OCCURRED

DATE:

REPRESENTATI VE:
TELEPHONE:

CONTRACTOR: Danos & Curole Marine Contracto

REPRESENTATI VE:
TELEPHONE:

30- JUL- 2026
OPERATOR: Hess Corporation

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

ACCIDENT INVESTIGATION REPORT

[ | STRUCTURAL DANAGE
CRANE
OTHER LI FTI NG

TI ME: 0845 HOURS

I

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

|_|SHUTDOWN FROM GAS RELEASE
OTHER

OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI O\

For Public Release

| DAMAGED/ DI SABLED SAFETY SYS.

ON SI TE AT TIME OF | NCI DENT: [X] PRODUCTI ON TEMP ABAND
| DRI LLI NG PERM ABAND
LEASE: (22897 || WORKOVER DECOM Pl PELI NE
AREA: MC  LATITUDE  28.23497328 - (ngt/rég#g; DECOM FACI LI TY
: SI TE CLEARANCE
OCK: LONG TUDE: - 88. 99536265 -
BLOCK 24 | MOTOR VESSEL
[ PI PELI NE SEGVENT NO.
5. PLATFORM A (Qul fstar 1) = OTHER
Rl G NAVE: —
6. ACTIVITY: [] EXPLORATI ON( POE)
DEVEL OPMVENT/ PRODUCTI ON( DOCD/ POD)
DECOMM SSI ONI NG
9. CAUSE:
7. TYPE: i
| NJURI ES: [ | EQUI PVMENT FAI LURE
X| HUMAN ERROR
[[] H STORI C | 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 X] OTHER M scommuni cati on
| | FATALI TY
Qther Injury 10. WATER DEPTH: 4600 FT.
11. DI STANCE FROM SHORE: 55 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.
LVC 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. 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 SUMVARY:

On 30 July 2026, at approxi mately 0845 hours, a crane incident occurred at M ssissipp
Canyon (MC) 724 A (Qulfstarl) platform Qulfstar 1 is a Single Point Anchor Reservoir
(SPAR) platformthat is owned by WIllians Conpanies, Inc (WIlians) and operated by
Hess Corporation (Hess). Chevron Operates on Qulfstar as an affiliate of Hess and al
operations on the platformare carried out under Chevron policy. During the crane
incident, a Signalman (Injured Person - |P) and a Rigger were attenpting to reposition
a Vapor Recovery Unit (VRU) cooler (cooler), weighing approximately 1,500 pounds, in a
cargo basket with the platformcrane. Wile attenpting to reposition the cooler, the
cool er unexpectedly started to nove. The IP attenpted to nove out the way of the
nmovi ng | oad. Wil e doing so, the IPs glove got caught on the rigging shackle's cotter
pin. Wen this occurred, the | P s hand got caught between the shackle and the edge of
the cargo basket and caused a laceration to the IP s right palm Due to this incident,
the I P received nmedical attention and sutures to the wound on the pal mof his hand.
There were no other injuries, equipnment danage, or pollution associated with this

i nci dent.

SEQUENCE OF EVENTS:

On 30 July 2026, at approxi mately 0600 hours, a Job Safety Analysis (JSA), Genera
Wrk Permit (GAP), and tool box talk were conducted prior to platformoperations for
t he day.

On 30 July 2026, at approximately 0630 hours, a GAP was approved and at 0635 hours,
the GAP went |ive for general crane operations while backl oading and of fl oadi ng the
Mot or Vessel Gdyssey Courage (MY) as well as noving equipnment around the facility.
Once the GAP was |ive, crane operations began on Qulfstar 1. These operations
consisted of lifting and |l owering various materials and equi pment to and from the boat
on site. The operations also included noving materials and equi pnent around the

pl at f or m

At approximately 0830 hours on 30 July 2026, the Danos lifting crew was tasked with
pl acing a cooler in a cargo basket using the platformcrane. After the crane
successfully placed the cooler in the cargo basket, it was deternined that the cool er
was top-heavy and unbal anced. There was di scussion as to whether the cooler could be
laid on its side, but the IP stated that he was informed by the crane operator that it
had to be standing upright. The I P and rigger observed the cooler was not stable in
its current standing position at that tinme. The crew was concerned that if the cooler
remained in its original position, it could fall over. The decision was made to
reposition the cooler to provide better stability. The crew, with crane assi stance,
repositioned the cooler closer to the corner of the cargo basket to better stabilize
t he cool er.

