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: 09- MAY-2025 TIME: 0900 HOURS  [X|CRANE
OTHER LI FTI NG
OPERATOR: W& T Offshore, Inc. | DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: |1 NCI DENT >$25K
TELEPHONE: _|H2S/ 15M N. / 20PPM
CONTRACTOR: Danos & Curole Marine Contracto [ |REQU 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: G13938 WORKOVER DECOM PI PELI NE
AREA: ST LATI TUDE: COVPLETI ON DECOM FACI LI TY
: HELI COPTER S| TE CLEARANCE
: LONG TUDE:
BLOCK 229 MOTOR VESSEL
PLATFORM A Pl PELI NE SEGVENT NO.
Rl G NAME: OTHER
ACTI VI TY: EXPLORATI ON( PCE)

[l
DEVEL OPMENT/ PRODUCTI ON ( DOCD/ PCD)
[] DECOW SSI ONI NG

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

[] H STORI C | NJURY o i A

OPERATCR CONTRACTOR ™ sLI P/ TRI P/ FALL

[X] REQUI RED EVACUATI ON 0 1 | WEATHER RELATED

| LTA (1-3 days) | LEAK

| LTA (>3 days) | UPSET H20 TREATI NG

| RWJT (1-3 days) OVERBOARD DRI LLI NG FLUI D

RWJT (>3 days) | OTHER
E FATALI TY
X| & her |nj ury 0 1 10. WATER DEPTH: 230 FT.
First Aid 11. DI STANCE FROM SHORE: 47 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
D 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 ncident Sunmmary: On May 9, 2025, W& T Ofshore Inc. (W& T) notified the Bureau of
Saf ety and Environnental Enforcenent (BSEE) Houna District Ofice that a crane

i ncident occurred at a platform (A) located within Block 229 of the South Tinbalier
Area (ST-229), Lease OCS-GL3938, approxinately 50 nmiles offshore in the @ulf of
Anerica. W& T reported that a |oad bl ock failure during crane operations resulted in
the evacuation of an injured person (IP). The IP was evacuated via the Gulf Ofshore
Logi stics (GOL) notor vessel (M) “Force” to the Port of Fourchon and transported to
Cccupati onal Medicine Services (OVS) in Hounma, Louisiana, for further treatnment. The
crane was i medi ately secured.

Sequence of Key Events:

W& T reported to BSEE that at approximately 9:00 amon May 9, 2025, offl oading
operations began at ST-229. Prior to the work beginning, the Job Safety Analysis
(JSA) and Crane Pre-Use | nspections were conpleted. The JSA was placed in a kitchen
trash bag and attached to the hook of the stinger fromthe | oad block in order for it
to be lowered down to the MV for review and signature. W& T described that after

| owering the | oad bl ock about one-quarter of the way to the vessel, the crane cable
lost tension and fell onto the aft deck of the M. The IP, a Deckhand who was | ocated
nearby but not directly beneath the |load, had tinme to retreat toward the front of the
MV before the load block hit the back deck. The Ioad bl ock sheave' s descent was

del ayed due to it being slung upwards into the air before it fell and [ anded on the top
of the grocery box. The IP sustained a nuscular strain of the back while evading the
fail ed conponents of the | oad.

Fol l owi ng the incident, the cable and | oad bl ock were lifted high enough to clear them
of f of the back deck of the MV, releasing the boat from danger and enabling the
evacuation of the IP to proceed. The crane was secured, and the |oad bl ock rennined
just above water level, the stinger and attached JSA were | eft subnerged underwater
The | oad bl ock sheave that |anded on the MV remai ned onboard during the evacuati on and
was given to the dispatcher at the onshore boat dock for return

The I P was evacuated via GOL's W Force to the Port of Fourchon and transported to OVB
in Houma, Louisiana, where he received first aid treatnment for a lunbar nuscle strain
and released to full duty.

