UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF AVERI CA REQ ON

ACCIDENT INVESTIGATION REPORT

For Public Release

OCCURRED [ |STRUCTURAL DAMVAGE
DATE: 12-JUL-2025 TIME 1530 HOURS  [X/CRANE
OTHER LI FTI NG
OPERATOR  Chevron U S. A lInc. | DAVAGED/ DI SABLED SAFETY SYS.
REPRESENTATI VE: X|I NCI DENT >$25K $38, 841
TEL EPHONE: H2S/ 15M N. / 20PPM
CONTRACTOR: Suprene Services, Inc. | |REQUI RED MUSTER
REPRESENTATI VE: | |SHUTDOAWN FROM GAS RELEASE
TELEPHONE: | |OTHER

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

ON SI TE AT TI ME OF | NCl DENT: [ | PRODUCTI ON TEMP ABAND
| DRI LLI NG | PERM ABAND
AREA: VR LATI TUDE:; |_|COMPLETION || [s)lE%wufégR,l&ll\g
. . HEL| COPTER
BLOCK: 38 LONG TUDE: — NOTCR VESSEL
PLATFORM [ ] PI PELI NE SEGVENT NO.
RI G NAME: * LIFT BOAT [] oTHER
ACTIVITY: [[] EXPLORATI O\( POE)
[ ] DEVELOPMENT/ PRODUCTI ON ( DOCD/ POD)
DECOVM SSI ONI NG
9. CAUSE:
TYPE: i
| NJURI ES: X| EQUI PMENT FAI LURE
[[] H STORI C I NJURY X EQTMEQN,EFRSENAGE
OPERATCR CONTRACTOR ™ sLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 3 | 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
11. DI STANCE FROM SHORE: 5 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H
LVWC ] 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 Sunmmary:

On July 12, 2025, at approximately 3:30 p.m, a crane incident injured a Suprene
Services (Suprene) enployee. The incident occurred on the Vermlion Block 38M Lease
Nunber 00204 (VR-38M platform which Chevron U S. A Inc. (Chevron) operates. Wile
the port crane of the Helix Energy Solutions (Helix) |iftboat Dallas was lifting a 7-
inch casing (casing) in well MO03 STO5 (Well M), the casing lifting pin attached to
the casing failed. The failed pin struck the Supreme enpl oyee (I1P), who was |ater
evacuated via nedevac helicopter to Lafayette General Hospital

Chevron was on the VR-38M platformto abandon Well M. Chevron hired the Helix
liftboat Dallas to serve as a work deck and to use its cranes for the abandonment of
Well MB. Chevron also hired Suprenme to conplete the well abandonnent operations.
Chevron rented two 36-inch-l1ong by 2-inch-diameter casing lifting pins (lifting pin)
and one 11-inch 3M by 11-inch 5M spool (spool) fromNNWG I (NNW. Chevron also
contracted an NNW enpl oyee to cut the inner casings and drill holes to install the
lifting pin and riser spool

Sequence of Events:

On the norning of July 12, 2025, the casing in Wll M3 was jet cut. The well head was
renoved, exposing the casing hanger. The workers noticed the casing had fallen out of
t he casing hanger approximately three feet bel ow the casing hanger. A riser spool was
installed on the well head along with a bowl for setting casing slips.

On the afternoon of July 12, 2025, a safety neeting was held in preparation for
pulling the non-cenented casing in Wll M. During the neeting, Helix personnel
conpl eted and signed a Job Safety & Environnental Analysis (JSEA) for the crane
operations. Separately, Suprene personnel conpleted and signed a Behavioral Job Safety
& Environnental Analysis (BJSEA) for crane operations. Finally, the Utinmte Wrk

Aut hority (uUwA) revi ewed and approved the Chevron Crane Lifting Plan for pulling the
non- cenent ed production tubing and casi ngs.

Suprene used a casing spear to retrieve the first section of casing, raised it 4 feet
above the bow s, and then set the slips around the casing. Then NNW with the

assi stance of Suprene, drilled two 2.25-inch holes into the casing. Suprene and NNW
then installed a lifting pin into the casing and attached the lifting pin to the
crane’'s auxiliary hoist line. The crane lifted the casing until it becanme stuck in the
well; they then set the slips and cut 17.77 feet of casing fromthis first section. The
Hel i x crane operator |owered the cut casing onto the deck of the liftboat Dall as.

