UNI TED STATES DEPARTMENT OF THE | NTERI OR
MARINE MINERALS ADMINISTRATION
GULF OF AMVERI CA REG ON

ACCIDENT INVESTIGATION REPORT

OCCURRED
DATE: 30- APR- 2026

OPERATOR: Nugul f Operati ng,
REPRESENTATI VE:

TI ME: 0700
L.L.C

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG

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

TELEPHONE: [ |H2S/ 15M N. / 20PPM
CONTRACTOR: | |REQUI RED MUSTER
REPRESENTATI VE: | |SHUTDOAN 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: 00694 || WORKOVER | | DECOM PI PELI NE
AREA: sP LATI TUDE: 28. 966156 = ﬁgt/rég#g; = DECOM FAQ LI TY
) X| S| TE CLEARANCE
OCK: LONG TUDE: - 89. 229344 -
BLOCK: 28 | MOTOR VESSEL
[ ] PI PELI NE SEGVENT NO
5. PLATFORM 99 x| OTHER Const ruction
RIG NAVE: * LIFT BOAT —
6. ACTIVITY: EXPLORATI O\( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ POD)
DECOVM SSI ONI NG o CAUSE
7. TYPE i
| NJURI ES: X|] EQUI PVENT FAI LURE
HUMAN ERROR
B CPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
x| LTA (>3 days) 0 1 | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) [X] OTHER Managenent Systens
| | FATALI TY
Q her Injury 10. WATER DEPTH: 35 FT.
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 BLOWOUT 13. CURRENT DI RECTI O\:
UNDERGROUND SPEED: M P. H.
SURFACE
[] 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. 1 NVESTI GATI ON FI NDI NGS

I NCI DENT SUMVARY:

On Thursday, 30 April 2026, at 0700 hours, while the Lift Boat (L/B) Jimre Hol nes was
perform ng diving support operations at South Pass 28 platform# 99 on OCS Lease No.
00694, operated by Nuculf Qperating, L.L.C. (Nuculf), a contract worker (IP) was
injured as he was installing and testing a new Oxygen (@) nanifold. Wiile the | P was
checking a newy received Oxygen rack, the manifold unexpectedly burst and injured the
IP. After first aid was provided on the L/B by a Medic in the field, the IP was then
transferred to a nearby facility via crew boat and then nedevac’d onshore via
helicopter to a nedical facility for further treatment. There were no other injuries,
damage to the platform or environnmental inpact associated with this incident.

At the tine of the investigation, Marine Mnerals Administration (MVA) personnel were
operating under the former Bureau of Safety and Environnental Enforcenment (BSEE)
Therefore, all MVA personnel referenced in this report will be identified as BSEE

per sonnel

SEQUENCE OF EVENTS:

On Thursday norning, 30 April 2026, at approximately 0700 hours, the L/B was in the
process of perform ng diving support operations at SP 28 #99. A contract diver for
Gul f Stream Diving and Sal vage, LLC (Qulf Strean), was working on installing high
pressure hoses and fittings (whips) to a newy designed 2 manifold/regulator for the
di ver’ s chanmber breathing system This newy designed 2 system all owed t he use of
multiple O2 bottles to supply the Diver’'s Chanber via a manifold, instead of a single
tank setup. Imediately after opening the manifold valve on the oxygen bottle which
had 2600 psi on it to test the system the manifold failed. As a result of the

mani fold failing, metal fragnments fromthe nanifold struck the IP s right hand, arns,
chest, and face.

Once the incident scene was secured, the IP received first aid on the lift boat, was
transferred to a nearby facility (WD 106 A) via crew boat and then nedevac’'d via
helicopter to New Ol eans further evaluation and treatnent.

BSEE | NVESTI GATI ONS

On 4 June 2026, the Bureau of Safety and Environmental Enforcenent (BSEE) accident

i nvestigation teamarrived on the L/B to performtheir investigation. Due to
chal I engi ng | ogi stics, weather concerns, and the renpte |ocation of the incident, it
took a few weeks for the investigation teamto make it out to the L/B, which was no

| onger at the location where the incident occurred. The investigation team consisted of
an Accident Investigator (Al) and the Production Supervisory Inspector (SI).
Additionally, a NuGQulf Supervisor acconpanied the investigation teamon their visit.

