UNI TED STATES DEPARTMENT OF THE | NTERI OR

BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT

GULF OF AMERI CA REG ON
ACCIDENT INVESTIGATION REPORT

For Public Release

1. OCCURRED
DATE: 05-AUG 2025 TIME 0740

2. OPERATOR Cantium LLC
REPRESENTATI VE:
TELEPHONE:

CONTRACTOR:
REPRESENTATI VE:
TELEPHONE:

HOURS

I

[ | STRUCTURAL DANAGE

CRANE
OTHER LI FTI NG

| DAMAGED DI SABLED SAFETY SYS.
|1 NOI DENT >$25K

H2S/ 15M N. / 20PPM

[ |REQUI RED MUSTER

SHUTDOMN FROM GAS RELEASE

| OTHER

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

ON SI TE AT TIME OF | NCI DENT: [X] PRODUCTI ON TEMP ABAND
| DRI LLI NG PERM ABAND
4. LEASE: 00370 || WORKOVER DECOM PI PELI NE
AREA: BM LATI TUDE: | | COVPLETI ON DECOM FACI LI TY
. HEL| COPTER S| TE CLEARANCE
oCK: LONG TUDE: -
BLOCK 3 | MOTOR VESSEL
] PI PELI NE SEGVENT NO.
5. PLATFORM KN | OTHER
RI G NAME: —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCDY POD)
DECOMM SSI ONI NG
9. CAUSE:
7. TYPE i
| NJURI ES: X| EQUI PMENT FAI LURE
HUMAN ERROR
[[] HI STORI C I NJURY | EXTERNAL DAMAGE
B OPERATCR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
X| LTA (>3 days) 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: 4 M.
POLLUTI ON
Fl RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.
LWC [7] HI STORI C BLOAOUT 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:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

I nci dent Sunmmary:

On August 5, 2025, Cantium LLC (Cantium notified the Bureau of Safety and

Envi ronmental Enforcenent (BSEE) Houma District Office that an injured person (IP) had
been evacuated fromplatform“KN 13/KN-Flare Pile” (KN) located within Block 3 of the
Bay Marchand Area (BM 3 KN), Lease OCS-00370, approximately 5 miles offshore in the
Qul f of Anerica. Cantiumreported that during transfer of personnel from platform KN
to the crew boat, the personnel basket suddenly fell 6 -15" before it came to an
abrupt stop approxi mately 25 above the water. The | P renai ned inside the personnel
basket during and after the uncontroll ed descent and sustained injuries to his |ower
right extrenity and back. Followi ng the incident, the Crane Operator (CO was able to
utilize the crane to lift the personnel basket back onto the top deck of BM 3 KN where
the P s injuries were accessed and first aid was admini stered. The evacuation faced
del ays due to weat her, helicopter availability, and ni scommunication. The | P was
evacuated via the crew boat to CGPort 1 in Port of Fourchon, LA, transported via

ambul ance to neet a helicopter, and flown to University Medical Center (UMC) in New
Ol eans, LA for further diagnosis and treatnment. The crane and scene of the incident
were imredi ately secured, and a preservation order was issued by BSEE

Sequence of Key Events:

Approxi mately four nmonths prior to the incident, on April 10, 2025, a crane contractor
(crane contractor #1) Crane Mechani ¢ (CMi#1l) conpl eted an Annual Crane |Inspection at BM
3 KN. After conpletion of the inspection on April 15, 2025, a Cantium Health,

Envi ronment, and Safety Coordinator (HESC) signed a “Deficiency Sunmary” provided to
them by the cM#1. By the date of the incident on August 5th, 2025, one of the six
defi ci enci es remai ned uncorr ect ed.

On August 5, 2025, at 7:30 am the seas were optimal and slick cal mas personne
transfer operations began at the BM3 KN facility.

The plan was to utilize the crane’s auxiliary (aux) hoist to | ower one individual, a
Canti um Production Operator (the IP), to the crew boat “Mtor Vessel (M) Titus” and
then retrieve another individual, an | & E Technician (I & E Tech).

The CO positioned the personnel basket over open water, engaged the swi ng brake, and
boonmed down in preparation for |owering the basket.

The CO actuated the aux line |lever to begin | owering the basket, but nothing happened.
Then suddenly the personnel basket fell 6'-15" before comng to an abrupt stop
resulting in a noticeable jolt and recoil of the basket. The IP yelled loudly in pain
as he was forced downward to his knees within the basket as the basket arrested before
bounci ng upwar ds.

