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

ACCIDENT INVESTIGATION REPORT
For Public Release

1. OCCURRED [ |STRUCTURAL DAMAGE
DATE: 09-JAN-2019 TIME 0220 HOURS [ |CRANE
X|OTHER LI FTI NG hydraul i ¢ runni ng tool
2. OPERATOR Talos ERT LLC | DAMAGED/ DI SABLED SAFETY SYS.
REPRESENTATI VE: X|I NCI DENT >$25K $184, 000
TEL EPHONE: [ |H2S/ 15M N. / 20PPM
| |REQUI RED MUSTER
CONTRACTOR: NOBLE DRILLING (U.S.) INC || SHUTDON FROM GAS RELEASE
REPRESENTATI VE: |_|OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:
ON SITE AT TI ME OF | NCI DENT:

[ | PRODUCTI ON
X| DRI LLI NG
4. LEASE: GL6727 - VmK(BEEF(N
AREA: aC LATI TUDE: || COwP
_ || HELI COPTER
BLOCK: 282  LONG TUDE: [ | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM ] OTHER
RIG NAME:  NOBLE DON TAYLOR
6. ACTIVITY: EXPLORATI ON( POE) 9. CAUSE:
DE.\%O';ZEDW PRODUCTI N [ | EQUI PVENT FAI LURE
- TVYPE: ( ) X| HOVAN ERROR
' ' | EXTERNAL DAMAGE
[ JH STORI C | NJURY | SLI P/ TRI P/ FALL
REQUI RED EVACUATI ON | VEATHER RELATED
LTA (1-3 days) | LEAK
LTA (>3 days | UPSET H20 TREATI NG
RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) || OTHER
Qher Injury 10. WATER DEPTH: 2349 FT.
FATALI TY _
POLLUTI ON 11. DI STANCE FROM SHORE: 9% M.
FI RE
12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.
LWC [ HI STORI C BLOWOUT
UNDERGROUND 13. CURRENT DI RECTI ON:
SURFACE SPEED: M P. H.
DEVERTER
SURFACE EQUI PMENT FAI LURE OR PROCEDURES 14. SEA STATE: FT.

COLLISION  [JHSTORIC []>$25K  []<=$25k 15 PICTURES TAKEN.
16. STATEMENT TAKEN:
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

On January 9, 2019, an incident occurred on board the drillship, Noble Don Tayl or
whil e under contract for Tal os Energy Resource Technol ogy (ERT) LLC. The Noble Don
Tayl or was | ocated at Green Canyon Bl ock 282 OCS - G -16727 at the tinme of the

i nci dent . A single 35,000 pound slick riser joint fell across the rig floor after it
was hoisted into the air using a hydraulic riser running tool which was suspended from
the top drive. There were no injuries reported, but an enployee in the area was
nearly struck by the dropped riser joint.

The norni ng of Wednesday January 9, 2019, at approximately 0220 hours, the “A" dril
crew was in the process of picking up and running riser joints to latch the 18.75 inch
subsea Bl ow out Preventers (BOP's) to the SS003 well. Prior to conmencing work, the
“A" drill crew which consisted of 2 Drillers, 2 Assistant Drillers, 7 Floorhands and 1
Subsea Engi neer held a pre job safety neeting. A Wrk Instruction Manual (WM report
was generated with all the necessary personnel, pernmits, tools, equipnment and Job
Safety Analysis (JSA's). Al docunments were reviewed and signed by the crew. Wirk
commenced using the hydraulic Riser Running Tool (RRT), and the first slick riser
joint was latched onto with the primary hydraulic |ock and secondary manual | ock
engaged, verified by a designated drill crew nmenber. The designated crew nenber, a
FI oor hand, communicated to the Driller via a thunbs up that both | ocks were engaged
and ready to be lifted. The 75 foot long slick riser joint was placed vertically in
t he spider ginmbal and connected to the riser system The drill crewretrieved the
second slick riser joint fromthe riser cart with the RRT follow ng the sane
procedure, but a different crew nmenber, a Subsea Engi neer, engaged the nanual | ock on
the RRT and confirmed to the Driller via a thunbs up that both | ocks were engaged.
After receiving the thunbs up confirmation, the Driller hoisted the second 75 foot
long slick riser joint into the air approximtely 74 feet before the RRT cane free and
the riser joint fell across the drill floor, striking the ginmbal and crushing the
drops shed. There was a crew nenber |ocated near the drops shed, but he saw the RRT
slip out of the riser and he ran in a safe direction

The Bureau of Safety and Environnental Enforcenment (BSEE) investigation team conducted
the initial onsite investigation on January 9, 2019. The team took photographs,

i ntervi ewed personnel and collected statenents. The investigation team|earned the

