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: 27-AUG 2025 TIME 1045 HOURS | X| CRANE
) OTHER LI FTI NG

OPERATOR: Renai ssance O fshor e, LLC | DAMAGED/ DI SABLED SAFETY SYS.

REPRESENTATI VE: X|I NCI DENT >$25K 125, 000

TELEPHONE: | |H2S/ 15M N. / 20PPM

CONTRACTOR: Fluid Crane and Construction |_|REQUI RED MUSTER

REPRESENTATI VE: TELEPHONE: | (S)IT-IUTDOVW FROM GAS RELEASE
HER

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: G37455 WORKOVER DECOM PI PELI NE
AREA: VWD LATI TUDE: COVPLETI ON DECOM FACI LI TY
: HELI COPTER S| TE CLEARANCE
: LONG TUDE:
BLOCK 152 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: —
| NJURI ES: X| EQUI PMENT FAI LURE

[[] H STORI C I NJURY — &MEQN,TRSENAGE

OPERATCR CONTRACTOR ™ sLI P/ TRI P/ FALL

[ ] REQUI RED EVACUATI ON | WVEATHER 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
Q her Injury 10. WATER DEPTH: 373 FT.
11. DI STANCE FROM SHORE: 28 M.

POLLUTI ON

FI RE 12. WND DI RECTION:  NE

EXPLOSI ON SPEED: 6 MP.H
LVWC ] HI STORI C BLOWOUT 13. CURRENT DI RECTION: SE

UNDERGROUND SPEED: 3 MP.H
SURFACE
D DEVERTER 14. SEA STATE: 3 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 27 August 2025 at 1045 hours, an incident occurred at the West Delta (WD) 152 A
platform WD 152 Ais a fixed leg platformlocated in the Gulf of Anerica that is
owned and operated by Renai ssance Offshore, LLC. (Renaissance). During the incident,
the WD 152 A platformcrane was in the process of naking a dynamic lift of a third-
party Power Pack (Power Pack) fromthe Mdtor Vessel(MW) to the platformwhen the crane
suddenly failed. During the crane failure, the crane’s boom cabl e separated which
caused the crane boomto fall uncontrollably. Wen the crane boomfell, it contacted
the platform handrails under the crane boomas well as the M/ below. There were no
injuries caused by the incident but there was damage to the platformhandrails, the
crane, and the M. There was also a small anpbunt of hydraulic fluid that entered the
Gul f of America due to broken hydraulic hoses and fittings.

SEQUENCE OF EVENTS:

On 27 August 2025 at approximately 1045 hours, a Fluid Crane and Construction Crane
Operator (Crane Qperator) was perform ng crane operations with the platformcrane on
WD- 152 A platform During this operation, the Crane Operator |owered a cutting box
fromthe platformto the M. After lowering the cutting box to the M/, the Crane
Operator notified the MV Captain by radio that his next |ift was going to be a Power
Pack wei ghi ng approxi mately 8,000 pounds. After notifying the MV Captain of the next
lift, the MW Captain repositioned the W so the Crane Operator could safely make the
lift. The MV then noved too close to the platformfor the Crane Operator to
confortably nake the lift, so the Crane Operator asked the W captain to nove forward
(away fromthe platform. Once the MV was positioned where the Crane Operator felt

safe making the lift, the Deckhand then hooked the main line stinger to the Power Pack
that was to be lifted

Wiile the Crane Operator was attenpting to lift the Power Pack, the M/ started
drifting back towards the platformagain. At this point, the Crane Operator waited
until the Power Pack rigging tightened and the D-ring was directly over the Iift and
began to lift the Power Pack. As the Crane Operator started lifting the Power Pack
the Crane’s boom cabl e separated and resulted in the Crane’s boom falling. Wen the
Crane’s boomfell, it inpacted and damaged the platform handrails and the stern of the
M. The Crane’s |l oad bl ock, load cable and auxiliary cable also fell to the W. The

| oad bl ock fell on a cutting box located just forward of the Power Pack being lifted.
The cables fell to nmultiple places on the MW deck, and the Auxiliary ball broke |oose
and fell into the @ulf of Anerica. The crane boom struck the stern of the M causing
damage to the stern handrails and buckling the center of the junp deck. A small amount
of hydraulic fluid was w tnessed dripping out of broken fittings and hydraulic hoses.
The hydraulic fluid entered the GQulf of America creating a small visible sheen but

qui ckly dissipated due to the small amount of fluid rel eased.

