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

ACCIDENT INVESTIGATION REPORT

For Public Release

1. OCCURRED
DATE: 08-JAN-2026 TIME: 0845

2. OPERATOR Tal os Petrol eum LLC
REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: Danos & Curole Marine Contracto
REPRESENTATI VE:
TELEPHONE: ||

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG

| DAVAGED/ DI SABLED SAFETY SYS.
| NCI DENT >$25K

[ |H2S/ 15M N. / 20PPM

[ |REQUI RED MUSTER

|_|SHUTDOWN FROM GAS RELEASE
OTHER

HOURS

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

ON SITE AT TI ME OF | NCI DENT: X| PRODUCTI ON TEMP ABAND
: DRI LLI NG PERM ABAND
4. LEASE: 06898 || WORKOVER DECOM PI PELI NE

HELI COPTER SI TE CLEARANCE

BLOCK: 989 LONG TUDE: - 88. 62598209 | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM A | OTHER
RI G NAME: —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ POD)
DECOMM SSI ONI NG
9. CAUSE:
7. TYPE i
R ES R HOVEN ERRCR
B OPERATOR CONTRACTOR ™1 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 FLUI D
RWJT (>3 days) X]| OTHER MANAGEMENT SYSTEMS
| | FATALI TY
Q her Injury 10. WATER DEPTH. 1290 FT.
11. DI STANCE FROM SHORE: 26 M.
POLLUTI ON
FI 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 PMENT FAI LURE OR PROCEDURES 15. PI CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
MVB - FORM 2010 PAGE: 1 OF 6
EV2010R 26- MAR- 2026



17. | NVESTI GATI ON FI NDI NGS: For Public Release

I NCI DENT SUMVARY:

On 08 January 2026, at 0845 hours, an incident occurred at Viosca Knoll (VK) 989 A
(Ponpano) platform Ponpano is a fixed leg platformlocated in the Gulf of Anerica and
is owned and operated by Tal os Petroleum LLC (Tal os). During the incident, Danos &
Curole Marine Contractors, Inc. (Danos) contractor crew was in the process of
replacing 480-volt cable (CLX) for a vapor recovery unit (VRU). Wile replacing the
cables, the crew deternmined that an old cable needed to be renoved fromthe cable tray
to have roomto install the new cables. A Danos crew nenber began cutting the
identified cable with an el ectric bandsaw when an arch flash occurred due to cutting
the wong cable. There were no injuries or pollution associated with the incident.
There was damage to the bandsaw bl ade and the energi zed cable that was cut.

SEQUENCE OF EVENTS:

Per the Tal os investigation report, on 07 January 2026, at 1400 hours, the Danos
electrical crew that was tasked with work to replace the CLX cables arrived on
Ponpano. At 1500 hours, the Danos crew and the Tal os el ectrician wal ked down the
jobsite and perforned the required Lock Qut Tag Qut (LOTO) procedures on the CBA-4010
(VRU #1 1st stage) conpressor nmotor. At 1530 hours, the junction box for the VRU #1
1st stage was prepped for work. During this tineframe, the Tal os el ectrician
identified the VRU #1 cable to be cut and renoved. The Talos electrician showed it to
the Danos crew. Wirk then concluded for the day.

On 08 January 2026, at 0600 hours, Danos electrical crew menbers took part in a pre-
tour safety nmeeting, JSEA, and Permits to Wrk (PTW for the VRU #1 1st stage cable

repl acenent. At 0700 hours, a cable spool was set up on the drill deck and prepared
for the cable replacenent. At 0800 hours, the crew began running new cable for the VRU
#1 1st stage fromthe drill deck through the deck penetration |ocation. At 0840 hours,
the new cable was routed to the cable tray below drill deck. At this point, the crew

determined that the old cable needed to be renmoved fromthe cable tray to accommodat e
the new cable installation. At 0845 hours, a Danos crew nenber electrician used a
portabl e bandsaw to cut what was believed to be the old cable. Wen the Danos crew
menber cut into the cable, an arch flash occurred when the bandsaw bl ade contacted the
energi zed cable during the cut. Al work was i medi ately stopped, and the incident was
reported to the Talos Offshore Installation Manager (O M. The energi zed cabl e t hat
was m stakenly cut and was the source of the arc flash was servicing CBA-4060 B (VRU
#1 2nd stage) which was in service at the tine of the incident. The energi zed cabl e
was | ocked out by Talos electrician after the incident.

BSEE | NVESTI GATI ONS

On 13 January 2026, Talos submitted an electronic report to the Bureau of Safety and
Envi ronment al Enforcenent (BSEE). The el ectronic report included a description of the
i ncident, investigation reports, photographs and other related docunentation. After
the report was submitted, the incident was assigned to a BSEE Acci dent |nvestigator
(Al') on 14 January 2026.