The I P held onto the personnel basket webbing but could not stand back on his feet. The
| P communi cated to the CO that his foot was broken and that he was experiencing
significant back pain. The CO believed the incident was caused by the failure of the
aux wi nch/ hoi st and deternined that |Iowering the IP further could pose additional risk
including the possibility of the IP entering the water, and elected to reposition the
basket back onto the platform

The | & E Tech aboard the MV Titus observed the free fall and subsequent rebound of the
basket. As the COlifted the I P back onto the top deck of BM3 KN, the | & E Tech
utilized a swing rope to board BM 3 KN and assist in attending to the IP. The CO
utilized the aux winch to Iift the basket high enough to clear the handrail and swung
back over the deck of the platform Due to the CO being reluctant to utilize the aux

wi nch to line down function, and as he saw he was able, the CO chose to sinply | ower
the boom of the crane until the personnel basket |anded safely onto the top deck of BM
3 KN

The I P, being unable to stand, sat down in the basket as he awaited support fromthe CO
and | & E Tech. They retrieved a chair fromthe office and brought it out on deck near
t he personnel basket to transfer the IP into the chair.

The | & E Tech called Cantiunis nearby Gand Isle 37 “R" (G 37 R) facility at 7:56 am
to report the incident and that the crane was out of service and unavail able to assist
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: : . : For Public Release
in the evacuation. As a result of the notification, a plan was enacted and the VBr

Titus was directed to relocate to @ 37 R (approximately 10 minutes travel time from
BM 3 KN) to pick up the Cantium Foreman (Foreman) and HSEC and then return to BM 3 KN
to assess the best nethod of and assist with evacuation of the IP

At 8:02 am the Cantium Production Manager (PM called the Main Pass (MP) Area Forenan
(MP Foreman) at the MP 142 C facility where a Cantiumcontracted field helicopter was
stationed. The MP Forenan and PM di scussed aircraft availability and the MP Forenan
reported it was currently raining in the area but could send the helicopter when rain
stopped. The flight tinme fromMP 142 Cto BM3 KN was estimated to be 45 nminutes. The
PM requested that the helicopter be prepared to depart MP 142 C when weat her all owed.

At 8:13 am the PMcalled the helicopter dispatcher to check on the availability of
other aircraft. Wien the dispatcher inforned the PMthat it would take 2.5 hours to
arrive at BM3 KN, the second aircraft was then declined due to the anpbunt of tinme it
woul d take to transport the IP and the PMcontinued to | ook for faster nethods of
transport for the IP

A call was placed to a second helicopter contractor at 8:18 am and a helicopter was
reported to be available in Abbeville, LAwith a 45 mnute flight after fueling.
Arrangements were made t0 reserve the aircraft and to wait on call back wi thin mnutes
for the “green light” to depart for BM 3 KN

At approximately 8:20 am the Foreman and HSEC arrived to BM3 KN via MV Titus. The

I P"s boot had to be cut off due to significant swelling and visible deformty of the
foot. An ice pack was applied to the IP s right foot/ankle, and the Forenan fashioned a
splint and wapped it with an ace bandage. At that tine, the IP's condition was not
believed to be critical, but the field communicated to Cantium | eadership that the IP's
foot was seriously injured and that the I P was experiencing pain in his | ower back. The
deci sion was made to secure the IP in the stokes litter

Avai | abl e evacuati on options were discussed between the PM Foreman, and | P, including
the need for a nedical evacuation (nmed evac) flight. The | P advi sed he want ed whi chever
option was fastest. However, due to BM 3 KN s heliport rating of 8000 | bs not neeting
the med evac helicopter requirenents, this neant the |IP would have to be wi nched up
into the hovering ned evac helicopter. The IP refused the ned evac option because he
did not want “another winch to fail hinf.

At 8:22 am the MP Foreman at MP 142 C called and said that the weather had cleared and
the field helicopter could fly. The Producti on Manager (PM instructed the Cantium
Foreman to have the field helicopter head to BM 3 KN

At 8:30 am Cantium contacted Terrebonne CGeneral to discuss protocol for |anding at the
hospi tal heli pad.

The PMwas notified that the field helicopter departed MP 142 C for BM3 KN at 9: 00 am
Del ay was caused by the need to fuel up and the pilot preparing for flight.