At approximately 0845 hours on 30 July 2026, after repositioning the cooler, the IP
decided to enter the cargo basket and manually attenpt to adjust the cool er upright
while still using the crane as support. Due to the rigging orientation of the slings,
the cool er being top-heavy, and the | oad being uneven, the cooler could not be stood
upri ght w thout sonme form of assistance. Wen this attenpt was nmade, the cooler started
to unexpectedly nove. The IP recognized this and attenpted to nove out the way of the
cooler. Wiile the cooler was in novenent, one of the rigging shackle s cotter pins
caught the IP s right glove. This caused the IP s right hand to get caught between the
shackl e and the edge of the cargo basket. The result was a |aceration to the right-hand
pal mof the IP

After the IP was injured, he notified the Crane Operator (CO by radio, informng him
that an injury had occurred. An all-stop was called on the lifting operation. The IP
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reported the injury to appropriate platform supervision and safety personnel . ﬁgrPubl:c Release
injury was eval uated and tended to by the platformnedic. Shortly thereafter, the

deci sion was nmade to send the IP into shore by helicopter for further eval uation and

medi cal treatnent. The IP was treated he received twenty-five sutures for the wound.

The I P was rel eased on the sane day, on 30 July 2026, for full duty. However, his

enpl oyer, Danos, assigned himtasks in the local office for precautionary neasures.

MVA | NVESTI GATI ONS

On 30 July 2026, The Marine Mnerals Adnministration (MVA) received an electronically
submitted incident report concerning the crane incident that occurred on 30 July 2026
at Tubular Bells. On 31 July 2026, the incident was assigned to an MVA Acci dent

I nvestigator (Al). On 04 August 2026, the MVA Al flew to GQulfstar 1 and perforned an
on-site incident followup inspection along with collecting details concerning the

i ncident. The Al took additional photographs, requested additional docunents and

i nvestigated the incident area. The Al spoke with personnel that were on the platform
when the incident occurred as well as the CO who was operating the crane when the

i ncident occurred. Due to tine restraints, the Al was unable to conduct any formal in-
person interviews on 04 August 2026.

On 10 August 2026, the Al requested to conduct an interviewwith the IP. On 17 August

2026, the Al was able to conduct a phone interviewwith the IP. The interview with the
| P was conducted over the phone due to scheduling conflicts with his job. The Al also

conducted an in-person interview at Qulfstar 1 with the CO on 01 Septenber 2026.

The information collected throughout the interviews and investigation identified that
the Iift that was being conducted at the tinme of the incident was considered a blind
lift. The only viewthat the CO had of the Iift was by the utilization of the crane
boomtip canera, which the CO could viewin the crane cab. The CO stated that when

| ooking at the video screen in the cab, he did not have a clear view of the personne
handl i ng the cooler. The CO stated that at that tine of the day, there was a shadow
cast over the area where the cool er was being repositioned. Due to this shadow, the CO
could only see the Rigger and Signal man’s hard hats. He explained that the view from
the canera at that tine was very poor. The CO al so expl ai ned that he was given the
command to lower the load in the basket by the I P. Wien he | owered the | oad, he noticed
that the weight indicator in the crane was reading zero. Just a few nonents later, he
was notified via radio that an injury had occurred. The crane operator al so stated
during the MMA interview that he was told over the radio that the |IP was going to nove
the Iift to the edge of the basket. The crane operator stated that he only found out
about having to reposition the cooler fromthe IP right before he attenpted to rel ocate
the cooler. The CO expl ained that he heard no instructions prior to having to
reposition the cooler in the basket.

