPAR) platformowned and operated by Mirphy
Expl oration & Production Conpany-USA (Mirphy). During the incident, a cable roller
that was nounted on a crane boom broke off fromthe boomand fell approximtely 50
feet to the deck below. The cable roller struck a hydraulic hose as it |anded. There
were no injuries or significant damages associated with this event.

SEQUENCE OF EVENTS:

On 16 April 2025, at approximately 1500 hours, a Murphy crane operator was in the
process of repositioning a 700L-140 crane (East Crane) so the Sparrows crane mechanics
could renmove the main hoist and auxiliary hoist fromthe East crane by utilizing

anot her crane on the platform Wile in the process of repositioning the East crane, a
15-pound cable roller, neasuring 66 inches |ong and one inch in dianeter, broke off and
fell 50 feet to the deck below. The cable roller struck a hydraulic hose that was on

t he deck bel ow the crane. Due to the hydraulic hose being struck and danaged, the
hydraul i c hose had to be repl aced.

BSEE | NVESTI GATI ONS

On 28 April 2025 at 1103 hours, Mirphy subnmitted an incident report to the Bureau of
Saf ety and Environnental Enforcement (BSEE) of an incident that occurred on 16 Apri
2025. The report that was submitted by Miurphy included a brief description of the

i ncident, the Job Safety Analysis (JSA) for the work being perforned, photographs
docunenting the incident, damages, worksite photographs, as well as the nobst recent
annual inspection of the crane which was performed on 05 October 2022. After receiving
the incident report, a BSEE Accident Investigator (Al) began collecting evidence and
perform ng an of fi ce-based investigation of the incident.

During the BSEE investigation, evidence for the work being perforned during the

i nci dent was reviewed. Both Murphy’s cold work pernmit and Sparrows’ JSA nentioned the
potential danger of dropped objects while performng work on the crane. However, it
was noted by the operator that there were no barricades to block off the area
underneath the crane to prevent personnel fromtraveling under the crane while the
work was being performed. As per Miurphy’s Wrking at Heights Pernmit, the only
barricades that were installed on the platformwere those that were protecting open
hol e |l ocations. By not having the barricades installed around the working area under
the crane, it allowed personnel to be within 20 feet of the cable roller when it fel
to the deck.

Upon review of the East crane annual inspection performed on 05 Cctober 2022, it was
noted that the boom had major corrosion on two of the boom m d-sections and mgj or
corrosion on the boomtip section along with storm damage. The inspection al so
identified that the cable rollers on the boom had major corrosion and were unable to
nmove as designed. The crane inspector recomrended that the cable rollers be replaced
or repaired within one to three nmonths on the annual crane inspection deficiency
report. However, the parts were never ordered by Mirphy to repair or replace the cable
rollers.

Per Murphy, the East Crane was pl aced out of service on 12 January 2022 and was stil
out of service at the time of the incident. The crane nechanics were in the process of
renoving the main winch and the auxiliary winch to have them refurbi shed and use as
spares on other facilities. Murphy also stated that the East Crane was not intended to
be pl aced back in service
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| N CONCLUSI ON: For Public Release

The incident that occurred on Medusa on 16 April 2025 could have resulted in a far
wor se outconme. Due to the extensive corrosion that was found on the boom sections and
cable rollers during the annual crane inspection on 05 Cctober 2022, nore attention
shoul d have been directed towards addressing these areas of concern. By failing to
address the corrosion issues discovered during the annual crane inspection, an on-
goi ng safety concern renmained with the possibility of conponents beconi ng detached
fromthe crane and falling on personnel or equi pnent bel ow.

Additionally, extra attention should have been directed towards securing the area

bel ow the crane before starting any type of work on the crane where the potential for
dropped objects was identified. Due to the size and weight of the cable roller that
fell 50 feet to the deck below, the possibility of a serious injury or fatality
occurring was present. In the future, in the area where work is being perforned, the
i medi at e surroundi ngs and drop zone areas shoul d have barricades installed or other
means of preventing personnel fromentering the potentially hazardous areas. Mirphy
has stated that in the future, JSAs will provide a nore thorough description of
possi bl e dropped objects and will require barricading the work area prior to
performng work on the cranes. Additionally, Mrphy has obtai ned quotes from vendors
to renove the crane boomfromthe facility. This will elimnate the possibility of
addi ti onal conponents falling fromthe crane boomand nitigating risk to personnel and
equi pnent .

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

- Equi prent failure: |nadequate preventive mai ntenance- The operator did not perform
the recommended repairs that were noted on the annual crane inspection that
specifically identified the nmajor corrosion of the cable rollers.

- Equi prent failure: |nadequate preventive nmaintenance- Due to the mmjor corrosion on
the cable roller, the cable roller was able to break off and fall to the deck bel ow

- Human Perfornmance Error: Not aware of hazards- Failure to secure the area underneath
the crane prior to starting operations and preventing personnel fromentering the
hazard areas.

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

- Supervision: Inadequate pre-job safety and operation planning- Failure to properly
identify the need to secure the area where the potential for dropped object were
present on the Sparrows’ JSA, Mirphy’'s Cold Work Pernmit, and Mirphy’s Wrking at

Hei ghts Pernit.

20. LI ST THE ADDI Tl ONAL | NFORMATI ON
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For Public Release

21. PROPERTY DAMAGED: NATURE OF DANAGE:

Crane boom cable roller and Hydraulic hose Cabl e roller broken; Hydraulic hose danaged
beyond use due to inmpact of cable roller.

ESTI MATED AMOUNT ( TOTAL) : $500
22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE New Ol eans District recommends the Ofice of Incident Investigations should consider
issuing a Safety Alert regarding the incident.

23. PGCSSI 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:

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:

26. Investigation Team Menbers/Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRICT SUPERVI SCR:

M chael J Sauci er

APPROVED
DATE: 12- JUN- 2025
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