On May 10, 2025, a third-party contracted Crane Mechanic and a W& T Conpliance Tech
flewto ST-229 to “safe out” the crane and begin the W& T Investigation. The Crane
Mechani c was able to retrieve the load block and rest it on the top deck and boomthe
crane down in preparation for the BSEE | nvestigation

On May 12, 2025, BSEE Houna District Accident Investigators flewto ST-229 to conduct
an onsite Incident FollowUp (I F) Investigation. BSEE inspected the crane, took

phot os, and engaged in discussion with the Crane Mechani c who was present to assist in
t he physical inspection. BSEE conducted interviews with personnel involved in crane
operations at the tinme of the incident including the Crane Operator, Rigger, and Boat
Captain. BSEE revi ewed and eval uated all crane nmi ntenance reports and crane usage
history. Following the BSEE IF, the |oad bl ock, ejected sheave, and spiral retainer
were shipped by W& T to the crane contractor's mmi ntenance facility for detail ed

i nspection and Root Cause Anal ysis (RCA).

BSEE | nvesti gati on:

At approximately 11: 00 am on My 9, 2025, the BSEE Houma District received an

i medi ate verbal notification fromW& T that an I P had been evacuated due to injuries
related to a crane incident at ST-229. Due to weather constraints, BSEE Houma
District Investigators were unable to fly offshore and conduct an IF on the sane day
as the incident. As a result, BSEE Investigators requested prelimnary docunentation
such as previous crane maintenance and i nspection reports and pictures of the current
state of the crane.

Wthin hours W& T began to submit initial incident pictures and reports including the
follow ng: the Incident Report fromW& T, the GOL Injury Report, and the GOL | ncident
Report. The initial post-incident pictures submtted to BSEE by W& T featured the
followi ng: a picture of the |Ioad bl ock sheave that rermained on the deck of the W
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Force, the submerged stinger and white trash bag containing the water-soaked Jél:AorPUb"c Release
paperwork, and the anti-two block slings with its associated hydraulic plunbing at the
boom ti p.

The GOL Injury Report contained a hand-witten and signed description of the incident
fromthe IP. According to his description, when the IP saw the wire rope cable fal

to the deck, he twisted his back as he ran to get out of the way. The GOL Inci dent
Report included a signed witness statenent fromthe Boat Captain of the GOL MV Force.
The Boat Captain reported that “Wile being on DP (Dynami ¢ Positioning) holding
steady, we were preparing to get a JSA off the hook of the crane and sonet hi ng broke
on the crane. The hook suddenly free fell on the deck and the Deckhand quickly ran
out of the way.” The Boat Captain also reported that the Deckhand (I P) had pain in
his back after quickly turning and running to get out of the way.

The Incident Report fromW& T included a description of the incident that was witten
by the Crane Operator at the tinme of the incident. The Crane Operator docunented that
the Crane Pre-Use | nspections and JSA were conpleted prior to the start of crane
operations. Hi s description says that after he |owered the | oad bl ock about one-
quarter of the way down, the crane cable “got |oose and | anded on the very back of the
boat”. He described the wire rope falling to the boat deck, and the |oad bl ock
falling on top of the wire rope. The Crane Qperator reported to have then seen the

| oad bl ock sheave flying upwards and falling back downwards to the back of the boat
where it struck the top of a grocery box and | anded on the deck

The Crane Qperator nentions in the report that the Deckhand (1 P) was on the back deck
of the boat but was not directly under the |oad and had tine to nove away before the

| oad bl ock hit the deck. The descent of the |oad bl ock sheave was del ayed, and the
Crane Operator docunented that he sawit fall in a “slightly different trajectory” and
shouted a warning. The Deckhand was al ready running away fromthe back of the boat
headi ng towards the front. The Crane Operator also reported that follow ng the
incident, the wire rope cable and | oad bl ock that | anded on the deck of the boat were
able to be slowy “spool ed up” just high enough to Iift off the boat deck to rel ease

