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: 18-APR-2026 TIME: 0640 HOURS  |[X|CRANE
_ | |OTHER LI FTING
2. OPERATOR W& T Ofshore, Inc. | DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: [ |1 NCI DENT >$25K
TELEPHONE: [ |H2S/ 15M N. / 20PPM
CONTRACTOR: Danos & Curol e Marine |_|REQUI RED MUSTER
Contractors, Inc. |_|SHUTDOWN FROM GAS RELEASE
REPRESENTATI VE: || OTHER
TELEPHONE:
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: 00830 || WORKOVER DECOM PI PELI NE
AREA: ss LATI TUDE: | | COVPLETI ON DECOM FACI LI TY
. HEL| COPTER S| TE CLEARANCE
oCK: LONG TUDE: -
BLOCK 229 | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFCRM C | OTHER
RI G NAME: —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ POD)
DECOMM SSI ONI NG o CAUSE
7. TYPE i
| NJURI ES: X| EQUI PMENT FAI LURE
X| HUMAN ERROR
[[] HI STORI C I NJURY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 3 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
| | FATALI TY
First Aid 11. DI STANCE FROM SHORE: 62 M.
POLLUTI ON
Fl RE 12. WND DI RECTION:  SE
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: 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 Sunmmary:

On April 18, 2026, W& T O fshore, Inc. (W& T) notified the Bureau of Safety and
Envi ronmental Enforcenent (BSEE) Houma District Office that three injured persons

(1 Ps) had been evacuated fromplatform*“C,” located within Bl ock 229 of the Ship Shoa
Area (SS 229 C), Lease OCS-00830, approximately 62 mles offshore in the Gulf of
Anerica. W& T reported that during transfer of personnel fromplatform“C to the
nmot or vessel “GOL Lightning” (M), the personnel basket suddenly dropped 6-7 feet
before nmaking a hard | anding on the deck of the MV. The three contractors that were
positioned within the personnel basket during the uncontrolled descent sustained
injuries to their neck, back, and |l ower extremties. The IPs were evacuated via
helicopter to Galliano, LA, and transported to Houma and Youngsville, LA, to undergo
di agnostic procedures and treatnment. The crane and the scene of the incident were
secured followi ng a BSEE-i ssued Preservation Order.

Sequence of Key Events:

At approximately 6:40 a.m on the norning of April 18, 2026, contractors were being
| owered onto the back deck of the attending MV using the SS 229 C platformcrane’s
auxiliary (aux) line. After swi nging the personnel basket over the handrail into
position over the water, the Crane Operator (CO began to | ower the basket, and it
unexpectedly fell approximately 1 foot. Personnel inside the basket observed the
abnormal nmovenment, and one of them al nost fell out of the basket when he lost his
footing and they attenpted to conmuni cate concern to the CO through the use of visua
si gnal s.

The CO acknow edged the initial 1 foot slippage by pointing and | aughing at the
startled contractor within the basket. The CO then continued to | ower the personne
basket down to the back deck of the MV. As the contractors were approxi mately 6-7
feet above the deck, the aux line did not stop despite the CO di sengagi ng the
hydraulics. The aux brake was not holding with the aux line lever in a neutra
position, resulting in loss of controlled |owering. The Boat Captain of the W
reported that the personnel basket slamed the deck as a 3-4 foot ground swell caused
the vessel to cone up and jar the basket as it was | anding.

Upon | andi ng, the contractors retrieved their work bags fromthe inside of the
personnel basket and noved away toward the front of the MV as they contacted the CO
via radi o. Radi o conmuni cation between the CO and contractors included expressions of
di ssatisfaction in the manner in which the basket had been | anded. The MW departed SS
229 Cin route to SS 218 B (approximate fifteen-m nute travel tine) where paraffin
cutting operations had been planned for the day's activities. By approximtely 7:15
a.m, the three contractors had transferred fromthe M/ to SS 218 B via sw ng rope and
had anbul ated up the stairs of the facility. Once on-board SS 218 B, all three
contractors contacted their respective |eadership to report they had begun to

experi ence synptons, such as soreness and stiffness.

The decision was nmade to evacuate the IPs, and a helicopter arrived at SS 218 B at
approximately 8:40 a.m After stopping at SS 229 C to be eval uated, conpose wi tness
statements, and pack their bel ongings, the I Ps were evacuated via helicopter from SS
229 C at approximately 10:40 a.m The helicopter reached Galliano, LA, at
approximately 11:15 a.m, and the |IPs departed to be seen by their conpany doctors.