After the incident occurred and all personnel were safe, Renaissance decided to secure
the crane boomthat was hanging off the side of the platformw th ratchets and straps.
This was perfornmed to reduce the possibility of the crane boom or other conponents
falling into the Gulf of America. Later, Renai ssance renoved the boom conpletely to
prevent any possibilities of the crane boomfalling. The boom cables, |oad bl ock
pendant |ines, hoses, fittings and the bridle assenbly were then placed on a boat and

transported to third-party crane service facility for further investigation
BSEE | NVESTI GATI ONS

An el ectronic report was submtted on 27 August 2025 which provided a brief
description of the incident, with limted detail as to the extent of the damage. The
foll owi ng norning of 28 August 2025, Renai ssance called the Bureau of Safety and
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Envi ronment al Enforcenent (BSEE) to notify themthat a crane incident had occur’fg’d%%b"c Release

WD- 152 A on 27 August 2025. A followup enmail was sent at 1310 hours on 28 August 2025
provi di ng additional details and photos of the incident.

On 28 August 2025, the incident was assigned to a BSEE Accident Investigator (Al). The
Al then flew of fshore on 05 Septenber 2025 to investigate the incident and gather
additional information. Additional information that was gathered on the initial visit
by the Al consisted of past crane inspections, photographs, w tness statenents,
certifications and crane pre-use docunentation. After the initial visit, the

i nvestigation was then transferred to another Al to conplete. After the transfer of
the incident fromone Al to another, a second on-site visit was conducted on 11

Sept enber 2025. During the second on-site visit at WO-152 A, the Al took additiona
phot ographs and requested additional docunentation. The Al |earned that the crane boom
wire ropes, and sheave packages had been sent to a third-party crane service to have
further evaluation perfornmed of the damage conponents.

On 12 Septenber 2025, the Al traveled to the third-party crane service to neet with a
Renai ssance representative and crane service professionals. During the visit to third-
party crane service, the Al was able to take photographs of the danaged crane boom
cables and all other damaged conponents. The crane boom cable bridle assenbly was

al ready di sassenbl ed when the Al arrived. Wiile perforning the investigation and
consulting with the crane service professionals, attention was directed towards the
boom cabl e sheave bridle. The crane service professionals and the Renai ssance
representative pointed out the danage that was identified on the boomcable bridle
sheave pin. The sheave pin had been danaged due to excessive bearing wear on the sheave
pin which was caused by a failed bearing. The bridle sheave pin is a 3-inch dianeter
pin and has an overall |ength of 20 inches. The pin was worn down to 2-1/2 inches where
the failed bearing rested on the pin. This resulted in the bridle sheave pin |osing
approximately a 1/2-inch x 2-3/4-inch area of netal where the bearing was |ocated on

t he pin.

During the Al’s investigation at the third-party crane service facility, there were
mul tiple bridle sheaves danaged. The sheave with the nost danage was the sheave that
the failed bearing was attached to. The sheave that the failed bearing was attached to
had been cut through by the boomw re rope approximately 160 degrees inside the sheave
wire rope groove. This led to the wire rope cutting through the sheave all the way to
the bearing that is pressed in the center of the sheave. Evidence shows signs of the
cable cutting into the side of the sheave as well. The sheave's side danage starts
where the cable woul d have begun to contact the bearing in the center of the sheave.

The | ast crane inspection, other than a crane pre-use, that was perfornmed on the crane
prior to the incident was an annual inspection on 01 August 2025. During this

i nspection, the Crane |Inspector checked off in his paperwork that the bridle sheaves
and boom cable were in good condition at the time of the inspection. The Crane

I nspector also perforned a pull test on the crane on 02 August 2025 which successfully
pul l ed 30,900 pounds at a 74-degree boom angle and a 25-foot radius according to the

i nspector’s paperwork.

