UNI TED STATES DEPARTMENT OF THE | NTERI OR
BUREAU OF SAFETY AND ENVI RONMENTAL ENFORCEMENT
GULF OF MEXI CO REG ON

ACCIDENT INVESTIGATION REPORT

1. OCCURRED
DATE: 10-JAN- 2021

2. OPERATOR: Shel |
REPRESENTATI VE:
TELEPHONE:
CONTRACTOR: NOBLE DRILLING (U. S.)
REPRESENTATI VE:

TELEPHONE:

TI ME: 1535

O fshore I nc.

HOURS

I NC.

For Public Release

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG

| DAMAGED 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:

ON SI TE AT TI ME OF | NCI DENT:

| PRODUCTI ON
4. LEASE: (07493 X| DRI LLI NG
AREA: GB  LATITUDE || VVORKOVER
_ L ONG TUDE: | COWPLETI ON
BLOCK: 427 : | HELI COPTER
| MOTOR VESSEL
5. PLATFORM ] PI PELI NE SEGVENT NO,
Rl G NAVE: NOBLE GLOBETROTTER [ | OTHER
6. ACTIVITY: ] EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON 9. CAUSE:
( DOCDI POD)
7. TYPE: _
| NJURI ES: [ | EQUI PVENT FAI LURE
X| HUMAN ERROR
B OPERATCR 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) || UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) ] OTHER
| | FATALI TY
Qther Injury 10. WATER DEPTH: 2719 FT.
11. DI STANCE FROM SHORE: 149 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON\:
EXPLOSI ON SPEED: M P. H
LWC 7] HI STORI C BLOANOUT 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

On 10 January 2021, at approximately 15:35 hours, an injury occurred at Shell Ofshore
Inc.’s (Shell) Quter Continental Shelf G 07493 Garden Banks (GB) Bl ock 427 on the
Noble Drilling (Noble) dobetrotter | drillshinp.

Sequence of Event:

On 10 January 2021, during well operations, a crew was working in the Starboard riser
bay hold area preparing to install a riser insert on the sixth level with the use of an
air hoist. The Supervisor used the rig crane to lift the riser inserts on the Port side
wi t hout incident, but he did not request to |lift the riser inserts on the Starboard
side with the crane. A welder, the injured party (IP), acting as a R gger, grabbed the
air hoist cable with his right hand to prevent the riser insert fromcontacting the
scaffolding as the riser was being lifted to the sixth level. Two other enployees were
positioned on the fourth | evel, using hands-free equi pment, pushed the riser insert
away fromthe scaffolding. The IP located on the fifth level was not using hands-free
equi pnment. As the air hoist operator raised the riser insert, the P who was wearing
wel der's gl oves, placed his right hand on the air hoist cable when his right index
finger was drawn up and squeezed between the air hoist cable and the sheave.

One of the enployees on the fourth level signaled an all stop and the riser insert was
| owered to the deck, freeing the IP's right index finger. The IP reported to the Rig
Medi ¢ and was observed to have sustained a snall abrasion on his right index finger.
The Rig Medic gave the I P a tetanus shot and over the counter nedication for his
injury.

On 11 January 2021, the I P was sent in onshore on a crew change flight for a nedica
eval uation. The IP had X-rays on his right hand that reveal ed he had sustained a
hairline fracture to his right index finger. The IP required surgery by an Ot hopedic
Surgeon to repair the right index finger hairline fracture.

BSEE | nvesti gati on:

On 14 January 2021, a Bureau of Safety and Environnmental Enforcenent (BSEE) Lafayette
District Investigators conducted an onsite incident investigation of the Noble

G obetrotter | during a regularly schedul ed monthly inspection. BSEE net with Shel
and Nobl e representatives to collect available information pertaining to the incident.
Shell and Nobl e representatives informed BSEE that they were in the initial stages of
their investigation, so information was very limted. BSEE gathered any avail abl e

i nformati on such as the Job Safety Analysis and coordi nated for the delivery of al
remai ni ng i nvestigation-rel ated docunents from Shell and Nobl e.

A post investigation report reveal ed that cause of the accident was due to inproper
hand pl acenent on an air hoist cable during Iifting operations and that the job was not
stopped by the crew when the I P's hand was hol ding on the air hoist cable that pose a

threat. 1In addition, the tasks and hazards were not properly addressed in the Permt
to Wirk and the Job Safety Analysis since the docunents did not categorize lifting
riser inserts as a critical lift; however, the Lift Plan did categorize it as a
critical lift.

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

The BSEE i ncident investigation teamdeterm ned that the probable cause of the incident
was due to inproper hand placenent by the Rigger on the air hoist cable as the riser
i nsert was bei ng hoi st ed.
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19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT: For Public Release

BSEE' s investigation into this incident identified the followi ng contributing causes:

1) failure of the Supervisor to request using the rig crane instead of the air hoist to
lift the riser inserts that was perforned previously on the Port side w thout incident;
2) the crew failed to stop the job when the I P placed his hand on the air hoist cable;
and 3) the Permit to Wirk and the Job Safety Analysis did not categorize lifting riser
inserts as a critical lift; however, the Lift Plan did categorize it as a critical lift
and in the process the task was not properly assessed.

20. LI ST THE ADDI Tl ONAL | NFORVATI ON

21. PROPERTY DAMAGED: NATURE OF DAMAGE
No property was damaged during this Not appli cabl e
i nci dent .
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE

The BSEE Lafayette District nmakes no recommendations to the Ofice of I|ncident
I nvestigations regarding this incident.

23. PGSSI BLE CCS VI OLATI ONS RELATED TO ACCI DENT: YES

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

Based on the incident investigation findings, a G110 Incident of Nonconpliance (INC) is

i ssued to docunent that Shell Offshore Inc. failed to performoperations in a safe and

wor kmanl i ke manner onboard the Noble Drilling G obetrotter | drill ship that was
conducting drilling operations at Garden Banks Bl ock 427. On 10 January 2021, the injured
party (IP), acting as a Rigger, sustained an injury as he guided an air hoist cable with
his right hand that was squeezed between the air hoist cable and sheave. The injury was
the result of inmproper hand placenent. The |IP was evacuated and di agnosed with a hairline
fracture in his right index finger. The IP required surgery by an Othopedic Surgeon to
repair the right index finger hairline fracture.

A BSEE | ncident Followup Investigation Teamdeternined that 1P s right index finger injury
was a result of: 1) inproper hand placenent; 2) prior to the job task, the supervisor did
not request to use the rig crane instead of the air hoist to performthe job task as
previously done on the Port side; 3) the job was not stopped when the |IP placed his hand on
the air hoist cable; and 4) that the job task was not categorized as a critical lift as
stated in the Lift Plan.
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON: For Public Release

14- JAN- 2021 29. ACCI DENT | NVESTI GATI ON
PANEL FORVMED: NO
26. | NVESTI GATI ON TEAM MEMBERS:

Roy Kuhn (Onsite) / Troy Naquin (Onsite
& Report Author) /

OCS REPORT:

30. DI STRI CT SUPERVI SOR:

27. OPERATOR REPORT ON FI LE: Robert Ranney
APPROVED
DATE: 06- JUN- 2021
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