Fol l owi ng the hard | anding onto the deck of the MV, the crane was not taken out of
service. The crane boomwas not cradled, and the CO, with the assistance fromtwo

certified riggers onboard SS 229 C, immediately transitioned into diesel filling
operations. As the MW departed SS 229 C for SS 218 B, the personnel basket was | anded
and di sconnected, a stinger was installed on the aux ball, and a tote tank of diesel
was connected. When diesel filling operations began, while lifting a 550-gallon tote

tank of diesel, the tote tank began to | ower despite the CO pulling up on the aux
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| ever to hoist upward. Follow ng this observation of aux brake slippage, the CF,OorPUbI’c Release
decided to have the tote tank di sconnected by the riggers and cradl ed the boom before

pl acing the crane out of service (0O0S). (bservations of aux brake slippage were

reported to W& T | eadership and the Field Crane Mechanic (CM.

BSEE | nvesti gati on:

On April 18, 2026, at 8:31 a.m, verbal notification was nade by W& T via tel ephone
to the BSEE Hounm District regarding the evacuation of three contractors who had
sustained injuries during a crane incident that norning at SS 229 C W& T enuil ed

W tness statenents and prelimnary incident reports to BSEE by 12:31 p.m on April 18,
2026. BSEE issued a Preservation Order to W& T at 1:24 p.m on April 18, 2026. By
the end of the day on April 18, 2026, W& T reported that all three |IPs had been
cleared to full duty with no restrictions by their respective conpany doctor offices.

At 9:15 a.m on April 19, 2026, BSEE Houna District Accident Investigators (Als) flew
of fshore to begin their Incident FollowUp (IF) Investigation. BSEE Als revi ewed
incident details with the group involved in the incident that were present at the
facility: the PIC, acting PIC at the tine of the incident, CO at the time of the

i nci dent, one of the three |Ps (a Danos Production Operator who returned to the
facility mnutes prior to BSEE's arrival that norning), and the Field CM The two
personnel who were not present at the facility at the time of the BSEE | F were the two
Acculine Well Services (Acculine) Wreline Qperators. W& T and Accul i ne i nforned
BSEE that the other two IPs (Acculine Wreline Operators) had not been flown back

of fshore due to their hitch being scheduled to end that day, Sunday, April 19, 2026.

After interviewing the group collectively, BSEE conducted one-on-one interviews wth
the Danos |IP, CO acting PIC at the tinme of the incident, PIC, and CM Follow ng the

i nterviews, BSEE conducted a physical inspection of the crane al ongside the CM BSEE
took pictures as the CM and BSEE engaged in discussion regarding the SS 229 C pl atform
crane’'s braking system The CM expl ained that as hydraulic pressure is applied, the
brake rel eases and the brake engages upon | oss of hydraulic pressure. |t was noted by
BSEE Al's that at the tine of the incident, both the crane boom and MW were facing
nort hwest and the boom angl e was approxi nately 50-55 degrees. Per the Load Chart, the
Saf e Wrking Load (SW) at that boomangle is 2,280 Ibs., and the personnel basket and
contractors wei ghed approximately 1,030 | bs.

A Pre-Use | nspection was conducted by the CM prior to beginning Dynam ¢ Brake Testi ng,
and all safety devices were found to be functioning as designed. After the test

wei ght was determned to be 11,060 Ibs. by utilizing the Crane Load Chart, the CM
hooked the aux line to a dynamoneter (dyno) and a pull-test padeye. Five-ninute
hol di ng checks were performed at intervals including 2,000 Ibs., 4,400 Ibs., 10, 400

I bs., and 11,400 |Ibs. At 10,400 |bs. the brake slipped one-tine dropping to 10, 000

I bs. and at 11,400 Ibs. the aux brake slipped to 10,000 | bs. where it held.

BSEE Als noted that the CO was running the crane at full throttle throughout the
extent of the Dynamic Brake Testing. BSEE Als recalled that during interviews with
the CO, the COreported to BSEE that he typically ran the crane at half to three-
quarter throttle and that he typically eased into crane control |evers steadily,
referring to this style of actuation as “feathering”. As a result, BSEE asked for
testing variables to be altered to match those during the incident, feathering
actuation at half to three-quarter throttle. As theorized, brake slippage increased
in frequency in the repeated tests follow ng the adjustnents.

Consistent with the CO s observations during and follow ng the incident, increased

| oad slippage was exhibited (fell in a controlled manner until bringing the aux

control back to neutral) when the throttle was decreased and the controls were

“feathered”. However, when the CO actuated the aux control in a nore forceful notion
MVB - FORM 2010 PAGE: 3 OF 7
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sl i ppage decreased notably. No visual indications of danage or degradation \Aerlc:aorPUb"c Release

observed during the physical inspection of the crane.