t he boat from danger

On Monday, May 12, 2025, BSEE Houna District Investigators were nobilized offshore to
the ST-229 facility via helicopter to conduct an onsite IF Investigation into the crane
i ncident reported by W& T on May 9, 2025. Upon arrival, BSEE net the contract Field
Crane Mechanic who was present to assist in the inspections, provide technical insight
into the possible nodes of failure, and answer questions regardi ng nai ntenance history.
BSEE conducted a conprehensi ve visual exanination of the crane assenbly, including the
crane boom main winch, wire rope, load block, anti-two bl ock assenbly and associ ated
hydraul i ¢ plunbing, and rigging conponents. BSEE | nvestigators photographically
docunented all observabl e damage, crane conponent condition, and evidence of nechanica
failure. BSEE noted that the crane(stenciled as ZZZ-9000)was flagged Qut of Service
(O0s), and the controls were | ocked out. BSEE s investigation of the crane conponents
identified followi ng: a sheave was found to be nmissing fromthe | oad bl ock; the |oad
bl ock sheave’'s dowel pin had backed out and sheared; the dowel pin retainer ring was
found di sl odged; wire rope was not run through a sheave at the boomtip and was resting
on the boomtip sheave dowel pin; fresh grease was visible at all serviceabl e points;
and hydraulic plunmbing associated with the anti-two bl ock was found bent and pulled
away fromtheir fixtures.

BSEE | nvestigators conducted structured interviews with key personnel present during
the event including the Crane Qperator, Rigger, and Boat Captain. The accounts nostly
mrrored informati on previously provided by the three in their witten statements.
However, sone additional information was |earned throughout the course of the interview
process as the three individuals provided firsthand accounts of the sequence of events
| eading up to and inmediately followi ng the incident. BSEE Investigators were able to
speak with the Crane Qperator, Rigger, and Crane Mechanic positioned at the scene of
the incident, which afforded an opportunity to visualize, sketch, and estinate the
factors of the threat posed by the falling | oad bl ock and associ ated rigging,
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The Crane Operator told BSEE Investigators that the crane boom was facing due \A’ég{%'i'bzli'c Release
55- degree boom angle as he | owered the stinger down to the W. Wen the | oad bl ock had
reached his eye level, one-quarter of the way down to the MV, he noticed the block “do
a shake to it,” jolting as the | oad bl ock sheave began to wobble. The wire rope then
began to fall onto the deck of the M. The Crane Qperator estinated that the Deckhand
(I'P) was standi ng approximately 20 feet away when the wire rope began to pay out and he
began to run away. Just as the renminder of the slack of the wire rope passed through
the m ddl e sheave, it slung the |oad bl ock sheave, spinning it upwards of 100 feet high
in a fashion that the Crane Operator conpared as “a flying saucer/UFQ " and | oad bl ock
“lost stability and fell”. He stated that the load block fell on top of the wire rope
on the deck of the MV, and the ejected | oad bl ock sheave eventually | anded and struck
the top of a grocery box | ocated on the back deck of the MV before eventually coning to
rest on the deck.
Fol l owi ng the incident, the Crane Operator told BSEE |Investigators that he i nmedi ately
| ooked for a parted cable but saw none. He then contacted the Boat Captain to ask if
the boat could be held in position while he utilized the crane to |ift the | oad bl ock
He identified that the cable was able to be “winched in” and began to slowy lift the
| oad block fromthe aft deck of the W. As the load block was lifted high enough to
clear the bulwarks of the MV, the anti-two bl ock triggered and disabled the “line-up”
function of the winch. He then had the Boat Captain back the MV up so that he could
safely boomthe | oad bl ock high enough off of the deck to allow the MV to nove to
safety and begin the evacuation. He stated that the |load block was |eft hangi ng
approximately 5 feet above the water and that the stinger and JSA were | eft subnerged.
The Rigger told BSEE Investigators that he noticed nothing out of the ordinary as he
pl aced the stinger on the hook of the |load block just prior to the incident. The
Ri gger reported that as he was surveying the top deck of the facility for |oad planning
pur poses, he heard a “boonf and saw the | oad bl ock on the deck of the boat. He
specified that he did not “have eyes on the | oad bl ock when it gave way” and never saw
the | oad bl ock sheave. The Rigger stated that just after he put his eyes on the |oad
bl ock, the wire rope began falling onto the deck of the M. The Rigger also did not
see the Deckhand but reported he heard the Boat Captain's attenpts to get in touch with
t he Deckhand over the radio. After the incident, the R gger |ocked out the controls on
the crane and placed an OCS placard on the crane. W& T provided BSEE with the IP's
contact infornmation; however, BSEE' s attenpts to contact the | P by phone for interview
wer e unsuccessful. Records provided to BSEE by W& T indicate that the | P was rel eased
to full duty on the afternoon of the incident date. However, GOL reported to BSEE that
the IP, despite being cleared to return to work, had not reported back for duty and had
not responded to repeated attenpts to contact him GOL and W& T classified the
incident as a near-niss and First Aid Case. The IP renmained unreachabl e t hroughout the
duration of the BSEE Investigation with the |ast unsuccessful attenpt to reach the IP
by BSEE being on July 10, 2025. The Crane Mechanic reported to BSEE | nvestigators that
when he arrived on May 10, 2025, the crane was | ocked down, the boom was facing over
the water, the |l oad bl ock was hangi ng above the water, and the stinger was subnerged.
He nentioned that to utilize the winch to recover the |oad block and stinger back onto
the top deck of the facility, he had to cap off the anti-two bl ock controls. As he
recovered t he suspended | oad bl ock, he was worried that they would | ose another | oad
bl ock sheave. He described that while he was retrieving the | oad bl ock, he watched to
make sure the sheave pin did not walk out further, and his focus stayed on the shiny
pi n throughout the recovery operation. BSEE asked the Crane Mechanic to provi de wei ght
calculations of wire rope, load block, and | oad bl ock sheave, as well as his fina
post-incident inspection report once conpleted. The Crane Mechanic described the event
as an extrenely rare nechanical failure, citing that sheave dowel pins are difficult to
di sl odge. The Crane Qperator/PIC, Rigger, and Crane Mechani c assi sted BSEE
Investigators in the determ nation of the approxi mate height of the fallen | oad bl ock
and | oad bl ock sheave and length of the wire rope. BSEE referenced the crane
certification docunentation in the crane file present at the facility to gather that
the crane boomwas 70 feet |ong.
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The Crane Mechanic assisted in the determ nation that approximtely 135 feet V\In':?’éPUb"c Release