On 05 Novenber 2025 at 1154 hours, the Al was able to conduct a phone interview wth
the third-party Ccrane Inspector that had recently perforned the annual crane inspection
on 01 August 2025. During the phone interview, the Crane |Inspector stated that he did
i nspect the boom cable bridle assenbly and sheaves during the annual crane inspection
The crane inspector stated that during the inspection of the bridle sheaves, he | owered
the bridle to the crane boom and provided slack in the boomcable to allow himto nove
the sheaves freely. He then rolled/turned the sheaves to ensure they noved freely
wi t hout cable tension. He stated that he greased the sheaves by using the greasing
poi nts on the sheave pin. The Inspector also stated that he did not renove the sheave
pin to inspect it. The crane inspector stated he was not required to renove the sheave
pi n per conpany policies and the APl RP 2D Sixth edition that they follow
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, , : : : : o : For Pcﬁblic Release
The third-party crane service provided their sheave inspection training guide, and the

training did not specify the renoval of the sheave pin during sheave inspections. The
third-party crane’s “Crane Sheave- Sheave Beari ng- Sheave Pin Inspection Report”
identifies a nethod of checking for bearing wear is “by attenpting to “Tilt” Sheaves.
Cbserving excessive Tilt may be an indication that the Sheave Bearing and/ or Sheave Pin

are Wrn.” Another nethod is to “check and ensure all sheaves are in the sane
al i gnnment. Sheaves that are out of alignnent may be an indication that the sheave pin/
bearings are worn.” Neither nethod recognizes pulling the bridle sheave pin as part of

the inspection. The API RP 2D Sixth Edition section Gb5.1.2d (Sheave |nspection
Criteria) also does not specifically require renoving the sheave pin as part of the
sheave inspection criteria.

During the initial visit on 05 Septenber 2025, by the first Al on-site, the

i nvestigation findings also reveal ed that the crane operator was operating the crane at
61-65- degree boom angl es when the incident occurred. The crane’s |oad chart states that
at a 61-degree boom angle, the crane’s dynam c Safe Wrking Load (SW) is 12,200
pounds, placing the load being lifted well within the crane’s capacity at the angle
during the tine of the incident.

Renai ssance el ected to send the sections of the boomcable that were broken during the
i ncident to have the cable tested and anal yzed at a third-party laboratory. The third-
party laboratory received a portion of the 5/8-inch 6 x 26 Regular R ght Lay (RRL) boom
cable fromWst Delta-152 A The analysis report drafted by third-party laboratory
concl uded that the wire rope showed no signs of corrosion near the failed cable areas
or any physical damage such as ki nks, abrasions, heat or flat spots. The analysis did
however reveal features of ductile failure that included mcro void coal escence, shear
di mpl es, and localized plastic deformati on with necking. The features that were noted
suggest that the wire rope failed under slow strain rate when applied service | oads
exceeded their | oad-bearing capacity. The report also identified that the main causes
could include wear and abrasion fromfriction agai nst druns, sheaves, or other externa
obj ects and fatigue caused by repeated | oading cycles and excessive overl oadi ng which
causes stretching and weakening. OQther contributing factors could include shock

| oadi ng, corrosion, inmproper handling, inproper lubrication, incorrect size or damage
to sheave and or |ack of routine maintenance. The anal ysis report also mentions the
possi bl e causes of the wire rope failure as follows; Prior damage from equi pnent
(bearings, sheaves etc.), cunul ative danage (repeated | oadi ng, bending, abrasions,
corrosion, fatigue, etc.), shock |oading, and overl oadi ng.

I N CONCLUSI ON

On 27 August 2025, the WD-152 A platformcrane suffered extensive damage due to a
nmechani cal failure of a boomcable bridle sheave bearing. Evidence collected fromthe
i nvestigation suggests that the bearing had becone seized and could not spin freely as
desi gned. Once the bearing becane seized, the inner race began to spin on the sheave
pin, ultimately wearing through the pin approximately 1/2-inch. Due to this wearing
pattern, the sheave and bearing becane | ocked up and were unable to spin any further
When this occurred, the boom cable was still noving back and forth on the sheave.
Because t he sheave was of a Nylatron (Silicon) material, it was nmuch softer than the
crane cabl e which allowed the cable to cut through the sheave