BSEE Als revi ewed crane inspection records and di scussed the mai ntenance history of
the SS 229 C crane. The PIC and CMreported that follow ng observations of |oad

sl i ppage, the aux brake had been tightened and a successful pull test was found to be
docunented on April 19, 2025. W& T provided information to BSEE refl ecting the |ast
brake change on the SS 229 C as being February 10, 2021. The hydraulic crane was
installed on SS 229 Cin 1986. Prior to the incident on April 18, 2026, the |ast
Annual | nspection was conpl eted on February 3, 2026, and the nost recent crane

mai nt enance had been perforned on March 28, 2026 (issues unrelated to the incident-
radi al thrust bearing replacenent on king post). Deficiencies identified during the
February 3, 2026, Annual |nspection were corrected in a tinely fashion, and none were
related to the subject crane incident. Prior to departure fromthe SS 229 C facility
on April 19, 2026, BSEE granted W& T pernission for repairs to be conducted on the SS
229 C Crane following the failures exhibited during the Dynanic Brake Test.

BSEE requested further information (RFl) fromW& T via email on April 20, 2026. That
same day, W& T provided BSEE with contact information for the two Wreline Qperators
(IPs not present at BSEE IF) with Acculine. On April 20, 2026, BSEE conducted phone
interviews with the Acculine Wreline Operators at 11:09 a.m (25-m nute duration) and
at 1:52 p.m (22-minute duration). Nothing was reported to BSEE by either of the
Acculine Wreline Operators that was not already reported to BSEE during interviews at
SS 229 Con April 19, 2026. One of the Acculine IPs reported to BSEE that he heard
the COincrease the throttle and the crane engi ne revved just before the final 6-7
foot uncontrolled descent. The Danos IP reported the sanme details to BSEE on Apri

19, 2026 and described the COs “gunning it” just before the fall. During the
interviewwith the acting PIC at the tine of the incident, he reported to BSEE that he
had instructed the CO on nore than one occasion to stop operating the crane at half-
throttle and to operate the crane at full throttle because he explained to the CO that
“more throttle nmeant nore hydraulic pressure”.

On April 28, 2026, BSEE reviewed information provided by W& T per BSEE s RFI
including the following: W& T Crane and “Stop Wrk Authority” (SWA) Policies,

shi pping mani fests fromthe day of the incident dating back to March 12, 2026, CO
certifications, all Daily Wrk Tickets associated with the previous brake slippage
resolution (April 19, 2025), the previous year of Ol Sanple Analysis records, al
2025 and 2026 Service Reports, Return to Wrk docunentation, and the Job Safety
Anal ysis (JSAs) for the work being done at the tine of the incident.

BSEE determi ned that on the date of the incident, contractors failed to follow W& T's
SWA policy when the crane was not inmredi ately put out of service upon the occurrence
of the initial 1 foot drop. During the BSEE |F on April 19, 2026, the CO at the tine
of the incident reported to BSEE that, “as | was getting close to boat | felt like the
fastline did not want to stop and that’'s when the basket slamed on the boat! When |

di sengaged the hydraulics at that tinme it seened it did not want stop”. After the
personnel basket fell 6-7 feet during a second exhibition of crane brake slippage, the
crane was still not renoved fromservice and diesel filling operations were
undertaken. During diesel filling operations, further exhibition of crane brake

sl i ppage pronpted the COto put the crane out of service. However, the incident and
injuries would have been prevented had W& T SWA Policy been followed as witten. W&
T policy states: “All W&T enpl oyees, contractors and visitors have the responsibility
and authority to stop work or decline to perform an assigned task when an i mm nent

ri sk or danger exists, without fear of reprisal. |Imrinent risk or danger nmeans any
condition, activity, or practice in the workplace that could reasonably be expected to
cause death or serious physical harm”
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W& T Investigation: For Public Release

W& T conducted an internal investigation follow ng the incident at SS 229 C on Apri
18, 2026, which included a review of witness statements, crane maintenance records,
JSA docunentation, and post-incident inspection, testing, and repair. The

i nvestigation deternined that the incident resulted froma conbination of nechanica
equi pnent failure and operational factors that together led to the uncontrolled
descent of the personnel basket. W& T identified that the two root causes incl uded
1. nechanical failure of the crane auxiliary wi nch braking systemand 2. failure to
i medi ately halt crane operations after abnornal basket novenent was observed.