Once assigned to the incident, the Al requested additional docunments fromthe operator
pertaining to the incident. The Al then perforned an on-site investigation at Ponpano
wher e additi onal photographs were taken and additional docunentation was requested.
Before the Al arrived at the location to performthe on-site investigation, the cable
that was m stakenly cut had already renoved fromthe area to avoid any further
hazards. Through the review of the Talos investigation report, Danos investigation
report, and witness statenents, the Al was able to verify the details that took place
| eading up to and during the incident.
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Per the Tal os and Danos investigation reports, the Talos electrician identifi ec{:?ﬁ(fumlc Release

wrong cable that needed to be cut and renoved. The Tal os el ectrician then proceeded to
point out the wong cable to the Danos personnel during the pre-job wal kt hrough. The
cable that needed to be renoved was | ocked out and energy isol ation was perfornmed.
Unfortunately, the Talos electrician identifying the wong cable during the pre-job
wal kt hrough led to the incorrect (energized) cable being cut. Additionally, the Danos
crew nenber did not independently verify the correct cable to be cut and renoved. This
all oned the wong (energized) cable to be cut and the arc flash to occur. The VRU #1
2nd Stage breaker did trip as designed once the cable was cut into. After realizing
the breaker was tripped and the wong cable was cut, energy isolation was perforned
along with LOTO on the VRU #1 2nd Stage breaker.

Upon further review of the incident and docunentation, the Job Safety Environnmenta
Anal ysis (JSEA) that was perforned for the task did not have the hazards listed for
cutting the wong cables. Additionally, there were no controls or mitigation nethods

i mpl enented to verify the correct cable to be cut before cutting the cable. By not
verifying the correct cable to be cut, the Danos crew did not follow their conpany’s
procedure (Cable Renoval -Denolition Procedure ES-P-300-002). Per the Danos policy, the
denmolition crewis required to use the Cable Renoval -Denolition Procedure checklist in
conjunction with the JSEA. The checklist was not performed as per Danos policy. The

i nvestigation al so exposed a breakdown i n conmuni cati on between the Danos nanagenent
and the electrical crew. Danos adnmitted that the policy was not distributed to the
Danos work crew that was replacing the cable prior to the job and the Danos work crew
replacing the cables were not famliar with the cable deno procedures as this type of
task was not usually in their scope of work.

Danos stated that the crew did not follow the Danos Wrk Safe Cath El enent- Energy

I solati on which states to verify isolation and zero energy before work begins. The

i nvestigation found that as the job scope changed and it was deternined that the old
cable would need to be renoved to install the new cable, the JSEA was never updated to
account for the new tasks and the hazards that were involved with the new task

On 11 March 2026, the New Orleans District forwarded Safety Alert No.506, "Arc Flash
Incident Highlights Critical Need for Voltage Verification During Offshore El ectrica
Mai nt enance,” previously issued by the Ofice of Incident |Investigations, to Tal os
Petrol eum LLC for awareness.

I N CONCLUSI ON

The incident that occurred on 08 January 2026 at Ponpano was a direct result of poor
communi cati on, managenent not providing crew nenbers with proper procedures prior to
performng a task, and personnel not follow ng conpany policies set in place for
personnel safety. The incident could have had a far worse outcone. Fortunately, the
breaker for the CBA-4060B tripped as intended when the band-saw cut into the cable. As
aresult of this incident, a Safety Alert was distributed throughout Tal os that
focused on proper energy isolation and verification prior to work being perforned.

Danos managenent distributed their Wrk Safe Cath El ement training to enpl oyees

t hrough the Danos dashboard to reinforce safety around life-saving rules. Danos al so
conducted a Safety Stand Down with the Power CGen field teamincluding the Ops Manager
and Project nanager to discuss the incident and the path forward. The Cabl e Renpval -
Denmolition Procedure that was not distributed prior to the incident, will be

di stributed through Conputer-Based training to all work groups to becone faniliar with
the process/procedure. Lastly, Danos created an Early Learning Bulletin and
distributed it to work groups to review the |learnings and prevent simlar incidents in
the future.
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18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT: For Public Release

Human Performance Error: Not foll owi ng proper procedures- Danos crew nenbers did not
follow their conpany Wrk Safe Cath El enent-Energy isolation which calls to verify
energy isol ation before work begins.

Human Performance Error: |nexperience doing task related to incident- Danos stated in
their investigation report that the “Crew was not famliar with cable deno procedure
due to this type of task not usually in their scope of work.”

Commruni cati on: | nadequat e conmuni cati on between the operator and contract personnel -
The Tal os el ectrician pointed out the wong cable to be cut. Danos personnel never
verified the energy isolation and never verified that the cable pointed out during the
pre-job wal kt hrough was the correct cable to cut.

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

Managenment Systens: No witten job procedures- Danos managenent failed to provide the
crew on location with the Cable Renoval -Denolition Procedure prior to performng the
wor K.

Commruni cati on: | nadequate job instructions provided- Danos failed to provide the crew

with the proper training to performthe task. Due to the crew not being famliar with
the task, training should have been provided prior to the crew perform ng the task.

20. LI ST THE ADDI TI ONAL | NFORVATI ON:

21. PROPERTY DANMAGED: NATURE OF DAMAGE:
CLX cabl e Cut/ damaged
ESTI MATED AMOUNT ( TOTAL) : $2, 600

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE New Ol eans District recommended the Ofice of Incident |Investigations consider a
Safety alert regarding the incident (if a safety alert has not been previously issued on
this topic), with focus directed towards verifying energy isolation and foll ow ng conpany
polici es.

Since a sinmlar Safety Alert had already been published, the Ofice of I|ncident
Investigations shared Safety Alert No 506 "Arc Flash Incident H ghlights Critical Need for

Vol tage Verification During Offshore Electrical Mintenance,” which was then forwarded to
Operator for awareness.

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:
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For Public Release

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
06- FEB- 2026

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:
M chael J. Sauci er

APPROVED
DATE: 26- MAR- 2026
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