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

ACCIDENT INVESTIGATION REPORT

1. OCCURRED

DATE: 17-JUL-2026 TIME

REPRESENTATI VE:
TELEPHONE:
CONTRACTOR:
REPRESENTATI VE:
TELEPHONE:

1100
2. OPERATOR: Anadar ko Petrol eum Corporation

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG Chai n Fal |
DAVAGEDY DI SABLED SAFETY SYS.

[ |1 NCI DENT >$25K
|H2S/ 15M N. / 20PPM
|REQUI RED MUSTER

SHUTDOMN FROM GAS RELEASE

| OTHER

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

For Public Release

ON SI TE AT TIME OF | NCI DENT: [X] PRODUCTI ON TEMP ABAND
| DRI LLI NG PERM ABAND
4. LEASE: (22987 [ | WORKOVER DECOM PI PELI NE
AREA: < LATI TUDE: | | cCOVPLETI ON DECOM FACI LI TY
. HEL| COPTER SI TE CLEARANCE
ocK: LONG TUDE: —
BLOCK: 680 | MOTOR VESSEL
o ] PI PELI NE SEGVENT NO.
5. PLATFORM A(Constitution) 1 OTHER
Rl G NAME: —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCDY POD)
DECOVM SSI ONI NG
9. CAUSE:
7. TYPE: i
| NJURI ES: [ | EQUI PVENT FAI LURE
X| HUMAN ERROR
[] HI STORI C I NIURY | 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
Q her Injury 10. WATER DEPTH: 4970 FT.
11. DI STANCE FROM SHORE: 134 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
[] 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:

On July 17, 2026, a lifting incident and evacuation of an injured person occurred on
the Constitution Spar operated by Anadarko Petrol eum Corporation in the Green Canyon
Bl ock 680 (GC 680) in the Gulf of America. On July 17, Anadarko operators were in
process of replacing an isolation valve for a pressure safety valve (PSV) with a chain
fall when the val ve got stuck between the two pipe flanges. One Anadarko operator
(I'P) went around the valve to investigate what the valve was stuck on, while

i nstructing anot her Anadarko operator (Rigger) to pull up on the chain fall. 1In doing
so, the valve dislodged fromits position forcefully, resulting in an anputation of
the tip of the IP's pinky finger. The job was inmediately stopped and the I P reported
to the nedic. The IP was pronptly evacuated fromthe facility via search and rescue
(SARS) flight to a hospital onshore.

Sequence of Events:

On July 17, 2026, Anadarko operators prepared to replace an 8 inch isolation valve for
PSV-1232 on the HP O | Exchanger #2. Prior to this operation, the lifting authority
onboard drafted a proper lift plan, involving two chain falls. One chain fall was
rigged to pull tension on the discharge piping while the other chain fall was rigged
up to the valve. The valve was in a vertical run, so the lift plan was drafted to
have a strap w apped around the topnost flange of the valve to nmininize notion.

At approximately 11: 00 a.m, the crew was working to change out the valve when it got
pi nched between its two connector flanges. Four operators were involved in the
operation, including the IP, the rigger, and two Anadarko operators. Wen the valve
pi nched, the IP instructed the rigger to pull up on the chain fall applying tension
while the IP inspected the valve to see where it was stuck. As the rigger pulled up

on the chain fall, the valve suddenly dislodged fromthe flanges and forcefully
rotated downward, still suspended by the chain fall. Wen the valve was di sl odged
the IP instinctively reached out to grab the valve. In doing so, his pinky finger was

caught between the valve and the pipe flange, causing an anputation to the tip of his
finger. The operation was i mediately shut down follow ng the incident, and the valve
was | owered to the deck.

The 1P reported to the nmedic while the rigger and operators notified the Offshore
Installation Manager (OM as well as Anadarko Regul atory. Once evaluated by the
medic, the IP was pronptly evacuated to shore via SARS flight to a hospital where he
was assessed. The I P was seen by an orthopedic surgeon on July 20th and underwent
surgery on July 21st. The 1P was cleared to regular duty by his physician on August
24t h but has not returned of fshore pending a fit for duty assessnent schedul ed for
Sept enber 28t h.

MVA | nvestigation

MVA Hourma District After Hours received an initial incident notification via phone
call regarding the lifting incident and the evacuation notification on Constitution
However, the initial notification did not give a full description of the incident.
There was no nmention to MMA fromthe initial report that the IP had suffered an
anputation. The report sinply stated a pinched finger. The severity of this incident
was not determ ned until the Houma accident investigator reviewed the report in the
MVA i nci dent reporting database (eWell) on August 3, 2026. The investigator reported
the situation to Houma District supervisors, and the decision was nade to conduct a
follow up investigation offshore the follow ng day.