In their final investigation report, W& T acknow edged that w tness statenents

i ndi cated t he personnel basket suddenly dropped in an uncontroll ed downward novenent
rather than lowering in a controlled manner. W& T pointed out that during the post-

i ncident investigation on April 19, 2026, issues with the crane braking systemwere
exhibited that required repair. On April 20, 2026, the CM noted repair and testing of
the SS 229 C crane in his Crane Repair Ticket. The CM docunented that he tightened
the aux brake band and cleaned both it and the winch drumw th vinegar while the brake
was | ocked on the aux winch. After he unlocked the brake on aux wi nch, he noticed the
brake actuator engagi ng and wi nch drum spinning at the sane tine (pressures to rel ease
brake and drum spinning at sane tinme). The CMthen hooked the aux line to the dyno
and pull test padeye and pulled 11,000 Ibs. The CM concluded at the end of the pul
test that the aux winch held the 11,000 | bs. shown on the dyno for 5 ninutes with 0%

| oss and that the aux wi nch was successfully hol ding the naxi nrum capacity | oad as per

| oad chart. BSEE granted perm ssion for the SS 229 C crane to be put back into
service on April 24, 2026, after W& T subnitted records of successful post-repair
testing.

W& T's final investigation report further identified that despite personnel observing
abnor mal basket nmovenent during the transfer, crane operations were not i mediately
halted. According to their investigation, visual signals and body | anguage were used
to comuni cate concern to the CO, but the lift operation continued instead of
utilizing SWA to intervene and reassess the situation. W& T's review of their
procedural controls also determi ned that existing crane operation and personne
transfer procedures were adequate when properly followed; however, gaps were
identified in the execution of pre-job safety processes, including inconplete
verification of Job Safety and Environnmental Analysis (JSEA) requirenents and hazard
control confirmations.

As part of their corrective actions, by April 26, 2026, W& T devel oped a detail ed
JSEA specifically for crane operations and created a Safety Alert- Lessons Learned.
The two docunments were distributed throughout W& T's full conplenent of facilities on
the OCS. W& T's Safety Alert provided a summary of the crane incident on April 18,
2026 at SS 229 C and warned: “Personnel basket transfers are high-risk lifting
operations that require precise equiprment control and strong comunication between al
parties involved. Any abnormal equi pnent behavior should result in inmediate stop work
and reassessnent of the operation. Safety depends on both reliable equipnment and

deci sive operational response. |If you see sonething unsafe- Stop Wirk and notify
supervi sion i medi ately.”

BSEE Concl usi on:

Based on the information obtained through wi tness interviews, physical inspection of
the crane, w tnessing of dynanmic brake testing, and revi ew of maintenance,

operational, and procedural docunmentation, BSEE determ ned that the uncontrolled
descent of the personnel basket occurred as a result of reduced braking effectiveness
within the crane aux wi nch systemin conjunction with continued crane operations after
abnor mal equi pnent behavi or was observed. The evidence indicates that degradation in
braki ng performance all owed uni nt ended novenent of the hoist drum under |oad, while
the failure to discontinue operations following the initial abnormal descent prevented
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reassessment of the lifting operation prior to the subsequent hard | andi ng. Th’(:aorPUb"c Release

conmbi nati on of mechani cal performance deficiencies and operational decision-making
during the personnel transfer resulted in loss of controlled | owering of the | oad and
contributed to the injuries sustained by personnel

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

1) Equi prent Failure — | nadequate preventative naintenance/ |l nadequate equi pnent repair

The crane auxiliary w nch braking system exhi bited reduced braking effectiveness under
| oad conditions, as denonstrated during BSEE-observed dynani c brake testing where

sli ppage occurred at multiple load intervals. The degradation in braking perfornance
al | owed uni ntended rotation of the hoist drum resulting in loss of controlled

| owering of the personnel basket. This condition directly contributed to the
uncontrol | ed descent event.

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

1) Human Perfornmance Error- Not follow ng directions of supervisor (or) proper
pr ocedur es

Crane operations continued after the initial abnormal descent of approxi mately one
foot, despite clear indications of unsafe equipnent behavior. Personnel failed to
exercise Stop Wrk Authority (SWA) as required by conpany policy, and the crane was
not renoved fromservice prior to continuation of lifting operations. This failure to
di sconti nue operations prevented reassessnent of the lift and directly contributed to
t he subsequent uncontroll ed descent, hard | andi ng, and evacuation of injured

per sonnel

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

21. PROPERTY DAMAGED: NATURE OF DAMAGE
Cost of inspection and crane repair is | abor- post-incident inspection, testing,
estimated at $2772.00. ti ghteni ng and cl eani ng brakes- repair, and

re-testing and verification prior to return
to service

ESTI MATED AMOUNT ( TOTAL) : $2,772
22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE---Di strict has no recommendations for Office of Incident Investigations at this tine.

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:

None
25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON
19- APR- 2026
26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO
OCS REPORT:
27. OPERATOR REPCRT ON FI LE
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30. DI STRI CT SUPERVI SOR: .
For Public Release

Ay Gresham
APPROVED
DATE: 23- JUN- 2026
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