The MP 142 C field helicopter arrived at BM3 KN at 9:45 am Just prior to arrival of
the MP field helicopter, the Foreman, HSEC, CO, and | & E Tech carried the IP in the
stokes litter up several flights of stairs to the deck just below the heliport and were
ready to put the IP on the helicopter as it arrived. Once the helicopter was shut down,
the I P was brought up to the heliport and at that tine it was realized that: 1. The
stokes litter could not fit into the helicopter and 2. The IP could not sit up and
needed to remain in the stokes litter due to his pain and injuries. The four nmen set
the I P down on the heliport deck next to the helicopter and contacted the PMin attenpt
to identify an evacuation nethod suitable for the P s condition

At 10:00 am the PMIlearned that Cantium s standard field helicopter had been swapped
out the day prior for a different aircraft. The replacement aircraft coul d not
acconmodate the stokes litter. Cantiumalso reported up until this point, it was not
communi cated to those assisting in planning the evacuation that the IP could not sit up
and needed to remain in the stokes litter.

At 10:08 am the PMcalled a Med Evac aircraft conpany to see if they had any aircraft
avai l abl e that could land on BM 3 KN 8000 | b. heli pad.

At 10:14 am all options for evacuation were re-evaluated. The options identified were
transporting a Lift Boat to BM3 KN in order to evacuate the IP via the catwal k
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transfer, overwater boat transfer, and the ned evac hoist if unable to | and theFone’:(be"c Release

evac helicopter on the heliport.

At 10:20 am after reviewi ng sea conditions, the Boat Captain’s confort |evel, and

di scussi ng evacuation options with the IP, all parties nade the decision to performan
overwater boat transfer fromthe BM 3 KN Boat Landing to the MV Titus. This plan

i ncl uded an additional 20 to 30 ninute delay in evacuation tine, because it required
that the MWW Titus return to G 37 Rto pick up two nore individuals to assist in the
overwat er boat transfer.

After the two additional workers arrived at BM 3 KN, the six nen began the task of
carrying the P dowmn fromthe heliport to the Boat Landing. After taking several
breaks al ong the way between flights of stairs, they reached the Boat Landi ng. The
Boat Captain pinned the W against the platform positioning the W as cl ose as
possible to help mitigate the risks of the overwater transfer. Then two nen swung onto
the MWV Titus and positioned thenselves to safely transfer the IPto the MV Titus. The
IP remained in the stokes litter and was placed on the fl oor of the boat cabin in the
air conditioning during transport

At approximately 11:30 am the WV Titus arrived at CPort 1 and Energency Medi cal
Services (EMB), police, and fire departnents were awaiting the IP's arrival. After EMS
eval uated the IP's condition, the IP was transported via anbul ance fromthe CPort 1
Dock to a nearby heliport in Fourchon, where the |IP was evacuated via ned evac

hel i copter around 12: 15 pm

The IP arrived at UMC at approxinately 12:45 pm where he underwent treatnent.

BSEE | nvesti gati on:

On August 5, 2025, at 1:34 pm verbal notification was nade by Cantiumvia tel ephone to
the BSEE Houma District regarding an injury during crane operations at BM3 KN at 7:30
am that required evacuation of an Injured Person (IP). Cantium s initial report to BSEE
stated the foll ow ng:

“I P was on a personnel basket being transferred fromplatformto the MV Titus. The
crane aux winch free fell around 15 feet and then cane to a sudden stop. IP fell to his
knees within the basket. Crane operator was able to regain function of the crane and
set the | P back onto the platform”

Wthin hours of this notification, the BSEE Houma District coordinated the sel ection,
transport, and arrival of two BSEE Houna District Inspectors to BM3 KN to begin

i nvestigative efforts. The BSEE | nspectors took pictures of the BM3 KN crane and
verified the crane was taken out of service prior to their departure. At 5:01 pm on
August 5, 2025, BSEE issued a Preservation Oder informng Cantiumto secure the scene
of the incident until BSEE could return to resume the Incident FollowUp (IF)
investigation efforts. Cantiumconfirnmed recei pt of the BSEE Preservation order by
5:48 pmthat sane day.

The BSEE Hourma District Accident Investigators (Al’s) continued to engage in

communi cation with Cantium via phone, email, and submi ssion of docunents by Cantium
into the BSEE | ncident Reporting system “eWell”.

On August 6, 2025, BSEE Als flew offshore to BM3 KN to investigate the scene of the

i ncident, review records, and obtain witness statenments fromthe CO and all personnel
present at the time of the incident. BSEE Al’s took additional pictures and net and
spoke with personnel present during the incident. BSEE Als noted | oose, unevenly
stacked wire rope lays on the aux wi nch.

