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OTHER 22" casing parted at rigfloor
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SURFACE
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17. | NVESTI GATI ON FI NDI NGS: For Public Release

On January 18, 2024, an incident occurred on the drillship Noble Stanley Lafosse,

whi ch was wor ki ng under contract for Mirphy Exploration & Production Conpany — USA
(Murphy). Drilling operations were being conducted at GC 478, OCS-G35662, Wl | 004.
The drill crew was running 22" casing when the S -90/MI connection failed. Seventy-
two joints of casing fell partially in the hole and on the seafl oor due to connection
failure. No injuries or environnental inpacts are associated with this incident.

On January 17, 2024, at 04:00 hours, a pre-job safety nmeeting (PJSM is held with
crews on running 22" casing. Casing operations start at 04:30 but are shut down to
the repair the Rotating Link Adapter on the top drive. The crews start running casing
at 08:30. After 3rd party crew change, the work process changed to opening the slips
and |l owering the connection to install anti-rotation keys. Next, the crew sw tched
fromhorizontal to vertical anti rotational keys. On January 18, 2024, at 12:00, the
drill crew changes tour. At 12:30 hours, joint 16 is stabbed into joint 17 and nade-
up using tongs. The slips are opened and casing lowered to install anti-rotation
keys.

On January 17, 2024, the drill crew started running 22" casing on the Auxiliary (AUX)
rotary. The drill crew made up and ran 72 joints of 22" casing below the rotary.
Around 12: 30 hours on January 18, 2024, the S-90/MI pin connection of joint 16 was
made up to S-90/MI box end of joint 17. The crew failed to notice the joint cross
threaded. The flush-nounted slips holding joint 17 were tenporary opened to | ower the
connection to install two vertical anti-rotation keys in the connection. Wen the
slips opened, the axial load of the 22" was transferred to the connection, the pin
separated fromthe box, resulting in the casing parting at the rig floor

The 22" casing parting at the rig floor resulted in 72 joints falling partially into
the hole and on the seabed bel ow the AUX rotary. The casing broke apart as it fel
and i npacted several components of critical pressure containing subsea infrastructure
to flowing oil wells. This could have led to a catastrophic oil release incident. An
i nvestigation commttee was forned by the operator on January 19, 2024, and plans to
begi n recovery operations were initiated. The well was successfully plugged and the
casing was recovered on February 11, 2024. Mirphy's primary root cause for the event
was the casing only nmaking up ¥ - 3/8 turn instead of Y%2- % turn as specified by the
contractor’s procedures for proper nake up. Also, the contractor’s rig-site rep did
not conplete a visual inspection of the makeup as per the approved contractor’s
runni ng procedure, mssing an approximately 0.143" gap between the pin indicator and
box connecti on.

The Bureau of Safety and Environnental Enforcement (BSEE) Houma District office was
notified orally and a witten report was subnitted in eWell within 15 days. The BSEE
Houma District inspectors (inspectors) were able to collect sone docunents and
pictures related to the incident fromthe operator and contractor. A BSEE onsite

i nvestigation was conducted on February 7, 2024, additional pictures were taken and
docunents obtained. Al so, BSEE Houna District issued an i medi ate preservation order
for all equipnment and casing related to this incident. An Incident follow up was
conducted in Fourchon to ook at the casing in the quarantine yard. Inspectors from
Lake Charles District conducted an Incident Follow up in Houston to wi tness connection
testing. Miurphy additionally perfornmed netallurgical testing of the casing
connections at a materials lab in Houston for their investigation

A review of still pictures fromthe rig video indicated that the connection rotated
only % - 3/8 turn during the makeup, instead of the % - %turn specified in the
contractor’s procedure. The contractor’s onsite representative failed to identify
this discrepancy. They also did not conplete a visual inspection of makeup as per the
approved Contractor’s running procedure and m ssed an approxi mately 0.143” gap between
the pin indicator and the box connection. |If a visual inspection of the connection
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For Public Release
was perforned the evidence of cross threading could have been noti ced.

A change in the work process was observed after a crew change when casing joint 51 was
made up in the string. The rotary slips were tenporarily opened and the connection
was lowered to facilitate the installation of the anti-rotation keys. Anti-rotation
keys on previous connections were installed w thout |owering the connection. After

| ooki ng through the JSA and the Contractor’s running procedure we could not find
supporting docunents showing if the anti-rotation keys are to be installed before the
slips are opened. Danmges to the casing, well head, and subsea infrastructure is
estimated to be over $15, 000, 000. 00.

Upon reviewi ng pictures, docunents, wi tness statenents, and Mirphy’s incident report,
BSEE concl uded that cross threading the 22" casing connection was the probabl e cause
of the incident. The second probable cause is the Contractor’s onsite reps failing to
verify the connection before the slips were released. Finally, the |ast probable
cause was the JSA and running procedure failing to identify when to install the anti-
rotation keys. This led to the slips being rel eased before the anti-rotation keys
were installed, this took away another chance to verify the connecti on was nade up
properly. A contributing cause to this incident was the Contractor trainee signaling
for the casing to be repositioned without the Contractor supervisor verifying the
connection is nmade up properly.

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

Human Performance Error — Did not verify the nakeup turn was not adequate. Did not
visually inspect connection to ensure it wasn't cross threaded.

Communi cati on — The JSA and running procedure did not indicate when to install the
anti-rotation keys.

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

Supervi sion — The contractor’s trainee signal for the casing to be repositioned in the
slips without the Contractor’s supervisor verifying the connection

20. LI ST THE ADDI TI ONAL | NFORVATI ON

N A
21. PROPERTY DAMAGED: NATURE OF DAMAGE
Damage to subsea infrastructure and Bent header beam Connector on well head.
22" casi ng. Junper bent and intervention pane
damagaged. MPFM damaged and EFL no | onger
connect ed.
ESTI MATED AMOUNT ( TOTAL) : $15, 000, 000

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The Houma District has no reconmendations to the Office of Incident Investigations at this
time.

23. PCOSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: NO

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:
N A
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON: For Public Release

07- FEB- 2024
26. Investigation Team Menbers/Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:

OCS REPORT:
27. OPERATOR REPORT ON FI LE:

30. DI STRICT SUPERVI SCR:

Ay Pellegrin
APPROVED
DATE: 27- JUN- 2024
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