NNW with the assistance of Suprene, drilled a second set of 2.25-inch holes into the
remai ni ng section of casing protruding fromWlII M. Then, they installed the lifting
pin into the holes of the second section of casing. Next, they signaled the Helix
crane operator to |ower the main hoist Iine and then attached the lifting pin to the
crane's main block. At approxinmately 3:30 p.m, a Suprene worker gave the Helix crane
operator a signal to raise the casing slowy. Two Suprenme workers held the slips,
prepared to renove the slips the nonent the casing began to nove upward. Wthin
seconds of the signal given to raise the casing, the lifting pin failed, bending
upwards and striking the IPin the face. The IP fell backwards onto the platform
decking. The nedic was called to scene imediately following the incident. The nedic
eval uated the IP and prepared himto be noved. The IP was then placed in a personnel
basket to be lifted fromthe platformto the liftboat. A medevac helicopter was called
at 3:36 p.m Wile waiting on the helicopter, the IP was noved to the liftboat TV room
for observation and first aid. The medevac helicopter |landed on the liftboat at 5:45
p.m and departed with the IP for Lafayette General Hospital at 6:00 p.m
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BSEE | nvesti gati on: For Public Release

On July 14, 2025, Bureau of Safety and Environnental Enforcement (BSEE) investigators
fromthe Lake Charles District (LCD) conducted an onsite incident investigation
During the investigation, investigators requested statenents, all job safety anal yses
(JSAs), a list of persons on board (POB), and pre-tour neeting docunentation. The

i nvestigators also inspected the work area on the platformwhere the incident
occurred.

While walking towards the platform from the |iftboat, the investigators observed a
7-inch casing on the deck of the liftboat cut to 17.77 feet as marked by chal k. The
conpany representative confirmed that this casing was the initial cut fromWelIl M.

The LCD investigators boarded the platform and while in the work area of the incident,
they observed a riser spool installed on the wellhead. A casing bowl with slips was
sitting atop the riser spool, and a 4-foot section of 7-inch casing was above the
slips. A safety clanp was also installed on the 7-inch casing above the slips. It was
noted that two 2.25-inch holes, drilled for the lifting pin, had el ongated upwards.

While on the platform Suprene workers described to the LCD investigators the steps for
rigging the lifting pin into the 7-inch casing: First, they pass the lifting pin
through the holes drilled in the casing. Next, they slide the D-rings attached to the
sling thinble eye over the lifting pin. Lastly, they slide the retaining washers over
the pin and install the retaining bolts in the holes on each end.

LCD investigators departed the platformand returned to the liftboat to gather witten
statenents. In the statenments provided, the Suprene workers described the incident. The
| P and a co-worker were holding the slips set in the bowl, ready to pull the slips as
the casing began its upward notion. A Suprene worker gave the Helix crane operator a
signal to raise the casing slowy. According to one eyewitness, “within a split second...
it was |ike a gun went off,” adding that they saw the I P “was knocked out.” Another

wor ker nentioned asking the crane operator to "cone up easy" and at the tine of the
actual incident seeing "white snoke and IP fell to the deck."

The crane used during the incident features a nmin hoist that operates in a six-part
lifting configuration, with a maxinumlift capacity of 300,000 pounds at its highest
angl e. The auxiliary hoist, which operates in a two-part configuration, has a nmaxi nrum
lift capacity of 24,600 pounds at all angles. The crane operated as desi gned and no
failures were noted that contributed to the incident.

The crane rigging used during the incident consisted of a casing lifting pin, tw large
washers, two retaining bolts with two nuts for the sane, and a two-part sling with
suspect failures that were no |onger at the location for inspection during the BSEE
visit. The rigging itens used had been sent to NNWin Carrier, Mssissippi, for further
testing.

On July 15, 2025, the BSEE O fice of Incident Investigations (A1) issued a
preservation order for the casing lifting pin, washers, bolts, a two-part sling, first
cut casing, casing left in hole, and all docunments and pictures related to the day of
the incident.

on July 15, 2025, Ol sent two investigators to the NNWshop in Carrier, M ssissippi
They reviewed the inventory of the equi pnent used during the incident. This equipnent

i ncluded the 36-inch by 2-inch diameter lifting pin, two 10-i nch washers, two retaining
bolts with nuts, and a two-part lifting sling.
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A1 investigators inspected the two-part sling that Supreme used during the inc’i:%’érﬁ".'b"c Release

The sling is rated for 52,000 pounds at a length of 4 feet with a cabl e di aneter of
1.25 inches and D-rings installed in the thinble eye. The sling was recertified on
Novenber 4, 2024, and showed signs of wear including small separations in the strands.

