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UNI TED STATES DEPARTMENT OF THE | NTERI OR

BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF AVERI CA REG ON

ACCIDENT INVESTIGATION REPORT

OCCURRED
DATE: 19-JUL-2026 TIME: 0730

OPERATOR. GOM Shel f LLC

REPRESENTATI VE:

TELEPHONE:

CONTRACTOR: White Fleet Abandonment, LLC
REPRESENTATI VE:

TELEPHONE:

HOURS

<[]

OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR

[ | STRUCTURAL DANAGE

CRANE

OTHER LI FTI NG Rigging 3" lifting pi n/bar
DAMAGED/ DI SABLED SAFETY SYS.

| NCI DENT >$25K

H2S/ 15M N. / 20PPM

| |REQUI RED MUSTER
|| SHUTDOMN FROM GAS RELEASE

OTHER

8. OPERATI ON:

For Public Release

ON SI TE AT TIME OF | NCI DENT: ] PRODUCTI ON TEMP ABAND
| DRI LLI NG || PERM ABAND
LEASE: 04232 [ | WORKOVER | | DECOM PI PELI NE
AREA: ss LAT! TUDE: | | COVPLETI ON | | DECOM FACI LI TY
: HELI COPTER | |SI TE CLEARANCE
OCK: LONG TUDE: -
BLOCK 189 | MOTOR VESSEL
[ ] PI PELI NE SEGVENT NO
PLATFORM A | OTHER
R G NAME: —
ACTIVITY: EXPLORATI O\( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ POD)
DECOWM SSI ONI NG
9. CAUSE:
TYPE: i
| NJURI ES: | | 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 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
RWJT (>3 days) || OTHER
| | FATALI TY
11. DI STANCE FROM SHORE: 32 M.
POLLUTI ON
FI 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
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 July 19, 2026, an incident requiring evacuation occurred at Ship Shoal 189 A
platform at OCS-G 04232, owned by GOM Shelf LLC. Wite Fleet Abandonnent (WFA) was
contracted to perform plug & abandon (P&A) operations for Wll A-04. A P&A crew

consi sting of a supervisor (SP), an assistant (Al), another assistant/the injured
person (1 P), and a crane operator (CO. SP, Al, and the IP are enployed by WFA and the
COis enployed by a third party contractor. The P&A crew was tasked with pulling 7”
casing out of the wellbore. The rigging for pulling the casing consisted of a 3"
dianeter casing lifting pin (installed through holes cut in casing), a 2-legged wire
rope hoisting sling (connected to the 3" casing lifting pin), 2 retainer plates
(installed on the outside of the slings to hold themin place), and 2 keeper bolts with
nuts (bolted on the 3” casing lifting pin to hold the retainer plates in place). Holes
were cut in the 7" casing, the 3" casing lifting pin was installed, and the pin was

| owered onto the | anding beans, supporting the weight of the casing string, so the top
joint of 7" casing could be laid down. The IP was securing the hoisting sling to one
side of the 3" casing lifting pin when the CO was directed to boom down to center the
rigging over the casing and allow the opposite sling to be rigged up on the other side
of the lifting pin. The CO boonmed down whil e sinultaneously hoisting up inadvertently
causing the retainer plate to pivot against the |anding beans resulting in the retainer
plate’s top noving towards the casing and the retainer plate’s bottomtowards the

keeper bolt and nuts. The IP's left thunb was pinched between the retainer plate and
the keeper bolt while he was installing the bolt nuts.

A daily pre-tour neeting was attended by the P&A crew. According to the neeting | og

t hey discussed hand pl acenment, hydration, conpliance checks, and stop work authority. A
Behavi oral Job Safety & Environnental Analysis (BJSEA) was revi ewed and signed by the
P&A crew. The BJSEA included 10 job steps, associated hazards with each step and ways
to reduce the identified hazards. The P&A crew successfully pulled 4 joints of 77
casing before the incident occurred. While securing the rigging (sling, D-ring,
retainer plate, keeper bolt, and nuts) to pull the next joint of 7" casing fromthe
wel | bore, Al directed the COto boom down via radio. The CO booned down while

si mul t aneously hoisting up the load line.

The rigging accidentally lifted upwards forcing the retainer plate to pivot against the
| andi ng wood (two wooden beans the 3” pin rests on to support the weight of the casing
string) resulting in the casing plate pinching the IP s left thunb between the plate
and t he keeper bolt.

The job was stopped and first aid was rendered to the IP. The crew conducted a safety
stand down neeting to discuss and gather information about the incident. The IP was
flown to Eugene Island Block 346 to be evaluated by the field paranedic (FP). The FP
recommended the I P be eval uated by onshore doctors. The IP was evacuated. The IP
suffered a |l eft-thunb bone fracture (tip) with nail dislodgenment requiring stitches.
He was al so given prescription nedication for pain. The IP was given a full-duty

rel ease with no restrictions. GOM Shelf’s investigation revealed the foll ow ng

findi ngs:

e JSA did not reference the procedural steps of installing hoist rigging to the 77
casing with identified potential hazards and/or mtigation of sane.