BSEE' s records review at BM 3 KN reveal ed that on April 10, 2025, a crane contractor
sent cM#1 and his hel per offshore to begin an Annual Crane Inspection on the BM 3 KN
Crane, a 40° box boom By the end of the day on April 11, 2025, the cM#1 conpleted a
“Deficiency Summary” that docunented six issues discovered during the Annual Crane

I nspection. The cM#1 provided a description of each issue and assigned an | nspection
Code to each nunbered deficiency. O the six deficiencies discovered, four were

assi gned I nspection Code “MR" which referenced that “ltenms Inspected Require

Mai nt enance” and two were assigned “RR’ that neant “Itens inspected Require Repair”.
Two of the six deficiencies (Deficiency Nunbers 1 and 5) were found in violation of
Cantium policy entitled “Cantium O fshore Crane Operation and Mi ntenance Prograni.
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The crane remai ned in service.

After conpletion of the BM 3 KN Annual Crane Inspection on April 15, 2025, the
Cantium s Heal th, Environnent, and Safety Coordi nator (HESC) signed the Deficiency
Sunmmary provided to them by the cMm#1l. Though the Deficiency Sunmmary was never updated
to reflect it, Deficiency Nunber 3 was corrected on April 15, 2025. The crane renai ned
in service

On May 24, 2025, Deficiency Nunbers 1, 5, and 6 were corrected. Per Cantium policy,
running wire ropes will be changed every three years. Records indicated to the cM#1
that the auxiliary (aux) wre rope should have been replaced by Novenber 4, 2023
(Deficiency Nunber 1), and nmain wire rope should have been replaced by April 5, 2021
(Deficiency Nunber 5).

Despite the identification of the deficiencies, neither of the cables were placed out
of service by the cM#1 on April 11, 2025, or on April 15, 2025, when the Cantium HESC
signed the Deficiency Sumary.

Cantiumpolicy entitled "Cantium O fshore Crane Operation and Mai ntenance Progrant
states on “Deficiencies”: “mnor deficiencies will be recorded and repaired on the
spot or with a short time period usually (30 days)”. Deficiency Number 6 was descri bed
as “ENA NE Al R STARTER HAS NUMEROUS CRACK ON HOUSI NG RECOMMVEND REPLACE"

BSEE di scovered that by the date of the incident on August 5th, 2025, one of the six
deficiencies had not been corrected fromthe previous Annual Crane Inspection’s
Defi ci ency Summary provided to Cantium and signed by their HESC on April 15, 2025-
Defi ci ency Nunber 4. Deficiency Nunber 4 was assigned | nspection Code “MR' and
described by the cM#1 in the Deficiency Summary as “AUX BOOM TI P SHEAVE HAS SLOP | N
BEARI NG RECOMVEND REPLACE SHEAVE AND BEARI NG'.

On August 7, 2025, BSEE Als flewto BM3 KN to witness a separate contract company
(crane contractor #2) CM (CcM#2) conduct the post-incident inspection of the crane.
Cantium engaged cM#2 to perform an independent inspection as part of Cantiunis
investigation. After initial pictures were taken by the cM#2, the personnel basket was
di sconnected fromthe aux ball. The cM#2 inspected and tested the aux wi nch braking
system Brake testing was repeated with no indications of malfunction. Aux w nch
testing was pronpted primarily by Cantiunis initial incident report to BSEE and
interviews with personnel at BM3 KN which inplicated the aux wi nch as a possi bl e cause
of the incident. The Anti-Two Bl ock (ATB) device on the aux line was tested, and it
successfully functioned as designed during nultiple tests. As part of the inspection
the aux ball was |owered to the waterline, and no significant issues were found with
the wire rope.

During the inspection, the cM#2 reported to BSEE Al’'s that the aux sheave and aux
sheave pin were badly worn and “wallered out” with notable excessive play and debris

i ncludi ng netal shavings. The aux sheave bearings were described by the cM#2 as “shot”.
The cM#2 reported to BSEE that he believed the cause of the incident was the outernost
aux sheave at the boomtip |ocking up, causing wire rope to pile on the winch, before
freeing and causing the uncontroll ed descent of the personnel basket.

The cM#2’ s post-incident inspection findings were docunented within the Quarterly

I nspection Report that was conpl eted on August 12, 2025. The ScM#2’'s report docunented
that during the Quarterly Inspection, the main wi nch was discovered to have been in
service since Cctober 8, 2012, and had been outside of service linmtations prescribed
by manuf acturer reconmendati ons since Cctober 8, 2017. In the Quarterly Inspection
Report, the cM#2 reported he “did not find any parts requests” for replacenent of the
aux sheave and pin despite Cantiumclainming in their Root Cause Analysis Report (RCA)
that repair of the aux boomtip sheave and bearing were “in queue for repairs but
uncorrected at tinme of incident”.