A1l investigators inspected the failed casing lifting pin with a safe working | oad
limt of 60,000 pounds. The lifting pin was bent into a U shape and had gouges where it
contacted the 7-inch casing. The A1 investigators also observed narkings on the bottom
of the lifting pin where the washers and D-rings had slid outward. The washers were
bowed fromstriking the retaining bolts, which left inpressions in the washers. The

i nvestigators collected the "Analysis of the Caisson Pull Pin Evaluation" for the
lifting pin used during the incident and the procedures for installing the lifting pin.
Al investigators took photographs of equi pnent inspected

The LCD investigators reviewed the docunents received fromthe preservation order. As
part of the review, the investigators reviewed Chevron's "Crane Lifting Plan for
Pul I i ng Non- Cenmented Production Tubing and/or Casing." The plan was approved by the UMA
on July 12, 2025, using the main hoist line, at 12:00 p.m The investigators found the
following issues with the plan: 1) the field for the nane of the crane operator was
left blank; 2) the crane operator was listed as the supervisor of the lift; 3) the
crane's nmake/ nodel was |eft blank; 4) the crane capacity at a boom angle of 65 degrees
with a radius of 57.2 feet was cal culated on the plan as 110,000 pounds while the | oad
chart on the crane indicates approximately 179,102 pounds for a 65-degree angle at a
radius of 57.2 feet; and 5) the nmax capacity of the crane on the plan is listed
incorrectly as 9, 900 pounds instead of 99, 000 pounds.

According to the Chevron Iift plan that was partially conpleted for the initial casing
pull, the Max Wi ght Capacity to be pulled could not exceed 24,255 pounds. The crane
operator’s statenment indicates that the first attenpted lift of the 7-inch casing was
using the auxiliary hoist, instead of the main hoist as planned. To facilitate the

pull, NNW wth the assistance of Suprenme, drilled two 2.25-inch holes into the casing.
They then installed a lifting pin into the casing and attached the lifting pin to the

crane’s auxiliary hoist line. The crane lifted the casing until it became stuck in the
well; they then set the slips and cut 17.77 feet of casing fromthis first section. The

Hel i x crane operator lowered the cut 17.77 feet casing onto the deck of the |iftboat
Dallas. At this tine, NNW with the assistance of Suprene, drilled a second set of
2.25-inch holes into the renmaining section of casing protruding fromW!II M. Then
they installed the lifting pin into the new holes of the second section of casing.
Next, they signaled the Helix crane operator to |l ower the nain hoist |line and then
attached the lifting pin to the crane's main block. It should be noted that the

auxi liary hoist has a maxi mum capacity of 24,600 pounds, which is sufficient to pul
the Max Wi ght Capacity of 24,255 pounds cal cul ated on the plan. Therefore, it should
not have been necessary to use the main hoist with a greater pulling capacity of

179, 102 pounds for a dynanmic lift. However, the crane operator's statenment noted,
"Casing pipe got stuck in hole while using the AUX |ine block! So, | was ask to bring
down big blk to hook up slings and pull casing pipe up,” which would indicate that the
Max Wi ght Capacity for this pull was likely over-pulled with the use of a |arger
capacity main hoist. The Helix crane operations JSEA and Suprene's pulling casing with
crane BIJSEA did not mention the maximumlifting weight capacity of 24,255 pounds, which
was cal culated in Chevron's approved lifting plan. An all-stop was also not called to
address the stuck casing.

The LCD investigator’'s review of NNW procedure used for this job, "NNWPRO SOP. 140
Single String Casing Cut and Retrieve,” was witten for a drilling rig utilizing a Top
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Drive with Bails, not a crane on a liftboat. Furthernore, the procedure incorre’é?ffumlc Release

states that the lifting capacity for 2-inch casing pins is 67,000 pounds; whereas, a
certified two-inch pin pull analysis dated Cctober 25, 2019, provided by NNW states
the safe working load Iimt is 60,000 pounds. In the certified pull pin analysis, there
is a note that states, “the pull linkages (D-rings) are required to be adjacent to the
caisson in order to nmnimze bending load on the pin.” The pictures taken by A1l at the
NNWyard at the NNWshop in Carrier, M ssissippi, show nmarkings on the pin indicating
the D-rings were not adjacent to the casing. It was estinated that the D-rings were
approxi mately two inches fromthe casing.