« The rigging retainer plate is secured to the lifting pin by a threaded bolt with no
head, non-use of split-ring or |ocking washer to prevent the keeper nuts from backing
of f.

e The space between the retainer plate and threaded bolt does not have a guard of any
type to elimnate the potential pinch point.

e DMvenent of the rigging upwards by lifting the load-line to a point that the
lifting pin raised upwards w thout the opposite hoisting sling attached caused the
bottom of the retainer plate to nove outward pressing agai nst at |east one of the
keeper bolt’s nuts.
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e Casing hoisting slings 1 “inch were appropriate in length and strength for For Public Release

hoi sting a 42’ joint of 7" casing.

e« The ability of the crane to lift the weight of the casing joint was well within the
radi us, angle, |oad weight per the cranes’ |oad chart.

e Vertical length in height (3 plus feet) of the casing stub above the Iift pin did
not hanper the ability of the cranes’ hoisting/rigging to be positioned directly above
t he | oad.

e Four previous casing lifts were acconplished with no adverse events, but did
utilize the sane procedure of attaching one hoisting sling to one end of the lifting
pin, requesting the crane operator to | ower the boomto enable the opposite hoisting
sling to be attached to the opposite lifting pin end as well as center the | oad.

a. Day crew - Crane would lay down the joint of casing come back to the casing in the
well and woul d have the fast |ine centered over the well to renove the saw. Then boom
down to hook up the rigging to the pulling pin.

b. N ght crew- Crane would |l ay down the joint of casing cone back to the casing in
the well and woul d have the big bl ock centered over the well pull the fast line to
themto renove the saw. Then just |lower the rigging dowm to the pulling pin.

e Both sling ends could be attached to the Iift pin wi thout novenent of the crane if
the load-line is appropriately positioned at the top of the casing stub

e \Wiile one worker was attaching nuts to the keeper bolt his co-worker (the signa
person) gave via radio the conmand to boom down without verifying co-worker was clear

of rigging.
e The crane operator had clear view of the workers and the work area, but the |IP had
his back to the crane so the crane operator could not see that the IP still had his

hands placed in the rigging area.

e The crane operator followed the signal person’s instruction to | ower the boom
Whi | e doing so, he sinultaneously raised his load line rigging without instruction in
attenpt to ensure the two hoisting slings attached to a D-ring would be above the
casing stub in centering the rigging.

« Different procedural processes were being utilized between the day and night crews.
Ni ght crew requires visual worker clearance of rigging prior to instructing novenent
with the crane. Day Crew did not require visual worker clearance of rigging prior to
nmovenent with the crane

Marine M nerals Administration (MVA) Houna District office was notified and a witten
report was submitted in 15 days. The MVA Houna District Inspectors (lnspectors) did
not conduct an onsite investigation due to operations ending on July 20, 2026.

Al t hough an onsite investigation was not perforned, MVA was able to obtain photos,

wi t ness statenents, BJSEA, and incident reports fromthe office. MVA concurs with GOM
Shelf's incident findings. The largest factor in this incident was the |lack of hazard
identification and mitigations. The BJSEA did not have the procedural steps of
installing the hoist rigging to the 7" casing with hazards and nmitigations. The
banksnman gave the command to boom down to the COwhile the IP's hands were in a
potential pinch point. The CO boomed down as directed but also hoisted up to keep the
| oad centered. He was not instructed to hoist up

After review ng the BJSEA, MVA di scovered that it did not include steps of installing
the hoist rigging to the 7" casing. Al so, the hazards and nmitigations for installing
the hoist rigging for the 7” casing were not included. WA did update the BJSEA to

i nclude the steps, hazards, and nmitigations for installing the hoist rigging for the
7" casing. WA also updated the BJSEA to include that conmmuni cati ons between the CO
and banksman nmust be clear and precise with the stated intent and understandi ng by
both parties before noving the crane. These updates will be instrunental in ensuring
this incident can be prevented in the future.

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

Human error performance — Not aware of the hazards. Not follow ng proper procedures.
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Supervi sion — | nadequate pre-job safety neeting (BJSEA). For Public Release

Commruni cati on — I nstructions between banksman and CO not under st ood.
Managenment system — | nadequate hazard anal ysis. |nadequate witten job procedures.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:
N A
20. LI ST THE ADDI TI ONAL | NFORVATI ON:

21. PROPERTY DAMAGED: NATURE OF DAMAGE:
n/ a n/ a
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

MVA Hourma District does not have any recomendations at this timne.

23. POSSI 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 FORVMED:
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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