On August 4, 2026, MVA investigators flew offshore to conduct a follow up
investigation. MVA investigators nmet with Anadarko personnel, interviews were
conducted with all personnel involved and a wal kt hrough assessnment of the area was
conducted and pictures were taken. The investigator nmentioned that the initial report
from Anadarko did not specify that the I P suffered an anputation, there was only
mention of a pinched finger. Anadarko personnel clainmed that they reported the
anputation to the Anadarko regulatory team It was determned to be a

m sunder st andi ng between the facility report and the regulatory report to MVA
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Upon investigation into the incident, MVA | earned that Anadarko has a dedicat ecfor Public Release
lifting authority on board who is responsible for drafting a specific Iift plan for

all lifting operations on the facility. The lift plan includes the permt for the
operation, as well as diagrans and drawi ngs of the plan |ayout, rigging instruction
lifting device placenent, landing area, etc. The lift plans are also posted at the
job site. The operation involved with this incident did have a proper lift plan
drafted including all the previously stated requirenents. Al four Anadarko operators
signed off on the pernmt and lift plan prior to work comenci ng.

The investigation revealed that the valve was not rigged up the proper way accordi ng
tothe lift plan. The lift plan drafted the rigging set up with two chain falls
secured to a support beam overhead. One chain fall was attached to the PSV di scharge
piping via strap to pull tension, and the other chain fall was attached to the val ve
with a strap wapped around the top side flange. The operators involved in this
operation did not rig up the strap to the valve as described in the lift plan

I nstead, they used a pad eye located on the mddle section of the valve and secured
the strap to the pad eye with a shackle. This rigging practice was not recommended
because this anchor point would cause the valve to swing in a dowward notion once
free fromthe pipe

MMA i nvestigators then wal ked down the incident scene to further investigate the lift
pl an and personnel placenent. Anadarko infornmed MMA that the I P did not have inpact
gloves on at the tine of the incident, which were required as per the work pernit.
However, Anadarko expressed that they don’t believe inpact gloves would have nade a

di fference given the size and wei ght of the valve.

The rigger that was involved in the incident was onboard at the tine of the follow up
i nvestigation, and infornmed MVA on the positioning of the personnel involved in the
operation when the incident occurred. The rigger also described how the val ve was
rigged up using the valve pad eye and shackle. Wien the valve got stuck, the
operators realized that the valve would be difficult to control once it was free given
how it was rigged up. They theorized another chain fall could possibly assist but
deternmined that attaching nore rigging to the valve would be risky given the valve's
current position. They continued the lift anticipating the notion of the valve once it
was rel eased, and in doing so, the | P reached for the valve and pinched his finger

bet ween the val ve flange and pipe flange, resulting in anputation. A safety stand
down was held following the incident, and all lifting operations facility w de were
post poned until further notice.

After a thorough assessnment of the area following the incident, and lifting operations
were approved to resune, the rigger explained that they were able to safely renove the
old valve without issue. They also added a second chain fall to assist with the
installation of the new valve. The rigger reported this correction added a | ot nore
stability and control to the valve, and they were able to install it w thout issue.

Concl usi on:

After all the evidence gathered during initial comunications nade follow ng the
incident and the onsite investigation, MVA concludes that the direct cause of the

i nci dent that occurred on July 17th was the inproper rigging that was situated on the
valve. Had the lift plan been followed and the val ve been properly rigged up, the
nmoti on of the valve would have been greatly nininized and woul d have al so all owed nore
cl earance for the valve to be renmoved out of the pipe flanges with ninimal issue. One
contributing cause that also led to this incident was the inproper gloves being worn
by the IP. Had the IP selected the proper inpact gloves to wear, it is possible that
the injury could have been ninim zed, regardl ess of the size and wei ght of the val ve.
Anadar ko i npl enented corrective actions in several areas follow ng this incident,
including an i mMmediate facility wi de safety stand down and a postponenent of al
lifting operations. The safety stand down resulted in an audit of all other active
lift plans at the tine of the incident. The safety stand down al so covered pinch
poi nt awareness as well as other Anadarko lifting policies.

18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:
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Human Performance Error (Not foll owi ng proper procedures): The personnel inclu eﬂriPnUbI'c Release
the operation did not follow the proper rig up procedure as stated in the lift plan.

Personnel rigged up the valve incorrectly which resulted in the violent notion once

| oose.

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

Hurman Performance Error (Not followi ng proper procedures): The work pernmit for the
operation stated inpact gloves as required PPE. The |IP was not wearing inpact gloves
when the incident occurred.

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

21. PROPERTY DAMAGED: NATURE OF DANAGE:

N A N A
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:
N A

23. POSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

24. SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:

The direct contributing violation is the lift plan rig up procedures not being foll owed,
resulting in an inmproper rig up and incident occurring.

An indirect violation is the work permit not being foll owed when the IP did not wear
i mpact gl oves, which were required as per the work permt.

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

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

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR:

Any Gresham
APPROVED
DATE: 19- OCT- 2026
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