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

ACCIDENT INVESTIGATION REPORT

1. OCCURRED
DATE: 04- FEB- 2026

2. OPERATOR Wlter QO
REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: Hel meri ch & Payne
REPRESENTATI VE:

TELEPHONE:

TI ME:

1705
& Gas Corporation

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG

| DAMAGEDY DI SABLED SAFETY SYS.
| 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: ] PRODUCTI ON TEMP ABAND
| DRI LLI NG PERM ABAND
4. LEASE: (27982 x| WORKOVER DECOM Pl PELI NE
AREA: EW LATI TUDE: | | cowpLETI ON DECOM FACI LI TY
. HEL| COPTER S| TE CLEARANCE
OCK: LONG TUDE: -
BLOCK: 834 | MOTOR VESSEL
] PI PELI NE SEGVENT NO,
5. PLATFORM | OTHER
RI G NAME: H&P 203 —
6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCDY POD)
DECOWM SSI ONI NG
9. CAUSE:
7. TYPE: _
| NJURI ES: | | EQUI PMENT FAI LURE
X| HUMAN ERROR
[] H STORIC 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
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: 1186 FT.
11. DI STANCE FROM SHORE: 62 M.
POLLUTI ON
Fl RE 12. WND DIRECTION: N
EXPLOSI ON SPEED: 24 M P. H
LWC [7] HI STORI C BLOAOUT 13. CURRENT DI RECTION: SE
UNDERGROUND SPEED: M P. H.
SURFACE
[] DEVERTER 14. SEA STATE: 0 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 SUMVARY:

On 4 February 2026, the crew from Hel nerich & Payne LLC (H&P) were operating the H&P
203 rig on the EW834 “A" platform (|l ease: &7982), Well: A003, for Walter Ol and Gas
when a stand of drill pipe becane displaced and fell across the derrick. During
recovery efforts, the stand shifted across the rig floor and pinned an H&P Ri g
floorman’s right foot between the pipe and nearby drilling equi prent. The injured
person (I P) was evaluated by the rig medic, airlifted to shore and | ater diagnosed with
mul tiple foot fractures resulting in lost work tinme. Walter G| and Gas reported the
incident to the Bureau of Safety and Environnental Enforcenent (BSEE) New Ol eans
District (NOD).

At the time of the investigation, Marine Minerals Administration (MMA) personnel were
operating under the former Bureau of Safety and Environmental Enforcement (BSEE).
Therefore, all MMA personnel referenced in this report will be identified as BSEE
personnel.

SEQUENCE OF EVENTS:

On 4 February 2026, at approxinately 17:00 Central Daylight Time, the H&P drill crew
wer e conducting tripping operations, which involved |lowering drill pipe and Tubul ar
Conveyed Perforating (TCP) guns into the well. During the operation, a joint of dril

pi pe, being lowered through the rotary with the top drive, was not fully secured in the
el evators. As a result, this stand of drill pipe becane displaced and fell across the
derrick structure. Tripping operations were suspended to recover and secure the

di spl aced stand.

The H&P Driller initially instructed the H&P Derrickman to utilize the derrick w nch

a winch line located in the derrick, to reposition the displaced stand back toward the
nmonkey board. The nonkey board is an elevated work platformin the derrick where the
Derri ckman handl es and organi zes stands of pipe during tripping operations. The

Derri ckman advised the Driller that the derrick winch could not effectively reach the
di spl aced stand. The Driller then instructed the H& Floornen to utilize the off-
driller side 5,000-pound-rated air hoist, a pneumatically powered hoist used to lift
or reposition equipnment fromthe rig floor, to assist with the recovery operations.

Before tension was applied to the stand of drill pipe with the air hoist, the H&P Ri g
Manager directed the H&P drill crew to stabilize the I ower portion of the displaced
stand by securing it to adjacent stands of drill pipe. In response, the H& Fl oor man,
the injured person (I1P), wapped a separate tugger |line around the displaced stand.
However, the line was attached in a manner that caused it to pull in the wong
direction. After the line was attached, the Driller signaled the Air Hoist Operator
anot her H&P fl oorman, to renove slack fromthe hoist cable. As slack was renoved, the
pul | back tugger configuration caused the | ower portion of the stand to lift and nove
|aterally across the rig floor mat toward the I P

The di spl aced stand then struck the IP and pinned the IP s right foot between the
stand and a spare set of rotary bushings staged near the rig floor handrail. Operations

were halted and H&P rig floor personnel began efforts to renmove the IP fromthe pinch
point. The IP s right foot remained inside the work boot while pinned between the pipe

and rotary bushings, requiring personnel to renove the IP's foot fromthe boot before
the I P could be extracted.
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For Public Release

After being removed from the pinch point, the IP was transported to the rig medic for
initial medical evaluation and was subsequently evacuated by helicopter to the hospital
for further evaluation and treatment. The operator’s initial notification indicated
that no fractures were identified during the hospital examination. However, during a
follow-up medical appointment on 10 February 2026, additional X-rays identified
multiple fractures in the IP’s foot. As a result of the injury the IP missed
approximately four weeks of work.