BSEE Als continued |IF efforts onshore at the crane contractor #2's facility in Houng,
Loui si ana on August 13, 2025, where they witnessed the teardown inspection of the aux
sheave assenbly.

On August 18, 2025, BSEE Al’'s and additional BSEE Houma District personnel returned to
the sanme crane contractor #2's facility to witness aux wire rope inspection, aux w nch
testing, the aux winch teardown inspection, and additional inspection of the aux

sheave.
On August 18 and 19, 2025, a Cantium HESC provided BSEE Als with contact information
MVB - FORM 2010 PAGE: 5 OF 10
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for both the IP and the cM#1 who conpleted the |ast Annual Crane Inspection at %ﬂf%hc Release
on April 15, 2025. That day BSEE schedul ed and conpleted interviews over the phone from
the BSEE Hourma District Office with the CM#1l, the crane contractor #1 Foreman at the
time of the incident, and the IP

The cM#1 told BSEE Al’s that when he arrived to begin the Annual Crane |Inspection at BM
3 KN on April 11, 2025, it was his “first time out there”. The cM#l stated the Cantium
HESC si gned his Deficiency Summary on 4/15/25. The cM#1 told BSEE (as was indicated in
his report) that he did wite the aux sheave up, but he did not take it out of service
because he did not think it was that bad.

The crane contractor #1 Crane Forenman told BSEE that the aux sheave was never ordered
because he did not know which sheave to order. The crane contractor #1 Crane Forenan
told BSEE that he could not produce any docunentation to support that crane contractor
#1 had ever enmiled Cantiuma parts requisite or entered it into any Cantiuminterface
system such as the crane contractor #1 Crane Foreman described. On page 9 of 10 of the
CM#2’s Quarterly Inspection report dated August 12, 2025, the cM#2 docunented that he
“Did not find any parts request for parts”. In Cantium s RCA Report on page 3 of 6,
Cantium specified that the Aux Boom Ti p Sheave and Bearing “were in queue for repairs
but uncorrected at tinme of incident.”

Cantiumreported to BSEE t hat on August 20, 2025, they conducted further interviews
with BM Field team nenbers. BSEE asked Cantiumto provide docunmentation to support
these interview efforts, but Cantium provi ded none. These interviews reportedly |ed
Cantiumto explore the aux line dead end | oop (APl |oop) and the Anti-two bl ock (ATB)
device on the BM 3 KN crane and devel oped a theory that the aux |ine dead | oop hung on
the ATB. On August 20, 2025, a Cantium Operator visually inspected the ATB and observed
scrat ches and gouges on the top surface of the striker plate. BSEE was not notified of
Cantium s further investigative efforts or findings until Septenber 4, 2025.

On August 21, 2025, the Cantium PM enuil ed BSEE the foll ow ng: Crane Contractor #2
"reached out this norning related to your request for the sheave report. To ensure a
thorough and reliable investigation, |I respectfully ask that any requests for

i nformation, inspections, or interviews be made through Cantium” That same day,
Cantium renoved the ATB assenbly fromthe BM 3 KN crane, boxed up the ATB assenbly with
custody transfer docunents, and shipped the ATB assenbly t0o crane contractor #3 on
August 22, 2025. The BSEE Houna District was not notified of the relocation of the ATB
assenbly. In the Cantium “Root Cause Sunmary Report of Analysis” (RCA) it was
document ed that due to ni scommuni cation, the ATB was never inspected by crane
contractor #2.

On Septenber 4, 2025, Cantium provided the BSEE Houna District Als with an update via
emai | that informed BSEE that Cantium had furthered their investigation beyond the aux
sheave. They reported to BSEE that they had identified scarring on the ATB bl ock
housi ng and began | ooking into a possible scenario regarding the APl |oop being hung on
t he ATB.

Cantium al so i nformed BSEE that they had engaged another crane mai nt enance conpany-
crane contractor #3 and stated they woul d be using crane contractor #3 as an additi onal
resource of Subject Matter Experts (SME's) to assist with the RCA

Crane contractor #3 provided the foll ow ng background information at the begi nning of
their inspection report conpleted on Septenber 8, 2025: “Cantium contacted crane
contractor #3 in reference to a crane incident involving the platformcrane on the BM 3
KN facility. A chain of custody was enacted. The Tip Sheave and Relief valve were
received at the crane contractor #3 facility on Septenber 4, 2025 (shipped from crane
contractor #2). The tip sheave and anti-two-bl ock were received at the crane contractor
#3 Facility on 9-5-25 (shipped from crane contractor #2).