A review of the crane docunents found that on July 13, 2025, the liftboat Dallas's
crane was inspected due to being shock | oaded during the incident. The crane technician
i nspected the main hoist line and stated that he “found 1 strand danaged and 3 ot her
strands with damaged wires.” The nain hoist |ine was put out of service. As a result,
on July 20, 2025, an S&A Services crane technician at the Helix yard in Fourchon
Loui si ana, replaced the danaged nmain hoist line on the |iftboat Dallas's crane. The
technician al so conpleted a quarterly inspection, subsequently returning the nain

hoi st to service. On July 22, 2025, the liftboat Dallas returned to VR-38Mto conplete
the tenporary abandonnent of well MB.

On July 23, 2025, LCD investigators traveled to an independent third party testing
facility in New Iberia, Louisiana, to witness pull testing of casing pins. The new
casing pins were of the sane type, size, and material as the failed pin. The test used
the 17.77-foot-l1ong casing renoved in the first [ift and the two-part sling used during
the incident. The casing end with previously drilled holes was fabricated into a test
stunp to test the new casing pins. The casing pins were inserted into the holes in the
casing stunp. The D-rings on the sling were placed adjacent to the casing with new
washers and two retaining bolts with nuts. The sling was connected to the test

cyl i nder.

The first test had four stopping points, each held for one m nute:

« The first stopping point was equivalent to the known weight of the lift: 12,6543
pounds.

« The second stoppi ng point was equivalent to the Max Wi ght Capacity in the lifting
pl an: 24,255 pounds.

e The third stopping point was equivalent to the casing pin's working load limt:

60, 000 pounds.

« The final stopping point was equivalent to the test stunp's working load limt:
150, 000 pounds.

The test was started and held at each point. After the one-nminute hold, the pull weight
was | owered to zero, and the casing was visually inspected at each stopping point.
After the final pull test of 150,000 pounds, the pin was renoved fromthe test stunp
and checked agai nst a straight edge. Al though the pin had a Yinch bow, it passed the
test in that it did not bend to failure sinilarly to the incident.

For the second and final test, a new pin was inserted into the holes in the casing
stunp. The D-rings on the sling were placed 3 and 4 inches away fromthe casing with
new washers and two retaining bolts with nuts. The sling was then connected to the
test cylinder. The purpose of this test was to determ ne the outcone if the slings
were installed incorrectly with the D-rings not adjacent to the casing.

The second test had two stopping points, each held for one mnute. The final pull was
going to be the failure point of the casing pin; the pin would only be inspected after
the failure point.
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e The first stopping point was equivalent to the Max Wi ght Capacity in the Iif’f?’r;gfum'c Release

pl an: 24,255 pounds.
e« The second stopping point was equivalent to the casing pin's working load limt:
60, 000 pounds.

The test was started and held at each stopping point, then pulled to failure. The
casing pin failed at 102,500 pounds. The pin bent simlarly to the pin used during the
incident; the pin bent into a U-shape and had gouges in the netal with sinmlar
mar ki ngs in paint fromwashers and D-rings.

Metal lurgy test results conpleted by an independent third party on July 23,2025, stated
the following: “Testing data appears to natch the MIR provided and fits the nechanica
properties of ASTM A193 B7" and "Hardness val ues neet the MIR and ASTM A193 Grade B7.”

On July 25, 2025, the BSEE LCD received an update on the injured person. The IP
recei ved a subdural hematoma, blunt trauma of the face, an open fracture of the right
side of the base of the skull, and nultiple closed fractures of the facial bones.

On July 29, 2025, LCD investigators went to the VR-38M platform and | anded on the Helix
liftboat Dallas. The purpose was to witness the retrieval of the stuck casing in wel

M3. The LCD investigators witnessed the renoval of the 11-inch 3Mby 11-inch 5Mri ser
spool fromwell M3. After the spool was renoved fromthe well head, the seal ring atop
the 7-inch casing was exposed. The Suprene crew speared into the casing. Using the
crane, three attenpts were nade at 20,000 pounds to pull the casing free fromthe
wel | head; all three attenpts failed. Chevron then nade the decision to use casing jacks
to renmove the stuck casing.