The IPs interview and witness statenment also identified that there were instructions
to stand the cooler up inside of the cargo basket for stabilization during
transportation. The | P stated that he was attenpting to relocate the cool er when the

i nci dent occurred. The IP stated that when the cooler was rel ocated near the edge of
the cargo basket, he entered the cargo basket and attenpted to manual ly adjust the
position of the cooler. The IP said that he tugged on the rigging strap to ensure the

| oad was stable. When he tugged on the rigging strap, the cooler began to nove. At that
point he attenpted to nove out of the way. When the cooler started to nove and slide, a
cotter pin on one of the rigging shackles caught his right-hand glove and pulled his
hand i n between the shackl e and the edge of the cargo basket. He was able to get his
hand di sl odged fromthe pinch point and i nmediately contacted the CO by radio to inform
himthat an injury had occurred. There was an inmediate all-stop called to the
operation. The IP then reported his injury to platformsupervision and to the platform
Saf ety Representative
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Thr oughout the MVA investigation, it was discovered that the I P, who was perfor’F-nO’r;éDUb"c Release

signal man duties, entered the cargo basket to secure the cooler. Wen review ng the
Chevron Lifting Policy, it notes that the signal man should have no other duties during
the lifting operations other than giving hand signals and communicating with the crane
operator.

The MVA investigation also noted that during the blind lift, the CO did not have a
clear view of the Signal man. There was no additional Signal man present during the lift
that the CO had visible sight of. Chevron Blind Iift policy states “for a blind lift
operation there nmust be a mininumof two qualified riggers. One shall be the

desi gnat ed signal person, who shall be positioned in a |ocation continuously visible
to the crane operator and shall have no other duties than to signal. If that signa
person cannot directly see the |oad, another signal person (who is in direct view of
the | oad) shall be utilized; therefore, allowing signals to be relayed to the crane
operator. In cases where visible contact is unattainable, such as in diving and
construction activities, a radio only process can be utilized, if the hazards have
been properly mitigated utilizing a “hot m crophone” or sinilar process.” The policy
states that a radio can be used if visible contact is unattainable. However, the MVA
on-site investigation suggests that there was the ability to have an extra signal nan
within visible sight of the CO

The MVA investigation also identified the lack of risk assessnent for repositioning
the cooler in the cargo basket. The GAP created and signed by the Rigger and IP did
state that “Hands Free” operations shall be conducted always and at no tine shall the
| oad be touched whil e suspended fromthe crane (use of taglines/Push-Pull poles wll
be used to guide the | anding of the |oads and “3-foot Rule wused).”

During the MVA investigation, it was also noted that there was a Chevron Gul f of
Mexi co Business Unit (GOVMBU) Blind Lift formfilled out for blind Iifts being nmade.
However, the only blind Iifts noted on the formwere picking up fromthe boat and
setting down on the deck. There was no nention of conducting a blind lift while
repositioning the cooler into the cargo basket on the deck

Chevron also indicated that the P was a Short Service Enpl oyee (SSE) to Chevron and
the IP was relatively new to offshore work

I N CONCLUSI ON

The MVA investigation revealed multiple process discrepancies that were noted to be
probabl e causes of the incident. The first discrepancy that was deternmined to be a
probabl e cause was the | ack of recognition of the risk associated with the
repositioning of the cooler inside the cargo basket. Due to the lack of recognition of
the risk, there was no planning to nmitigate the risk of repositioning the top-heavy
cooler in the cargo basket.

The second probabl e cause was the | ack of comuni cati on about whether there was a
definitive need to reposition the cooler. Following the incident, it was discovered
that the cooler was an older unit and did not have to be stood up and coul d have
remai ned | ayi ng down in the cargo basket while being transported w thout causing
damage. Had this information been known prior to the incident, the entire incident
coul d have been prevented.

