UNI TED STATES DEPARTMENT OF THE | NTERI OR

For Public Release

BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF MEXI CO REG ON

ACCIDENT INVESTIGATION REPORT

OCCURRED
DATE: 08- DEC- 2023
OPERATOR: Shel |

REPRESENTATI VE:
TELEPHONE:

O fshore I nc.

CONTRACTOR: NOBLE DRI LLI NG CORPORATI ON

TI ME: 0845

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTING Top Drive Trolley
DAMAGEDY DI SABLED SAFETY SYS.

[ |1 NCI DENT >$25K

H2S/ 15M N. / 20PPM

[ |REQUI RED MUSTER

REPRESENTATI VE:  TELEPHONE: |_|SHUTDOWN FROM GAS RELEASE
|OTHER
3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SI TE AT TIME OF | NCI DENT: [ ] PRODUCTI ON
X| DRI LLI NG
4. LEASE: || WORKOVER
AREA: AC LATI TUDE: | (ngt/réng (E);
ocK: LONG TUDE: —
BLOCK: 735 | MOTOR VESSEL
[ | PI PELI NE SEGVENT NO.
5. PLATFORM | | DECOMM SSI ONI NG
RI G NAME: NOBLE GLOBETROTTER | | A PI PELINE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: [ | EXPLORATI ON( POE) [] OTHER
DEVEL OPVENT/ PRODUCTI ON
( DOCD/ POD) 9. CAUSE
7. TYPE _
| NJUR! ES: || EQUI PMENT FAI LURE
X| HUMAN ERROR
[[] HI STORI C I NJURY | EXTERNAL DAVAGE
_ OPERATOR CONTRACTCR M1 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 LLING FLUI D
RWJT (>3 days) | | OTHER
| | FATALI TY
Q her Injury 10. WATER DEPTH: 7962 FT.
11. DI STANCE FROM SHORE: 170 M.
POLLUTI ON
FI RE 12. WND DI RECTI O\
EXPLOSI ON SPEED: M P. H
LWC [] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H,
SURFACE
D 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

On 8 Decenber 2023, at approxinately 08:30 am a lost tine injury occurred during
drilling activities on board the Noble A obetrotter Il, |ocated at Al ani nos Canyon
735, OCS-G 34771, operated by Shell Ofshore Inc. The injury was the result of the Top
Drive System (TDS) contacting the Injured Person (IP) positioned on the port pipe
racker upper access platform

Prior to the incident, the I P was positioned on the nain fl oor port carousel access
platformverifying the internal dianmeter of the drill pipe by drifting a tool called a
rabbit. The drill crew was tripping 6 5/8-inch drill pipe into the hole when a “slack
rope detected” alarmoccurred on the port pipe racker. Next, the Driller used a
handhel d radio to request the IP s assistance with trouble shooting the “slack rope
detected” alarm by observing the condition of the wire rope on the spool for the port
side pipe racker. The I P descended fromthe port carousel access platformto the port
pi pe racker upper access platformto get a closer |ook at the spool causing the “slack
rope detected” alarm The Driller was able to clear the “slack rope detected” alarm
and at this tine the P returned to the port carousel access platformto finish his
task of drifting the drill pipe. The Assistant Driller (AD) was operating the pipe
racker and the Driller was operating the TDS. The Driller raised the TDS to the upper
position awaiting the next stand of drill pipe fromthe pipe racker. As the AD
functioned the port pipe racker to transit the next stand of drill pipe, the “slack
rope detected” alarnmed again. The AD was able to clear the “slack rope detected” alarm
and continued to transit a stand of 6 5/8-inch drill pipe fromthe port carousel to
well center. The drill pipe was then latched into the TDS el evators, stabbed into the
drill string, and torqued appropriately. The AD returned the port pipe racker to the
port carousel to retrieve the next stand of drill pipe. The IP overheard the “slack
rope detected” alarmand returned to the port pipe racker upper access platform

wi thout notifying the Driller. The Driller raised the drill string with the TDS, the
pi pe slips disengaged fromthe drill string, and the Driller began to |ower the TDS
When the TDS passed the port pipe racker upper access platform the |lower port TDS
roller assenbly contacted the IP folding his upper torso around the outside handrai
while the IP's legs renmained stationary and inside the port pipe racker upper access
platform Once the TDS passed the IP, the IP fell back onto the port pipe racker upper
access platform The |IP used their handheld radio to request assistance. The job was
stopped. The Tool - pusher and the auxiliary floor AD used the nulti-purpose tower’s
internal elevator while the main floor AD used the internal stairway to access the
port pipe racker upper access platformwhere the IP was | ocated. The Tool - pusher and
both ADs escorted the IP down the elevator and to the onboard nedical facility. After
consultation with the nedic the IP was evacuated to UTMB Gal veston, Texas and

di agnosed with a punctured lung, fractured ribs, and a fractured scapul a.