Wil e the casing jacks were being installed on the well, LCD investigators spoke with
the crane operator on duty. The LCD investigators were inforned by the crane operator
that the auxiliary hoist and main hoist Iines are nonitored by an onboard di splay. The
crane operator explained that both hoists have audi bl e alarns that sound when reaching
the maximum lifting point, which is determ ned by the crane's radius and boom angl e.
Wien the maxi numweight linit is reached, the hoists are |ocked out fromlifting a
heavier weight. The LCD investigators were also infornmed the weight indicator had an
approxi mat e one second delay fromthe sensor to the onboard display, which shows the
current lifting weight.

When the casing jacks were installed on the well head, slips were installed in the bow
on top of the jacks onto the work string. The jack was extended upward freeing the
casing. Based on the hydraulic pressure needed to lift the casing, the weight was
calculated to be approximately 70,000 pounds.

Wth the casing freed, the LCD investigators could see the casing collar wedged into

t he casi ng hanger and the seal plate atop the hanger. At the LCD investigators
request, the NNWworker neasured the diameter of both. Using a “pi tape”, the worker
nmeasured the casing hanger's circunference and found the diameter to be approxi mately
10. 88 inches. He then used the “pi tape” to neasure the seal ring' s circunference,
finding the dianeter to be approximtely 11.44 inches. Therefore, the seal ring, which
was approximately .44 inches larger than the 11-inch 3Mby 11-inch 5Mriser spool,
could not drift through the spool riser at the time of the incident.

Concl usi on:

Supreme and NNW wor kers renmoved part of the well head exposing the seal ring sitting on
top of the casing hanger. They installed a spool riser onto the wellhead, which had an
i nside dianmeter of 11.00 inches, on top of the exposed seal ring, which had a dianeter
of 11.44 inches. When the crane operator was retrieving the first cut of the 7-inch
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casing with the auxiliary hoist, the casing collar pushed the casing hanger aan?
seal ring. The casing then became stuck because the seal ring could not pass through
t he spool riser.

The crane operator attenpted to |ift the second section of stuck casing with the main
hoi st, which was not free to be lifted. The casing pin bent into a U shape striking
the IP. It is believed the pin bent with a lifting force of over 102,000 pounds, based
on the independent third party pull test.

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

Human Performance Error: Inattention to task - A spool riser, which had an inside
di ameter of 11.00 inches, was installed onto the well head on top of the exposed sea
ring, which had a diameter of 11.44 inches.

Human Performance Error: I nattention to task - The crane operator exceeded the safe
working load linmt of the casing lifting pin while attenpting to lift the second
section of stuck casing with the nmain hoist, which was not free to be lifted.

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

Human Perfornmance Error: Inattention to task - The two-part sling was not installed
correctly onto the casing lifting pin. The D-rings were not placed directly adjacent to
t he casi ng.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

21. PROPERTY DAMAGED: NATURE OF DAMAGE
Crane Main Hoist Wre Rope, Casing Lifting Damaged (unrepairabl e)
Pin, Two Part Sling
ESTI MATED AMOUNT ( TOTAL) : $38, 841

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Lake Charles District reconmends the Ofice of Incident |Investigations issue
a Safety Alert/Bulletin regarding this incident.

23. PCOSSI 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 | essee performall operations in a safe and workmanli ke manner and provi de
for the preservation and conservation of property and the environment?

After investigation, the conbination of the follow ng actions denonstrates the operator
failed to performin a safe and workmanl i ke manner during casing renoval operations on
Wel | 003, which resulted in a casing pin failure and a subsequent injury to an enpl oyee:

On July 12, 2025, the operator installed a spool riser with an inside dianmeter of 11.00
i nches above a well head seal ring with an outside dianmeter of 11.44 inches. This
di nensi onal inconpatibility caused the seal ring to becone stuck inside the spool riser
during an attenpted |ift and retrieval of the casing.

According to the operator’s approved safe lifting plan, the operator exceeded the plan’'s
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maxi mum wei ght capacity of 24,255 pounds. In addition, the operator exceeded Fgz Public Release
manuf acturer’s safe working load limt of the casing lifting pin of 60,000 pounds. These
actions denonstrate a failure to verify conponent compatibility and the safety of

per sonnel .
25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
14- JUL- 2025
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:

Beau Boudr eaux

APPROVED
DATE: 15- OCT- 2025
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