The third probabl e cause was identified as human error. The human error occurred when
the IP entered the cargo basket in the attenpt to nmanually assist the repositioning of
the cooler. The IP was working as a signal man and deviated from his assigned duties.
He al so | acked judgenment when assessing the risk of trying to manually assist a | oad
that was still connected to a crane and was not stable.
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The MVA investigation also found multiple contributing factors that contri but ec{:?’(;’?‘ﬁg"c Release

incident. One of these contributing factors is not follow ng proper conpany poli cies.
According to Chevron policy, there should have been an additional signalman while
conducting the blind lift due to the COs limted view of the Signal man. The
addi ti onal signal nan should have had direct sight of the | oad, and the CO shoul d have
had direct line of sight of the signalman while the Iift was bei ng nade.

The second contributing factor was not following the Wirk Pernit/JSA as di scussed
prior to performng the crane lifts. The Signal man/I P shoul d not have been perforning
any other duties other than his designated signal man responsibilities. Additionally,
there shoul d have been no handling of the |oad by hand while the | oad was stil
connected to the crane.

The crane incident that occurred at Qulfstar 1 on 30 July 2026 could have resulted in
a much worse outcone. Due to |lack of communication, |ack of hazard recognition, and
failure to follow conpany policies, the IP suffered a hand injury that could have had
a far worse result. As a result of this incident, Chevron is taking steps to prevent
these types of incidents fromoccurring in the future. These steps include
consideration to updating their Lift Plan Tenplate to check | oad stability and
considering if SSE's should have limted responsibilities on crane crews with Lifting
and Rigging (L&) Steering Team

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

Managenment systens: |nadequate hazard anal ysis- The crane crew failed to recogni ze the
hazards associated with trying to reposition the unstable cooler into the cargo
basket. Wthout recognizing the hazards, there was a failure to discuss and create
steps to mtigate the hazards associated with the task as well.

Communi cati on: | nadequat e conmuni cati on between the operator and contractor personnel -
Lack of communi cati on between the operator and contractor concerning the position the
cool er should be in to be transported in the cargo basket.

Hurman performance error: Not aware of hazards- The | P | acked judgenment when decidi ng
to enter the cargo basket and trying to nmanually reposition the |oad.

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

Human performance error: Not follow ng proper procedures- Crane crew did not follow
proper blind Iift procedures while conducting a blind lift.

Human performance error: Not followi ng proper procedures- The | P did not foll ow proper

procedures when deciding to deviate fromhis role as a signalman to perform additiona
functions by attenpting to reposition the load with his hands.

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

Fromitem 25. DATES OF ONSI TE | NVESTI GATI ON: 04 Aug 2026, 01 Sep 2026
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For Public Release

21. PROPERTY DAMAGED: NATURE OF DANMAGE:
NA NA
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The MVA New Orl eans District has no recommendations to the Ofice of |ncident
I nvestigations at this tinme.

23. PGCSSI 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:

G 110: Authority: 30 CFR 250.107 DOES THE LESSEE PERFORM ALL OPERATIONS | N A SAFE AND
WORKMANLI KE MANNER AND PROVI DE FOR THE PRESERVATI ON AND CONSERVATI ON OF PROPERTY AND THE
ENVI RONVENT?

On 30 July 2026, the crane crew failed to follow Chevron’s blind lift policy. Wile
conducting a blind lift when lowering the VRU cooler into a cargo basket and then
repositioning the VRU cooler in the cargo basket, the Crane Operator did not have clear
vi ew of the Signal man.

- The designated Signal man did not follow Chevron's policy while performng other duties,
such as entering the cargo basket and attenpting to manually handle the | oad while the
| oad was still attached to the crane.

Chevron’s Policy on Blind Lifts- Blind Lifts: for a blind lift operation there nust be a
m ni mum of two qualified riggers. One shall be the designated signal person, who shall be
positioned in a location continuously visible to the

crane operator and shall have no other duties than to signal. If that signal person cannot
directly see the | oad, another signal person (who is in direct view of the | oad) shall be
utilized; therefore,allowing signals to be relayed to the crane operator.

In cases where visible contact is unattainable, such as in diving and construction
activities, a radio only process can be utilized, if the hazards have been properly
mtigated utilizing a “hot microphone” or simlar process.

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

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 STRI CT SUPERVI SCR
Brody Vi al
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APPROVED )
DATE: 22- OCT- 2026 For Public Release
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