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: 22- APR-2024

REPRESENTATI VE:
TELEPHONE:
(U.S.) INC. REPRESENTATI VE:
TELEPHONE:

TI ME: 0815
2. OPERATOR: Murphy Exploration & Production ([

CONTRACTOR: NCBLE DRI LLI NG

HOURS

[ |STRUCTURAL DAMAGE
CRANE

OTHER LI FTI NG
DAVAGEDY 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:

For Public Release

ON SI TE AT TIME OF | NCI DENT: [ ] PRODUCTI ON
| DRI LLING
4. LEASE:  G35864 || WORKOVER
AREA: ce LATI TUDE: X (ngt/réng cE);
QcK: LONG TUDE: —
BLOCK: 389 | MOTOR VESSEL
| PI PELI NE SEGVENT NO.
5. PLATFORM DECOMM SSI ONI NG
RI G NAME: NOBLE STANLEY LAFOSSE (FKA PACIFIC S A PI PELI NE []SI TE CLEARANCE
TA PLATFORM
6. ACTIVITY: EXPLORATI ON( PCE) [] OTHER
| | DEVELOPMENT/ PRODUCTI ON
( DOCD/ POD) 9. CAUSE
7. TYPE i
| NJURI ES: [ | EQUI PVENT FAI LURE
X| HUVAN ERROR
[[] H STORI C | NJURY | EXTERNAL DAVAGE
_ OPERATOR CONTRACTCR M1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
X| RWJT (>3 days) 0 1 | OTHER
| | FATALI TY
Q her Injury 10. WATER DEPTH: 3604 FT.
11. DI STANCE FROM SHORE: 125 M.
POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLCSI ON SPEED: M P. H.
LWC 7] HI STORI C BLOWOUT 13. CURRENT DI RECTI O\
UNDERGROUND SPEED: M P. H.
SURFACE
D DEVERTER 14. SEA STATE: 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

On April 22, 2024, a hand injury requiring evacuation occurred on the drillship Noble
Stanl ey Lafosse, which was working under contract for Mirphy Exploration & Production
Company — USA (Murphy). Conpl etion operations were being conducted at Green Canyon

Bl ock 389, OCS-G35864, Well SS003. The injured person (IP) was assisting the wireline
hel per (hel per) disconnect wireline tools when his hand was caught between the upper
C-plate with tools weighing 175 | bs and | ower C-plate causing lacerations to the right
hand ring and middle fingertips.

Wreline operations were scheduled to take place on April 22, 2024. The drill crew
secured a rescue plan and a Pernit to Wirk (PTW for working at heights. The wireline
crew provided the Job Safety and Environnental Analysis (JSEA) for the job. Also, a
transition to work neeting was conducted with the wireline crew and the drill crew
prior to starting operations. The helper and I P got in the work basket and ascended to
the wireline tools once the sheaves and | ubricator were set in place. They attenpted
to disconnect the wireline tools when the hel per noticed the wireline operator slacked
of f too much. The hel per had the wireline operator raise the tool string and he raised
the tools positioning the top C plate approxinately 4” above the bottom C-plate. The

| P repositioned hinmself in the basket so the hel per had better access to the tool
string. The I P placed his right hand under the upper Cplate to stabilize the too
string. The hel per released the tools and they fell 4" smashing the IP s right hand in
between the C- pl ates.

The 1P told the hel per that he needed to report to his supervisor. The job was stopped
and the worksite secured. The IP lowered and exited the work basket. Next, he wal ked
to the treatment roomto be evaluated by the rig nmedic. The initial evaluation
confirnmed the I P sustained |acerations to his right hand ring and nmiddle fingertips.
The | P was evacuated fromthe rig to an onshore facility for further evaluation. There
it was discovered that the IP broke the tip of his right ring finger and he needed 14
stiches for the cuts sustained in the incident. The IP was released to |ight duty on
4/ 22/ 24. The IP was released to full duty on 5/22/24.

The Bureau of Safety and Environnental Enforcenment (BSEE) Hounma District office was
notified orally and a witten report was subnmitted in eWell within 15 days. The BSEE
Houma District inspectors (inspectors) were able to collect all docunents and pictures
related to the incident fromthe operator without an onsite investigation. The IP did
not sign the JSEA. Al though the JSEA did address disassenbling tools, hand placenent,
and pinch points, it failed to address the possibility of lifting the tool string too
high and it failed to address how to handle the G plates safely and the existing
hazard of caught between C-plates. It was discovered that this was the helper’s first
deepwater wireline run and the I P was not properly trained on disassenbling wireline
tools. The investigation also showed there was poor communi cati on between the hel per
and | P when the hazard of lifting the tool string too high was brought into the
operation. Stop Wrk Authority (SWA) was not used by the helper or IP. Neither the
hel per nor the I P maintained situational awareness during the operation. The hel per
did not realize the tools would fall 4" once released and the IP failed to see his
right hand was in a pinch point.

Upon reviewi ng pictures, docunents, Noble s and Murphy’s investigation reports, BSEE
concl uded that the helper’s | ack of deepwater experience and the IP s lack of training
on wireline tools were probable causes of the incident. Another probable cause was the
I P not identifying the hazard of handling the Cplates and the possible pinch point
bet ween C-plates. Lack of conmunication is the | ast cause identified in the

i nvestigation. Neither the hel per nor the I P communi cated the hazard of lifting the
tools too high and the fact that the P s hand was in a pinch point. If the hel per had
nore experience, the I P had proper training, and good comruni cati on was used, the
hazard coul d have been identified and mtigated.
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18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT: For Public Release

Personnel training — The I P was not properly trained on wireline tools.

Commruni cati on — There was i nadequate communi cati on between the hel per and the | P about
the hazard of lifting the tools too high and the pinch point between the C pl ates.

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

Human performance error - The hel per was not experienced in deepwater operations.

20. LI ST THE ADDI TI ONAL | NFORMATI ON:

N A

21. PROPERTY DAMAGED: NATURE OF DANMACE:
N A N A
ESTI MATED AMOUNT ( TOTAL) : $

22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

BSEE Houma District has no recomrendations for the Office of Incident Investigations at
this tine.

23. PGCSSI 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

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
16- MAY- 2024

26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORVED:
NO

27. OPERATOR REPORT ON FI LE: OCS REPORT:

30. DI STRICT SUPERVI SOR:
Any Pellegrin

APPROVED
DATE: 08- AUG 2024
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