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COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

On July 22, 2022, an incident occurred on the drillship Noble Stanley Lafosse which
was wor ki ng under contract for Mirphy Exploration and Producti on Conpany. Conpletion
operations were being conducted at Green Canyon Bl ock 478, OCS-G35662 Well SS002. The
driller for Noble was picking up the spanner joint assenbly off the riser skate using
the topdrive (TDS) while the crane was tailing the other end with a nylon strap
attached. \When the TDS end of the spanner joint assenbly was approxi mately 29 feet off
the floor, the nylon strap broke, and the tail end of the spanner joint dropped
approximately 6 feet and cane to rest on the riser skate deck. No injuries were
reported, and an onsite investigation was initiated.

On the night of July 22, 2022, the drill crew held a Transition to Wirk (TTW neeting
inthe driller’s shack prior to the lifting operation of the spanner joint assenbly to
the drill floor. The TTWneeting was attended by the Noble drill crew, crane crew, and
Prof essi onal Rental Tools (TRP) O fshore technicians associated with the spanner joint
assenbly. The driller inspected and approved the lifting gear connected to the spanner
joint assenbly then returned to the driller’s shack to performthe lift. One of the
PRT technicians noticed that the wire rope sling was connected to the crane by a

swi vel shackle that was not rated for lifting the entire weight of the spanner joint
assenbly. This shackle and wire rope was used to lift the spanner joint onto the riser
skate. He imrediately notified the crane crew nmenbers and i nformed them of his
findings. The suggestion was nmade by the crane crew to wap the wire rope sling above
the test cap. According to the PRT technician, this would interfere with the control
lines on the spanner joint assenbly. The decision was made by the crane crew and
approved by the PRT technicians, to use a nylon sling to tail the end of the spanner
joint assenbly utilizing the crane as the driller picked up the other end with the TDS
el evators. As the lift comenced, the Driller hoisted the spanner joint assenbly off
the riser skate, the crane operator picked up the other end of the spanner joint
assenbly, and the riser skate was retracted frombelowthe [ift. The lift continued.
The riser skate was clear of the lift and when the TDS el evators were approxi mately 30
feet above the rig floor the nylon sling connected to the crane parted, allow ng the
tailing end to fall approximately 6 feet to the riser skate deck. Red Zone Managenent
was in place and the nearest individual was approximately 22 feet away fromthe
incident. An All Stop was called, and an onsite investigation was initiated.

I nvesti gati on:

Due to Covid-19 protocols, the Bureau of Safety and Environmental Enforcenment (BSEE)
team was unabl e to conduct an onsite investigation until August 4, 2022. The BSEE

i nvestigation team consisting of the Wll Operation Accident Investigator and Wl
Operations Inspectors were able to collect incident docunentation and photos fromthe
operator and contractor at the teanmis request prior to the onsite investigation. The
BSEE i nvestigation teamreviewed all the provided docunentation, noting that the “A”
drill crew had just |anded the tubing hanger assenbly and prepared to pick up the
spanner joint assenbly. PRT O fshore crew conpleted a Job Safety Analysis (JSA) on
“Spanner Joint Rig-Up” prior to hoisting the spanner joint to the rig floor. The rig's
crane crew assenbl ed and prepared to raise the spanner joint. After, a PRT Ofshore
techni ci an contacted the crane crew, concerning the wapping of the wire rope sling
around the test cap, which could interfere with the controls of the assenbly. The crane
crew i ndicated that there was a permt in place to use a nylon sling, so it was
connected to the spanner joint. Further investigation by the BSEE team reveal ed that
the Nobl e Crane Operator and his crew failed to conplete a new Permit To Worrk (PTW and
a Lift Plan for this operation. The previous PTWand Lift Plan was for lifting chrome
tubing for the tubing operation. This pernmt for lifting chrone tubing had expired and
the crane crew failed to return the 2 inch by 30 foot nylon sling back to the control

|l ocker. By lifting the spanner joint assenbly end w th Knuckle Boom Crane (KBC) #3, the
crane operator allowed his crew to use the nylon sling without verifying the Safe
Worki ng Load (SW.) which was rated to pick up approximtely 5,100 pounds in
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o For Public Release
t he choker arrangenent. The end of the spanner joint assenbly was found to weigh

approxi mately 15, 000 pounds.

In addition, when the BSEE investigation teamviewed a video of the [ift, the team
noticed that the spanner joint was lifted utilizing the TDS and crane while the riser
skate was retracted. The Iift was stopped to check the equi pnent and a PRT O fshore
technician was allowed to wal k past the suspended spanner joint in a Tenporary Drop
Zone just before the nylon sling parted. The Nobl e crane operator and crane crew

all owed the technician to enter the Tenporary Drop Zone area without a Permit to Wrk.

Since the incident, Noble has reviewed and will consider updating the Ri gging and
Lifting operation to clearly define tandemlifts with multiple Iifting devices and
include a section with guidelines to follow when lifting third party equi pnent to and
fromthe drill floor. They will update their JSA on “Making Lifts with Web Slings” to
include during transition to work neeting with all agreeing on type of |ift being
perfornmed and require docunentati on needed for each specific lift. The crane operator
wi || be coached on the correct way to conply with the Rigging and Lifting, Safe System
to Wirk and DROPS policies and Tenporary Drop Zones.

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

1) Not Foll owi ng Proper Procedures: Crane Operator and crew failed to create a new
Permit to Work (PTW and Iift plan for lifting the spanner joint assenbly.

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

| nproper equi pnent used: Crane Qperator allowed the crew to use the wong nylon sling
wi thout verfiying its Safe Worki ng Load.

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

Al l owed personnel to enter a Tenporary Drop Zone.

21. PROPERTY DAMAGED: NATURE OF DAMAGE:
Parted 2 inch by 30 foot nylon sling N A
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE Houna District has no recomrendations for the Ofice of Incident Investigations at
this tine.

23. PCSSI BLE COCS VI OLATI ONS RELATED TO ACCI DENT: NO

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

None

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
04- AUG- 2022

26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:

Jereny Sonnier / Gabe Orellana / Paul NO
Reeves (Author) /

27. OPERATOR REPORT ON FI LE:

OCS REPORT:

30. DI STRI CT SUPERVI SOR:
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