rope fell onto the back deck of the MV and the | oad block fell approximately 65 feet.
W& T provided BSEE with Dropped Ohject Consequence Cal cul ator reports that eval uated
the potential severity of the incident. These reports determned that the |oad bl ock
(1,235 I bs.), wire rope (78.3 I bs.), and sheave (32 Ibs.) all possessed fata
potential, with respective cal cul ated i npact energies of 226,047.59 joules, 14,331.60
joules, and 5,857.10 joules. During the interview process, BSEE Investigators asked
both the Crane Operator and Rigger questions regardi ng conmon safe work practices
related to of fshore crane operations. BSEE |Investigators included conpetency-based
questions including how Crane Pre-Use |Inspections are conpleted. The Crane Operator
and Rigger were al so asked questions related to typical crane usage frequency and
mai nt enance history. Both the Crane Qperator and Ri gger answered questions that
focused around one seeningly commbn safe work practice of crane operations in offshore
wat ers: when lowering loads to a MV, lower |loads to their |owest and safest height
above the water and just high enough to clear any obstructions before swi nging the
| oad from above the water to its desired destination on the back deck of the M. The
Crane Operator and Rigger stated that they always follow this safe work practice while
transferring |l oads. They acknow edged that the practice mninizes potential severity
before proceeding to swing a | oad over a W and agreed that the Load Bl ock should
never have existed 65 feet above the deck of the boat. However, the Crane Operator
adm tted he had never considered this practice when sinply lowering a JSAto the W
for review. BSEE conpleted an onsite review of all records associated with the crane
i ncludi ng i nspection, usage, and nmai ntenance history. BSEE noted no irregularities or
reasons for concern during the evaluation of the history of the crane. BSEE
I nvestigators inquired about inspection procedures related to |oad bl ocks and whet her
| ubrication of the load block dowel pins was included in the annual crane mai ntenance.
The Crane Mechanic initially referenced a visual-only inspection but reached out to

both the crane contractor and W& T for clarification. It was confirmed that
lubrication is required during annual, quarterly, and nonthly inspections, as noted in
Section Il of the the crane contractor's Primary |nspection Checklist. |In response to
this incident, the crane contractor revised their Block and Hook | nspection Formto
explicitly require verification of “lubrication points serviced.” Follow ng the

conpl etion of the onsite investigation, BSEE confirned that the | oad bl ock, ejected
sheave, and spiral retainer were renoved from service and shipped by W& T to the crane
contractor's mai ntenance facility for an inspection and RCA of failure. This analysis
was intended to identify potential material, nechanical, or procedural deficiencies
that may have contributed to the incident. The full conplinment of docunents and

addi tional information requested by BSEE were provided by W& T by August 7, 2025.
These docunents included but were not Iimted to the follow ng: Load Block Certs; W& T
and the crane contractor Assessnents and Final Investigation Reports; W& T and the
crane contractor Safety Alert; Dropped Objects Calcul ations; Corrective Actions; Cost

of Damages; | P Medical Cearance; and Final Update on the IP. These docunents were
subnmitted by W& T into the BSEE eWel | Incident Reporting System