The damage on the side of the sheave indicated that the cable cut through the sheave
down to the hardened outer-race of the bearing. Once it contacted the bearing, the
cable started cutting through the side of the sheave. The |lab analysis indicated that
the cable broke froma slow strain rate that suggested the cable at some point becane
jamed on the sheave which caused the slow strain pull during the crane operations.
Once the cabl e becane unable to nove while the crane was still performng functions,
the force caused the cable to break. Once the cable broke, the crane boom cable coul d
no | onger support the crane boom which led to the crane boomfalling and striking the
handrail s under the boom as well as the W
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I nvestigation findings reveal ed the |ack of inspection of the sheave pins duri nlaogﬁ#]lgllc Release

i nspections. Renai ssance stated that they failed to include schedul ed inspection
interval s of specific sheaves, pins, and bearings in their crane inspection policy.
Renai ssance has stated that they will be updating their crane safe work practices on

i nspection guidelines to require the annual renoval of sheaves and sheave pins for

i nspection. Because the sheave pins were not renoved during past annual inspections,
there is no definitive conclusion as to whether the pin was worn prior to or after the
annual inspection performed on 01 August 2025. Future renoval of the sheave pins

during the inspections will provide a nore thorough examni nati on of the sheave pins and
hopefully prevent simlar incidents fromoccurring in the future. The third-party crane
service has stated that they will not be updating their policy on renoving sheave pins
during inspections aligning with APl RP 2D standards. They will, however, be re-witing
their procedures and renoving the pins for inspections as per custoner requests.

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

Equi pnent Failure: (Failed Bearing) |nadequate equipnent inspection- Due to not
removi ng the crane boom cabl e bridle sheave pin, there was no way to properly identify
t he sheave pin wear. The failed sheave bearing was al so unidentifi ed.

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

Personnel Training: |nadequate training- Training provided by the third-party crane
servi ce conpany does not specify the renoval of sheave pins to inspect sheave
beari ngs.

Managenment Systens: | nadequate training docunentation- Third-party crane service
conpany failed to incorporate renoving the sheave pin in its “Crane Sheave- Sheave
Beari ng- Sheave Pin Inspection Report” and sheave inspection training.

Managenment Systens: | nadequate crane nai ntenance policy- Operator failed to include
the renoval of sheave pins as part of their Crane safe work practices on inspection
gui del i nes

20. LI ST THE ADDI TI ONAL | NFORMATI ON
Dates of Onsite Investigations:

05 Septenber 2025
11 Septenber 2025
12 Septenber 2025

21. PROPERTY DAMAGED: NATURE OF DAMAGE

Pl atform handrails, handrails and junp deck Br oken, bent, worn beyond use
of MV, crane boom assenbly, crane wire rope
cables, bridle assenbly.

MVS - FORM 2010 PAGE: 5 CF 8
EV2010R 11- DEC- 2025



For Public Release
ESTI MATED AMOUNT ( TOTAL): $125, 000

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE New Orl eans District Recommends the Office of Incident |Investigations should consider
issuing a Safety Alert regarding the incident.

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:

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

12- SEP- 2025

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

OCS REPORT:

30. DI STRI CT SUPERVI SOR:

27. OPERATOR REPORT ON FI LE: .
M chael J. Sauci er

APPROVED
DATE: 11- DEC- 2025
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INJURY/FATALITY/WITNESS ATTACHMENT

[[] oPERATOR REPRESENTATI VE
CONTRACTOR REPRESENTATI VE
[1 orrer

[1 1nowry
[1 FatALITY
W TNESS

NAME:

HOVE ADDRESS: Crane Operator
cTy:

VORK  PHONE:

EMPLOYED BY:
BUSI NESS ADDRESS:

aTy:

ZI P CODE:

STATE:
TOTAL OFFSHORE EXPERI ENCE: YEARS

STATE:

[[] OPERATOR REPRESENTATI VE
CONTRACTOR REPRESENTATI VE
[1 orrer

[1 1nowry
[1 FaTALITY
W TNESS

NAME:
HOVE ADDRESS: W Deckhand
cTY:

WORK PHONE:

EMPLOYED BY:
BUSI NESS ADDRESS:

caTy:

ZI P CODE:

STATE:
TOTAL OFFSHORE EXPERI ENCE: YEARS

STATE:
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For Public Release

|:| OPERATOR REPRESENTATI VE D I NJURY
CONTRACTOR REPRESENTATI VE |:| FATALI TY
D OTHER W TNESS
NAME:

HOVE ADDRESS: Crane | nspector/Mechanic
SRAE STATE:
WORK PHONE: TOTAL OFFSHORE EXPERI ENCE:

EMPLOYED BY:
BUSI NESS ADDRESS:

aTY: STATE:
ZI P CODE:

YEARS
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