Duri ng crane contractor #3's evaluation of aux tip sheave/pin and bearing, they noted
that the crane boomtip uses a nylon sheave with an MR 40 bearing and M 32 inner race.
I nspection revealed it was evident that the bearing no | onger had the “pressed” fit but
now had substantial wear causing the bearing outer dianeter to spin inside of the
sheave instead of staying stationary as it was designed. Measurenents showed a 0. 035-

i nch cl earance between the bearing and sheave bore, confirmng the loss of fit. The
inner race and tip pin showed little to no wear and functioned properly. The bearing
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rotated freely within the sheave- an abnormal condition indicating failure of t
press-fit design.

On Septenber 11, 2025, BSEE enmil ed Cantium a Request for Additional Information (RFI)
via email and inforned Cantium that BSEE needed to inspect the ATB assenbly at crane
contractor #3 “as soon as possible”. On Septenber 12, 2025, Cantium informed BSEE t hat
crane contractor #3 would be available for inspection of the ATB on Septenber 16, 2025.
Crane contractor #3 created what they referred to as “a sinmulation” using the ATB and
sheave assenbly fromthe BM3 KN crane nounted in a fabricated jig and secured to an
overhead hoist. A 9/16” wire rope—nntching the crane’ s—was routed through the sheave
system connected to a winch on a test stand, and attached to a 1,300 Ib. test weight
via a wedge socket. The tare weight (enpty weight) of the personnel basket involved is
approximately 1,050 I bs., the weight of the basket itself w thout any personnel or
additional load. During the IF on August 6, 2025, it was reported to BSEE by the CO
Canti um Forenman and Cantium HESC that the | P wei ghed approxi mately 250 | bs.

Wth a Cantiumrepresentative present at the crane contractor #3 facility on Septenber
15, 2025, the teamoperated the winch hydraulically to repeatedly raise and | ower the
test weight to evaluate performance of the sheave. Cantiumreported to BSEE that during
the eval uation, the sheave rolled under a load with no binding or unusual noise.
Cantium al so reported he bearing was | oose within the sheave, and it rotated freely
bot h under | oad and without.

BSEE Als traveled t0 crane contractor #3's facility on Septenber 16, 2025, and observed
the sinulation. One BSEE Al pointed out to the crane contractor #3 and Cantium
Representatives that it woul d have been good to have al so seen a replication of the API
Loop hangi ng up on the ATB under the sane |oad. BSEE asked Canti um crane contractor #3
to informBSEE if they ever decided to do so. BSEE was never contacted regarding a re-
enact nent of the APl | oop hanging up on the ATB.

Cantiumnotified BSEE via email on Cctober 22,2025, that the BM 3 KN crane was ready to
be returned to full service. Docunentation provided by Cantiumreflected that al
necessary corrections were conplete, inspected, and | oad tested by certified crane
contractor #2 CMs with supporting inspection and test reports provided.

On March 16, 2026, BSEE received an update on the status of the IP. The I P had

under gone extensive and ongoi ng nedi cal treatnent spanni ng approxi mately seven nont hs
(August 2025 through March 2026), totaling over 60 physical therapy sessions, nultiple
hospital and emergency visits, and at |east four surgical procedures related to a
severe trimalleolar ankle fracture, spinal injuries (T12, L2, and L4-L5 pars defect),
and a vascular injury to the lower extrenity. Continued care has included orthopedic,
neurosurgi cal, vascul ar, and dermatol ogi cal treatment, along with advanced i nagi ng
(CTA, MRI) and interventional procedures such as spinal injection therapy. The IP
continues to experience persistent pain, neurological synptons, and conplications

i ncl udi ng vascul ar and dermatol ogi cal conditions, with additional treatnent and
potential surgical intervention still under eval uation

During BSEE' s review of Cantiunms RCA Report, BSEE noted that Cantiumstated in their
“Sequence of Events” on page 2 of 6 that “The crane operator stated he observed the IP
was not wearing the optional quick release safety lanyard at the time of the incident.”
In Cantiunmis “Key Points frominitial statenments” on page 3 of 6 of the sane report,
Cantium notes that the “Rider was not |atched in”.