W& T and crane contractor |nvestigation:

W& T and the crane contractor initiated an internal investigation in parallel with
BSEE's. Followi ng the BSEE | F I nvestigation on May 12, 2025, the |oad bl ock, ejected
sheave, and the spiral retainer were shipped to the crane contractor nai ntenance
facility for an inspection and RCA of the failure. The |oad bl ock was bench-inspected
and di sassenbled to evaluate internal conponents.

The W & T/ crane contractor inspection and RCA reveal ed that this incident was “set into
notion by inadequate lubrication of the main bl ock sheave bearings”. Debris buildup

di scovered in the internal |ubrication passage between the 90-degree transition and the
passage outlet, prevented grease lubricant fromreaching the pin and bearing, |eading
to failure of one of the three sheave bearings. The dowel that prevented sheave pin
rotati on sheared due to excessive rotational force, allowing the pin and its spira
retainers to rotate freely within the frame. Friction against the retainer faces
caused themto unwi nd and di sl odge fromthe pin’'s nachined grooves, allow ng the sheave
pinto mgrate fromits seated position and work its way out of the block
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The W & T/ crane contractor investigation sought to deterni ne whether failure ofF?ﬁ(be"c Release

| oad bl ock could have been prevented by detection of early indicators of |oad bl ock
degradation. W& T/ crane contractor indicated in their reports that early indicators

i ncl ude increased grease punp resistance, bearing binding, side shifting, popping, or

bl ock rocking. It was considered by W& T/ crane contractor that given the crane’s
limted operational use approximtely two hours total per nonth), it was possible crane
operators may have not observed noticeabl e warning signs. However, it was concl uded
that because the internal |ubrication passages were found obstructed beyond the visible
and serviceable points, the restriction could not have been identified w thout ful

di sassenbl y.

The presence of fresh grease found during both the BSEE | F I nvestigation and the
teardown of the |load block at the crane contractor mmintenance facility confirned that
standard greasing procedures were perforned properly prior to the incident. The crane
contractor reported that while sheave bearing failures have occurred for various
reasons in the past, this specific type of failure involving a sheared dowel and

di sl odged retainers is a rare event not previously encountered by their organization
These key findings pronpted W& T and the crane contractor to integrate a variety of
corrective actions to prevent future recurrence. Follow ng the conclusion of the RCA
the crane contractor issued an internal, conpany-w de safety alert outlining the

i nci dent, new inspection requirenents, and early detection indicators for bearing or
pin failure. The crane contractor's technicians were required to acknow edge recei pt
of the alert. The crane contractor enphasi zed the inportance of thorough Crane Pre-Use
I nspections by crane operators, including visual checks of all |oad bl ock pins,
retainers, and hardware.

The crane contractor revised its Primary |Inspection Checklist and Bl ock and Hook

I nspection Formto explicitly require verification of “lubrication points serviced” and
i ncorporate nore detail ed evaluations of critical |oad bl ock conponents, including
specification of retainer types, sheave pins, snap rings, and lubrication
functionality. The crane contractor decided to begin inplenentation of adding
phot ogr aphi ¢ docunentation during annual inspections to enhance oversight.

The crane contractor al so reported that as part of enhanced nmi ntenance protocols,
their Technicians are now required to flush and verify all lubrication pathways during
servicing, with any irregular grease pressure or inconplete return flow pronpting
additional internal inspections.