Fl oorhand that had made the first function was the designated person to close the
manual | ock of the RRT. When the RRT was stabbed into the second riser joint, he was
pl acing a water hose in the choke and kill lines. While doing this, he saw the Subsea
Engi neer mani pul ati ng the secondary manual |ock on the RRT. He asked another crew
menber if the Subsea Engi neer | ocked the RRT, and he replied yes and gave hima thunbs
up. The Floorhand then noved near the auxiliary side drops shed while the riser joint
was being noved. The Subsea Engi neer stated that he was on the rig floor checking the
seals in the riser, and he asked another Floorhand if he was going to | ock the RRT

and he responded with, “You got it.” The Subsea Engi neer then positioned hinself to
function the manual |ock on the RRT, slid the secondary | ock, and nade sure the pin
was seated to keep it fromsliding. He gave the thunbs up to the Driller and he
proceeded to pick up the riser joint. Once the joint was near vertical, the RRT
slipped out of the riser joint and fell to the rig floor. The Floorhand that had
positioned hinmself near the auxiliary drops shed saw the RRT slip out of the riser
joint, and ran in the opposite direction. Mnents after he cleared the area, the
riser joint inpacted the drops shed and crushed it beyond repair. The R g Manager
instructed the rig to not lower the RRT until he was on the rig floor, and he stated
that when the RRT was | owered, he observed the manual |ock was not engaged.

The primary |l ock on the RRT is hydraulically operated fromthe Drillers chair. The
tool is seated in the joint of riser, and the Driller pushes a button to engage the
| ock. Locking dogs extend into the grooves inside the joint of riser, and if seated
properly indicator pins will drop and allow the secondary nmanual |ock to be
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For Public Release
functioned. To function the manual |ock, the operator nust pull a “T-Handle” up and
rotate the manual lock ring 10 degrees. The “T-Handle is then released and it engages
into a hole on the tool. By rotating the “T-Handle,” the pins are isolated via a
metal plate and this prevents the primary | ock frombeing allowed to open. |f the RRT
is not properly seated in the riser, the prinmary lock can still be engaged even though
the dogs are not engaged in the grooves of the riser. |If the dogs are not engaged in
the grooves of the riser, the RRT will not have an effective hold on the riser, and
t he secondary nanual |ock cannot be engaged. The inability to function the secondary
manual | ock would be a sign that the RRT is not properly seated in the riser and not
safe to lift. In the RRT"s manual under the “Minual Lock-Qut” section, it states
“Ensure the running tool is locked properly to the riser joint before picking up
Failure to heed this warning nay cause serious injury or death to personnel.”

Based on the design of the RRT and the interviews of personnel, the investigation team
identified the prinary cause of this incident to be that the RRT was not properly
seated in the riser and the secondary nanual |ock was not engaged. The Subsea

Engi neer stated that he engaged the manual |ock, but when the RRT was |lowered to the
rig floor, it was found in the open position. The secondary nmanual |ock coul d not
have opened on its own, indicating that it was never actually locked. And if it was
never actually |ocked, the primary | ock was probably not properly engaged. |f the
primary | ocking dogs were not extended within the riser’s internal grooves, the RRT
could not support the weight of the riser

Since the incident, Noble has revised the WM for running riser and BOP's so that
there will be a designated person to engage the secondary nanual |ock on the RRT and
added a secondary verifier. The JSA has also been revised to include that the second
verifier and the indicator rods on the RRT are painted red and green for greater
visibility for secondary latch verification. Also, revisions have been subnmitted to
managenment for review on Noble's personnel zone managenment procedures for the dril

fl oor area.

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

The RRT was not seated properly in the riser and the secondary manual |ock was not
engaged by the Subsea engi neer

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

I nexperience doing the task related to incident: The Subsea engi neer thought he
engaged the secondary nanual |ock on the RRT but after the riser joint dropped to the
rig floor, the Rig Manager had the Driller lower the RRT to rig floor and observed it
was not engaged.

20. LI ST THE ADDI Tl ONAL | NFORMATI ON

21. PROPERTY DAMAGED: NATURE OF DAMAGE
1 75 ft. slick joint of riser, riser cart I nspection of dropped riser joint and
and a drop shed. crushed drop shed
ESTI MATED AMOUNT ( TOTAL): $184, 000

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE Houma District has no reconmrendations for the Ofice of Incident Investigations at
this tinme.
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23. PGSSI BLE COCS VI OLATI ONS RELATED TO ACCI DENT: NO For Public Release

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

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

09- JAN- 2019 29. ACCI DENT | NVESTI GATI ON
PANEL FORMED: NO
26. | NVESTI GATI ON TEAM MEMBERS:

Chris Treland / Troy Boudreaux / Cint
Canpo / Paul Reeves - author /

OCS REPORT:

30. DI STRI CT SUPERVI SOR:
Bryan A. Domangue

27. OPERATOR REPORT ON FI LE:

APPROVED
DATE: 22- MAR- 2019
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