On the norning of 4 June 2026, the teamarrived at the EPS Dock in Venice, Louisiana
and traveled to the East Bay Field aboard the Motor Vessel (MV) Warrier. The L/ B was
no |l onger at the incident |ocation, but was still present in the East Bay field, at a
different platformnearby. Once aboard the L/B, the investigation teamnet with Qulf
Stream personnel that were on |ocation when the incident occurred. The investigation
team requested the foll owi ng docunents concerning the incident: Job Safety Analysis
(JSA), Initial Report of accident/ Injury to BSEE, Prelimnary Incident Investigation
Report, Root Cause Analysis (RCA) Report, w tness statenents, Photos of the damaged
equi prent, and the Equi pnent | nspection Report.
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NuCul f’ s investigation revealed that, prior to the incident, the newy designed
mani fol d was hydrotested to 7000 psi in a controlled environnment, with no failures.
The investigation also revealed that the I P followed normal installation procedures
while installing and testing the nmulti bottle manifold, confirmng that there were no
installation issues. At the tinme of the BSEE investigation, the danaged O2 nanifol d
was no |longer on location, as it had already been sent to a |aboratory for analysis.
The I P was back on the job and on location, after full nedical clearance and back in
the diving rotation. An interviewwith the GQulf Stream diving foreman stated that
because of the incident, Qulf Streamwent back to using their typical single Q2 bottle
systemto provide @2 to the diver’s chanber.

I N CONCLUSI ON

In conclusion, Qulf Streanis RCA reveal ed that, when the |IP connected the Q2 bottles
to the nmani fold and subsequently opened the valve to test the systemw th Oxygen, the
mani fold failed at 2500 psi. The failure was deternined to be oxygen-service specific
and driven by contami nation in the “non-Q2 cl ean” conponents (ball val ves) conbi ned
with rapid pressurization of the manifold. In other words, the manifold was able to
wi t hstand 7000 psi during pressure testing in a controlled environnent with inert
gases. However, once in Oxygen service in the field, the sane manifold failed at 2600
psi of 2, due to suspected hydrocarbon contanination of the nmanifold conponents, and
the rapid pressurization that occurred via use of quick opening ball valves.

The @2 bottle rack on location at the tine of the incident was set up as a nultiple
bottle systemto supply the divers chanber with Q2. The |lab analysis of the manifold
reveal ed that, while the manifold held 7000 psi without failure in a controlled

envi ronnent, the conditions offshore at the tine of the incident are what caused the
failure. Specifically, the ball valves that were utilized were not “Q2 cl ean” val ves
whi ch caused contamination in the systemand contributed to the failure.
Additionally, the utilization of quick opening “ball valves” instead of slow opening
“needl e val ves” allowed for rapid pressurization and led to failure of the manifold.

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

Equi pnent Failure: Flawed equi pnent designed or construction:

e The manifold ball valves were not 2-clean (possibly contained with hydrocarbons/
grease), which ignited in the presence of high-pressure oxygen.

e Qui ck-opening ball valves (instead of slow opening needle valves) were used,
creating an adi abatic conpression heat spike that led to the ignition of the
cont ami nant s.

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

Managenment Systens: No or inadequate hazard analysis/ witten job procedures:

e« Absence of a detailed witten Safe Work Procedure (SWP) for oxygen systens requiring
2-cl ean conponents, needl e val ves instead of ball valves, and controlled

pressuri zation.

20. LI ST THE ADDI Tl ONAL | NFORMATI ON

| medi ate action taken by Gulf StreamD & S: As a result of the incident, Qulf Stream
required all conpany diving operations to stop using multi bottle manifolds to supply
air to the divers chanber, and instead use a single 2 tank setup, until further

noti ce.
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21. PROPERTY DAMAGED: NATURE OF DAMACGE:

H gh pressure manifold setup Sudden rel ease of pressure, rupture, burst.

ESTI MATED AMOUNT ( TOTAL) : $750
22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

e The BSEE New Ol eans District recommends the Office of Incident Investigations |look into
devel oping a safety alert specific to Oxygen systens in the Gulf. Specifically, we
recomrend ensuring that O2 systens in diving operations are using conponents/equi pnent
that are specifically designed for 2 use, as opposed to other types of val ves/equi pnent
commonl y used offshore

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:

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
25- JUN- 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:
Brody Vi al
APPROVED
DATE: 09- SEP- 2026
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