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 [ | STRUCTURAL DAMVAGE

DATE: 25-MAR-2026 TI M 1550 HOURS [ X| CRANE
) ) OTHER LI FTI NG

2. OPERATOR White Fleet Operating, LLC | DAMAGED DI SABLED SAFETY SYS.
REPRESENTATI VE: :| NCI DENT >$25K
TELEPHONE: | |H2S/ 15M N. / 20PPM
CONTRACTOR: Wite Fl eet Abandonnent, LLC |_|REQUI RED MUSTER
REPRESENTATI VE: |_|SHUTDOWN FROM GAS RELEASE
TELEPHONE: | |OTHER

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

ON SI TE AT TIME OF | NCI DENT: [ | PRODUCTI ON [ ] TEMP ABAND
| DRI LLI NG PERM ABAND
4. LEASE: @1870 || WORKOVER | | DECOM PI PELI NE
AREA: ST LATI TUDE: | | cOWPLETI ON | | DECOM FACI LI TY
. HELI COPTER | | SI TE CLEARANCE
OCK: LONG TUDE: |
BLOCK 26 | MOTOR VESSEL
[ | PI PELI NE SEGVENT NO.
5. PLATFORM F | OTHER
R G NAME: —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ PCD)
DECOVM SSI ONI NG
9. CAUSE:
7. TYPE: —
[[] HI STORI C I NJURY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 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
X RWJT (>3 days) 0 1 | OTHER
| | FATALI TY
11. DI STANCE FROM SHORE: 7 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
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

On March 25, 2026, a lifting incident occurred on the PlatformF | ocated at South

Ti nbalier (ST) Block 26, OCS-@1870. Wite Fleet Operating, LLC (WFO was conducti ng
deconmi ssioning activities at ST-26F when the lifting incident occurred. The Plug &
Abandonnent (P&A) consisting of four personnel and |ift boat (LB) crew consisting of
one crane operator (CO was in the process of pulling 7 5/8" casing out of the F-2
well, using the crane, when the injured person (IP) sustained an injury to his right
hand. This operation required a hole cut in each side of the casing, so a pin could
be placed through the casing to hold the casing weight when it is set down on the work
deck. The IP inserted a 2" pin through a hole in the casing, then the crane operator
| owered the casing to the deck. This caused the IP s right hand to becone caught
between the pin and the work deck. The IP was evaluated by the Emergency Medic
Responder on location and the decision was made to evacuate the IP. The I P was
evacuated via notor vessel to a shore based medical facility for evaluation. The IP
sustai ned fractures and |l acerations to the nmiddle finger and ring finger on his right
hand.

The P&A crew and CO were tasked with pulling the 7 5/8" casing fromthe well. A Job
Safety Analysis (JSA) fromthe P&A crew and the LB crew were reviewed along with a JSA
Worksheet fromthe LB crew. Thirteen joints of casing were pulled before the incident
t ook pl ace.

The I P was kneeling on the work deck while installing the pin in precut holes

approxi mately 18" above the work deck. While the IP was installing the pin, the CO

t hought he saw the I P give the signal to |l ower the casing to the work deck. The IP
unsuccessfully attenpted to nove his right hand fromunder the pin as the CO | owered
the casing to the deck. The IP s right hand becane caught between the pin and the work
deck.

Menmbers of the P&A crew signaled the COto raise the casing and the IP renoved his
hand, but not before cutting and fracturing his mddle and ring fingers. The job was

i medi ately shut down, a neeting was held with the crew to discuss the event, the crew
establi shed a designated banksman, and the stop-if-unsure rule was reinforced with the
CO The I P was evaluated by the safety tech and then transported to the shore based
medical facility for evaluation. It was deternined that the I P sustained a fracture of
the distal phalanx of the right ring finger, open displaced fracture of distal phal anx
of right mddle finger, and open displaced fracture of distal phalanx of middle finger.
I P was released to light duty, land based with limted use of right hand.

The Bureau of Safety and Environnental Enforcenment (BSEE) Houma District was notified
orally and a witten report was subnmitted in 15 days. The BSEE Houma District

i nspectors (Inspectors) did not performan onsite investigation as this incident was
underreported as lacerations to the fingers. |Inspectors were able to receive reports,
W tness statenents, pictures, and get follow up questions answered through WO
personnel. After reviewing WFO s JSA, it was found that pinch points were identified
but it wasn't specific in pointing out where the pinch points existed. It is also
noted that the JSA does not contain signaling the CO or designate the banksman. After
reviewing the LB crew s JSA, it was noted that the JSA was not specific to the job of

pulling casing froma well. It does point out that the CO and rigger will use clear,
conci se, and visible hand signals, but it fails to designate a banksman for the
operati on.

After review ng pictures, docunents, and investigation reports, BSEE agrees with WFO s
findings. The largest factors in the incident were the failure to designate a banksman
and not specifically identifying pinch points. Al so, normal procedure for the person
to insert the pin was not followed at the tinme of the incident. The IP s body position
creat ed uni ntended hand novenent that was misinterpreted by the CO Finally, the hole
| ocations for the pinning bar were estimted which potentially
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af fected the ergonom cs and body position of the IP. For Public Release

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

| nadequate written job procedure — specific pinch points not identified. Banksman not
desi gnated before starting task.

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

Inattention to task — I P did not maintain body position as per procedure.

Conmmruni cation — CO | owered casing without a proper signal.

Not aware of the hazards — Crew estimated the height to cut the holes to pin the
casi ng.

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

N A

21. PROPERTY DAMAGED: NATURE OF DAMACGE:

N A N A
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Hounma District does not have any recommendations for the Ofice of I|ncident
Investigations at this tine.

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: 28. ACCI DENT CLASSI FI CATI ON:

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

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRICT SUPERVI SCR:

Ay Gresham
APPROVED
DATE: 27- MAY- 2026
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