BSEE request ed docunmentation from Cantiumthat supported these clainms due to BSEE
finding no evidence of the IP not being secured to the personnel basket. BSEE spoke
with the CO in-person on two separate occasions follow ng the incident and the CO nade
no mention of it to BSEE. Additionally, Cantium provided a signed, w tnessed statenent
to BSEE fromthe CO that nmade no nention of the IP not being clipped in. On March 20,
2026, Cantiumreported to BSEE that no formal witness statenent was collected specific
to that observation.

On page 4 of 6 of Cantiumis RCA Report it stated: “Followi ng the August 18th crane
contractor #2' s wi nch and sheave assenbly inspections, further interviews with BMfield
team nenbers took place. This revealed that the aux |line dead end | oop had previously
been nentioned to be abnormally large. Aside fromgeneral observation, it is unclear
what led to the I oop being identified as too large - according to KN crane operators,

t here
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had been no incidents of the | oop ever getting hung up. However, fromthis obse’fegt’?%‘r?"c Release

devel oped the theory that the abnormally sized | oop had gotten hung up on sonet hi ng
during the lift.” BSEE requested that Cantium provide docunentation supporting their
clainms of reported observations of the dead-end | oop being over-sized. On March 20,
2025, Cantium provi ded response indicating that these observations were identified
during discussions with field personnel as part of the investigation into potenti al
causes and adnmitted they had no docunentation in this regard.

In response to BSEE' s question regardi ng when crane contractor #3 and crane contractor
#2 were hired by Cantiumto begin maintenance of the cranes in the fleet, Cantium
reported both crane contractor #3 and crane contractor #2 were approved vendors prior
to the incident but pointed out that neither conpany was providing routine crane

mai ntenance at the tinme of the incident. Following the incident, Cantiumreported they
now utilized both conpanies to conduct audits across their fields and had subsequently
repl aced the previous crane nai ntenance provi der (crane contractor #1) on Septenber 9,
2025, assigning mai ntenance responsibilities between crane contractor #3 and crane
contractor #2 by field.

BSEE Concl usi on:

Whi |l e each investigation contributed relevant information, no single investigation
establ i shed a conclusive and reproduci bl e root cause. During the investigation, it
becane clear that there was a | ack of conmunication fromthe tine the Annual Crane

I nspection Deficiency Sunmary was signed by the Cantium HESC on April 15, 2025, and the
date of the incident on August 5, 2025. cM#2 reported follow ng the incident, he could
not find record indicating the aux sheave and bearing assenbly were ordered despite
recomendations to replace it and despite Cantiumis claimin their RCA Report that the
repair to the aux sheave and bearing were “in queue”. BSEE di scovered exanples during
i nspection of the crane nmi ntenance records that nultiple crane conponents had not been
mai nt ai ned according to manufacturer’s reconmmendations or Cantiunms Crane Policy.

In response to this incident, Cantium provided the follow ng corrective actions:
Cantium conducted third party audits of the entire Cantiumcrane fleet, replaced
Cantiumi s primary crane maintenance service provider, executed hazard hunts to eval uate
dead-end terninations on all Cantium cranes and confirmed all terninations nmet APl RP2D
recomendations. In regard to Cantiunis installation of protective neasures to prevent
potential snag points, Cantium provided the foll owi ng update:

*Nyl on striker plates are installed on 100% of in-service Cantium auxiliary lines;
*Several Cantium cranes had striker plates installed prior to incident; *12 Striker
plates were installed post incident; *3 striker plates remain to be installed on OOS
Cantiumaux lines prior to their return to service.

Cantium has al so provided an update to enhancenents to their naintenance oversi ght
processes which include the follow ng: *Fixed schedules and i nproved 3rd party
technician continuity and *Conpany alignnent of crane oversight and mai nt enance rol es.
Cantiumreported to BSEE that they are currently devel oping strategies to better
utilize Cantium s internal resources to manage the oversi ght and nai ntenance of our
entire crane fleet, specifically to ensure pronpt follow up on identified deficiencies.
Cantiumreported they also plan to provide additional training for personnel on
personnel transfer procedures and awar eness.

Revi ew of the tineline of events regarding the evacuation of the IP, reveals

m sconmuni cati on and a | ack of energency response preparedness. There were severa
exanpl es exhibited within the tineline of the evacuation that strongly suggest the IP's
evacuation was del ayed due to failure to plan for these events prior to the incident.
BSEE recommends Cantiumreview their enmergency plans and procedures to ensure a nore
efficient response in the event of future evacuations.

BSEE revi ewed and eval uated the investigative efforts conducted by Cantium crane
contractor #2, and crane contractor #3, including their nethodol ogies, testing
procedures, and concl usions. BSEE determined that the auxiliary winch and braking
system were functional and did not exhibit nechanical failure.