W& T and the crane contractor both published internal safety alerts that echoed the
same nessage: noving forward, all crane operators should renmain alert to visual

audi bl e, or tactile warning signs such as strange noises, load block tilting or

rocki ng, unusual wire rope slack or tension, or jerky behavior. They reported that
future protocol dictates that if any abnormalities are detected, the crane nust be
renoved fromservice until a qualified inspection and repairs are conpl eted

BSEE Concl usi on:

Based on the findings of the investigation, BSEE concludes that the root cause of the

i ncident was the failure of a sheave bearing within the crane |oad bl ock assenbly,
which resulted frominadequate |ubrication due to an internal debris restriction within
the sheave pin’s lubrication passage. The resulting bearing failure generated
excessive rotational force that sheared the dowel pin, allowi ng the sheave pin and its
retainers to rotate freely and ultimtely dislodge fromthe block. The corrective and
preventive actions inplemented by W& T and the crane contractor, including the
revision of inspection forms, enhancenment of maintenance procedures, and increased
training are all actions that are appropriate and consistent with BSEE s expectations
for mtigating recurrence of simlar nechanical failures.

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

1) Equi pment Failure — Inadequate lubrication to conponent (internal obstruction)- An
internal debris restriction in the sheave pin's lubrication passage prevented grease
fromreaching the sheave bearings. One of the three sheave bearings fail ed,
initiating the nechanical failure sequence.

2) Equi pnent Failure — Conponent failure (bearing)- The lubrication starved sheave
bearing failed and i nposed abnornal rotational |oads on the assenbly, which directly
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precipitated | oss of line tension and destabilization of the |oad bl ock. For Public Release

3) Equi prent Failure — Conponent failure (sheared dowel pin- anti-rotation/safeguard
feature)- The excessive rotational force sheared the dowel designed to prevent sheave
pin rotation. Wth the dowel conpronised, the pin and spiral retainers rotated;
friction unwound a retainer and di sl odged fromits groove, the pin backed out, |eading
to ejection of a sheave.

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

1) Human Performance Error — Inattention to task / Not aware of hazards- Operators did
not recogni ze or act upon potential audible, visual, or tactile distress indicators
(e.g., block rocking, grinding/popping, reduced wire-rope tension) that should have
triggered an inmedi ate out-of-service action and inspection. Section 17 notes these

i ndi cators and the expectation to renove the crane fromservice if observed.

2) Personnel Training: Personnel not trained on equipnent used or system operated
(awar eness depth)- The investigation identified the need to strengthen operator

awar eness of early mechanical distress signs and responses (later addressed via safety
alerts and training). This gap contributed sonewhat to the event by reducing the
likelihood of early detection and intervention

3) Managenent Systens: |nadequate docunentation/procedural specificity- Prior to post-
i nci dent revisions, inspection/mintenance docunentation did not explicitly require
verification of internal lubrication flow paths or detailed retainer condition checks,
whi ch reduced the chance of discovering internal degradation short of disassenbly.

4) Managenent Systens — | nadequate hazard anal ysis- Unsafe Wrk Practice increasing
consequence severity- Maintaining the |oad bl ock at approximately 65 ft over the MW/
during positioning increased potential consequences once failure occurred. Even
though it did not cause the nmechanical failure, the injury could have been prevented
by an adequate hazard analysis that identified the hazard of the suspended | oad at

hei ght and mitigation of lowering the load to its safest and | owest point before

swi ngi ng over the boat. This inadequacy led to an injury.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

n/ a

21. PROPERTY DAMAGED: NATURE OF DAMAGE

Load bl ock refurbishnent ($7,290.00),
repl acement wire rope ($5,421.00),

repl acenent conponents (wedge, socket,
l'inks, slings - $2,353.45), crane
technician [ abor ($3,717.00), and deck
repair costs ($400.00), totaling

$19, 159. 45.

ESTI MATED AMOUNT ( TOTAL) :
22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Hounma District recomrends the Office of Incident Investigations issue a Safety
Alert.

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:

n/ a

25. DATE OF ONSI TE | NVESTI GATI ON
12- MAY- 2025
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26. lnvestigation Team Menbers/ Panel Menbers: 29. ACCIDENT INVESTIGATION PANEL FO%IEB-_
\O For Public Release

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

30. DISTRICT SUPERVISOR:
28. ACCI DENT CLASSI FI CATI ON:

pPPROVED AV Gresham
DATE: 06- NOV- 2025
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