BSEE | NVESTI GATI ONS

The BSEE assigned investigator reviewed operator-submtted emails, phone

comruni cations, w tness statenents, video footage, JSA docunentation and H&P procedures
related to the incident. The injured person was not contacted during this

i nvestigation.

Wtness statenents and video footage showed that, after the stand of drill pipe becane
di spl aced across the derrick and rig floor, the crew attenpted to recover the stand
using available rig equipnent, including an air hoist and rig fl oor tugger. The sane
evi dence showed personnel on the rig floor near the rotary area during recovery. Wen
tensi on was applied the displaced stand noved laterally across the rig floor, struck
the I P and caused the injury.

The subnitted JSA docunentation included a start of shift JSA for tripping operations.
The docunents provided did not include a task-specific JSA tool box talk, or docunented
hazard reassessnent for recovery of the displaced stand after conditions changed.

The evidence reviewed did not identify a docunented red zone, exclusion area, or other
line of fire controls established before tension was applied to the displaced stand.

The BSEE investigation identified an H& di spl aced pi pe recovery procedure dated 23-
MAY-2011. The procedure referenced use of a “Drop Stand Kit,” including a shackle

i ntended to be secured to the V-door. The procedure displayed a different operator’s
| ogo. The subnmitted records did not establish whether the crew revi ewed the procedure
or used the Drop Stand Kit during the recovery.

I N CONCLUSI ON

The BSEE investigation deternmined that the injury resulted frominadequate hazard
recogni tion, task planning, supervisory oversight, and control of personnel exposure
during recovery of the displaced stand of drill pipe.

After the stand becane displaced, the recovery effort presented a changed and non-
routine condition. Wrk was not effectively paused to conduct a task specific hazard
assessnent, assign recovery responsibilities, verify the stand was secured, or
establish red zone and Iine of fire controls before tension was applied.

Al t hough a JSA had been conpleted for tripping operations, It did not address the
hazards associated with recovery of a displaced stand of drill pipe. Additionally, H&P
had an existing displaced pipe recovery procedure referencing use of a Drip Stand Kit;
however, the procedure was not effectively inplenmented during the recovery.

Based on the investigation findings, the incident was preventable. The failure to stop
wor k, reassess the changed conditions, control personnel exposure, follow or inplenent
the avail abl e recovery procedure and maintain effective supervisory oversight directly
contributed to the I P s exposure and resulting injury.
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18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT: For Public Release

- I nadequate hazard analysis / Stop work inplenmentation. Wrk was not stopped after
the stand becane di splaced to conduct a task-specific hazard assessnment, eval uate
changed conditi ons, assign recovery responsibilities, or establish appropriate
controls.

- I nadequate inplementation of procedures. The displaced stand was not verified as
secured and controll ed before recovery continued and the avail abl e di spl aced pi pe
recovery procedure was not effectively inplenented

- I nadequate control of personnel exposure/line of fire controls. Red zones, exclusion
area, or other line of fire controls were not established before tension was applied,
al | owi ng personnel to remain exposed within the potential path of novenent of the

di spl aced stand.

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

- I nadequat e supervisory oversight during the recovery operation. Supervisory
personnel did not ensure the job was paused, reassessed and controlled before recovery
operations continued. Supervisory personnel also did not ensure that applicable
recovery procedures were reviewed or that the available Drop Stand Kit was identified
and utilized.

- I nadequat e conmmuni cati on and assignment of responsibilities. Roles and
responsibilities for the recovery operation were not clearly assigned. The

i nvestigation could not determ ne whether the crew was aware of H&Ps existing
procedure. This indicates the procedure and associ ated recovery equi pnment nmay not have
been effectively comunicated or recogni zed as applicable to the operation

- Lack of a recovery specific toolbox talk. No tool box talk was conducted before the
recovery began, which may have prevented the crew fromidentifying the changed
condi ti ons, personnel exposure and controls needed for the task

20. LI'ST THE ADDI Tl ONAL | NFORVATI ON

N A

21. PROPERTY DAMAGED: NATURE OF DAMAGE

No danage to equi pnent

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

The BSEE New Orl eans District does not have any recommendations for the Ofice of Incident
Investigations at this tine.
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For Public Release

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:

Gl10 - 30 CFR 250.107 (O

The operator failed to ensure that the recovery of a displaced stand of drill pipe was
properly planned, supervised and controlled before work continued. Specifically, after the
stand becane di spl aced across the derrick the operator did not stop the operation to
conduct a task-specific hazard assessnment, did not conduct a recovery-specific tool box
talk, and did not verify that the stand was secured before tension was applied. These
failures all owed personnel to remain exposed on the rig floor within the potential path of
novenent of the stand. As a result, the stand noved uncontrolled across the rig floor
struck the injured person resulting in multiple fractures and mi ssing 4 weeks of work.

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 FORMED
NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRI CT SUPERVI SOR:

Brody Vi al
APPROVED
DATE: 30- JUN- 2026
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