BSEE determi ned that the auxiliary sheave assenbly exhi bited wear and degradati on
however, testing conducted did not denonstrate a failure or binding condition
resulting in uncontroll ed descent. The anti-two-block (ATB) system was al so deterni ned
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: : : : : For Public Release
to be operational, with evidence of contact observed but w thout confirned opera?lonaP

i mpact .

BSEE not ed t hat concl usi ons suggesting the auxiliary sheave or ATB interaction as the
cause of the incident were not supported by reproducible testing or denonstrated
failure nechani sns. BSEE al so noted that no testing was perforned by Canti um or crane
contractor #3 to replicate the proposed interaction between the auxiliary |ine dead-end
| oop and the ATB assenbly.

BSEE further identified a disparity between verbal statenents provided by crane
contractor #2's personnel during inspection activities and the conclusions docunented
in their formal report. Crane contractor #2 indicated that they were instructed to
remai n objective and not include root cause opinions in their witten report.

Based on review of all investigative efforts, BSEE deternined that no single

i nvestigation established a conclusive and reproduci bl e root cause of the incident.

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

1. Equi prent Failure - |nadequate preventative maintenance/l nadequate equi pnent
repair- the crane’'s aux hoist systemwas operated with docunented nechanica
deficiencies including excessive wear and degradation of the aux boomtip sheave and
bearing assenbly. These conditions were identified during prior inspections and
confirnmed during post-incident evaluations. Though this theory was not proven wth
certainty, the degraded condition of these conponents nmay have contributed to abnormal
hoi sting system behavior and is considered a primary factor in the incident.

2. Equi prent Failure - Flawed equi pnent design or construction: The ATB' s design
allows for wire rope to snag and foul on the striker plate.

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

1. Conmuni cation - | nadequate Coordi nati on Between Operator & Maintenance Contractor
The investigation identified inconsistencies in communication and docunentation
between Cantium and third-party nmi ntenance providers regarding the status of repairs
to the aux sheave assenbly. The absence of docunented repair tracking or confirnation
may have contributed to the unresolved condition and future incidents if not

correct ed.

2. Supervision - No or inadequate supervision: Inspection findings identified nultiple
areas of degradation within the crane system including the aux sheave, bearings, and
ot her conponents. The continued operation of the crane under these conditions

i ndi cates insufficient oversight and prioritization of nmintenance activities. The
Canti um HESC si gni ng the Deficiency Sunmary on April 15, 2025, indicates he was nade
aware that crane conponents were out of conpliance with both nmanufacturer
recomendations but also in contradiction with Cantiunis Crane Policy and prescribed
service limtations of vital crane conponents.

3. Managenent Systens - | nadequate enmergency procedures: Review of the tineline of
events regarding the evacuation of the I P reveals m scomunication and a | ack of
energency response preparedness. There were several exanples exhibited within the
tinmeline of the evacuation that strongly suggest the IP s evacuati on was del ayed due
to failure to plan for these events prior to the incident. BSEE recomends Cantium
review their enmergency plans and procedures to ensure a nore efficient response in the
event of future evacuations.

20. LI ST THE ADDI Tl ONAL | NFORMATI ON

n/ a

21. PROPERTY DAMAGED: NATURE OF DAMAGE
Total $9,010.00. *Auxiliary Line Wre Rope Auxiliary Line Wre Rope, Auxiliary Line
- $3,500; *Auxiliary Line Sheave - $990; Sheave, Striker Plate, Labor (wire rope and
*Striker Plate - $850; *10/15/2025 Labor sheave repl acenent)
(wire rope + sheave replacenent) -
$3, 670
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ESTI MATED AMOUNT ( TOTAL) : $9, 010

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Houma District recomrends that a Safety Alert regarding this incident should be
consi dered addressing the following: Tinely correction of identified crane inspection
deficiencies, particularly those involving critical hoisting conponents, inplenentation of
formal tracking systens to ensure identified deficiencies are corrected and verified,

i mproved communi cation and accountability between operators and third-party maintenance
provi ders, adherence to equi pnent preservation requirenents during active investigations,
rei nforcenent of inspection and nai ntenance practices for aux hoi st systens used in
personnel transfer operations, and Energency Response procedures.

For Public Release

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:

None
25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
05- AUG- 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:
Any Gresham
APPROVED
DATE: 13- APR- 2026
MV - FORM 2010 PAGE: 10 OF 10

EV2010R 24- APR- 2026