Company actions after incident. Al stop and safety stand down with all crews.

Added red barricade chain and sign for permt to work on | adder |eading down to
carrousel upper platform Sent alert to all rigs with nultipurpose tower
configuration.

On 12 Decenber BSEE investigators conducted an onsite visit. During the onsite visit
BSEE i nvesti gators ascended the nulti-purpose tower and accessed the port pipe racker
upper access platform where the injury occurred approxi mately 80 feet above the dril
floor. BSEE investigators noticed there were no warnings or cautions identifying the
nmovi ng equi pnent hazard on or around the port pipe racker upper access platform BSEE
i nvestigators reviewed a photograph whi ch neasured the di stance i nches between the TDS
and the port pipe racker upper access platformhandrail which was found to be three
inches at its nearest. BSEE investigators noted the TDS novi ng equi pnent hazard was
not identified on the JSA (Job Safety Analysis) used for verifying drill pipe interna
di ameter. The only noving equi pment hazards identified on the JSA were for the pipe
racker and the pipe storage carousel. BSEE investigators took pictures of the area
where the incident occurred, conducted interviews, and reviewed video of the incident.
Addi tionally, BSEE investigators reviewed wi tness statenents, JSA's, KSA s (Know edge
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For Public Release
and Skills Assenment), Shell Newsflash, Coast CGuard casualty report and conpany

i nvestigation report.

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

Conmruni cati on — | nadequate comuni cation between IP and Driller, Driller was not aware
of the IP's position on the port pipe racker upper access platform IP failed to
notify the drill floor that they were noving fromthe port carousel access platform

(I Ps expected | ocation) back to the port pipe racker upper access platformand into
the line of fire

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

Managenment systens — | nadequate hazard anal ysis and engi neering control. The TDS has a
3-inch cl earance between TDS and the handrail of the port pipe racker upper access
platform An engi neered barrier preventing access to the port pipe racker upper access
pl atform during operations or until safe clearance is granted woul d have prevented the
injury fromoccurring. Al so, this hazard was not identified on the JSA used by the IP
for drifting the drill pipe.

Commmuni cati on — There was no posted or visible warning, caution or noving equi pnent
advi sories on the port pipe racker upper access platformidentifying the noving

equi pnent hazard. This may have given the |P a false sense of safety while on the port
pi pe racker upper access platform

20. LI ST THE ADDI Tl ONAL | NFORVATI ON

The port pipe racker upper access platformis approxinately 80 feet above the dril
floor. The IP was not required to don a safety harness since the port pipe racker upper
access platformis protected by handrails. This incident could have resulted in the
death of the IP.

21. PROPERTY DAMAGED: NATURE OF DAMAGE

None Not appli cabl e
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE Lake Jackson District has no recommendations at this tine.

23. PCOSSI 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:

Lessee failed to provide for the safety of all personnel and take all necessary
precautions to renove safety hazards.

On 8 Decenber 2023, a Floorhand sustained nmultiple injuries when the injured party was
caught between the top drive assenbly and the port pipe handl er access pl atform which was
approxinately 80 feet above the rig floor. Lessee failed to identify the noving top drive
assenbly as a safety hazard whil e personnel are accessing the port pipe handl er access
platform There was no engineering barrier to prevent or alert personnel of the hazard.
Conmruni cati on breakdown prevented all crew nenbers from knowi ng the safe | ocation of each
nmenber during operations. Lessee failed to take necessary precautions to correct or renove
the safety hazard as required by 30 CFR 250. 107.

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON
12- DEC- 2023
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26. Il nvestigation Team Menber s/ Panel Menbers:

Perry Brady / Dylan Mre / David Kearns
/

27. OPERATOR REPORT ON FI LE:

MVS - FORM 2010
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28. ACCIDENT CLASSIFICATION: )
For Public Release

29 .ACCIDENT INVESTIGATION PANEL FORMED:NO
OCS REPORT:

30. DISTRICT SUPERVISOR
St ephen P. Martinez

APPROVED
DATE: 23- JAN- 2024
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