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

ACCIDENT INVESTIGATION REPORT

For Public Release

OQCCURRED [ | STRUCTURAL DAMAGE
DATE: 08-JUL-2024 TIME: 1908 HOURS | |CRANE
_ ] EOTHER LI FTI NG Dr awor ks

OPERATOR: Cantium LLC DAMAGED/ DI SABLED SAFETY SYS.

REPRESENTATI VE; | | NClI DENT >$25K

TEL EPHONE: _|H2S/ 15M N. / 20PPM

CONTRACTOR: Enterprise O fshore Drilling |_|REQUI RED MUSTER

REPRESENTATI VE: TEL EPHONE: B (S)IT-IUTDQ/W FROM GAS RELEASE
HER

OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:

ON SI TE AT TI ME OF | NCI DENT: PRODUCTI ON TEMP ABAND
X| DRI LLI NG PERM ABAND
AREA: ST LATI TUDE: COVPLETI ON g@&g‘%\g
. . HEL| COPTER
BLOCK: 23 LONGTUDE MOTOR VESSEL
PLATFORM CC Pl PELI NE SEGVENT NO.
RI G NAVE: ENTERPRI SE 205 OTHER

ACTI VI TY: EXPLORATI ON( PCE)
[ ] DEVELOPMENT/ PRODUCTI ON ( DOCDI POD)
[] DECOW SSI ONI NG

9. CAUSE:
TYPE: i
| NJUR ES: | | EQUI PMENT FAI LURE

[] H STORI C | NJURY o i A

OPERATCR CONTRACTOR ™ sLI P/ TRI P/ FALL

[ ] REQUI RED EVACUATI ON | WEATHER 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
E FATALI TY
O her | nj ury 10. WATER DEPTH: 50 FT.
11. DI STANCE FROM SHORE: 7 M.

POLLUTI ON

FI RE 12. W ND DI RECTI ON:

EXPLOSI ON SPEED: M P. H
LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:

UNDERGROUND SPEED: M P. H.
SURFACE
D DEVERTER 14. SEA STATE: FT.

[[] SURFACE EQUI PVENT 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 July 8, 2024, a lifting incident occurred on the jack-up, Enterprise 205, which was

wor ki ng under contract for Cantium LLC. Drilling operations were being conducted at
South Tinbalier Block 23, OCS-@0166, Well CC003. Wile the driller slowy pulled out
of the hole with drill pipe, the traveling bl ock struck the crown saver assenbly with

approxi mately 117,000 | bs overpull resulting in $11,210.00 in danages.

The drill crew consisting of the driller (DRl), assistant driller (AD), and two
fl oorhands, were preparing to pull out of the hole (POOH) with drill pipe. A Job
Safety Analysis (JSA) was conpleted for the task. DRl planned to pull the first stand

of drill pipe to check the crown-o-matic (COM and rack it back in the derrick. The
AD was organi zi ng equi prent near the drawworks. Floorhand one (FHL) was wi ping
drilling fluid off the ascending drill pipe and floorhand two (FH2) was on the nonkey
boar d

The DRl engaged the drawworks to pull the first stand of pipe. Wth the drawworks
still engaged, the DRl decided to focus his attention on the pipe tally. According to
Cantium s report, the drill line contacted the COM but it did not nove the barre
enough to trip the COM This allowed the traveling block to continue noving upwards
allowing the traveling block to strike the crown saver assenbly. DRl heard a change
in sound as the traveling block struck the crown saver assenbly with 117,000 | bs
overpull. He disengaged the drawworks clutch stopping the upward novenent.

After the incident took place, DRl slacked off the traveling bl ock approximately 10
feet. He locked the brake down and reported the incident. The crown bl ock was then

i nspected for damage. Well operations were suspended until inspectors could check the
condition of the block, wire rope, and crown. The only danage noted on the inspection
was to the crown saver assenbly. A Root Cause Investigation was conducted by both the
contractor and operator.

The Bureau of Safety and Environnental Enforcement (BSEE) Houna District was not
orally notified of this incident. The incident was subnmitted in eWell wthin 15 days.
BSEE Houna District inspectors (inspectors) perforned an incident followup on July
11, 2024, to gather additional pictures, docunents, and w tness statenments. Although

a JSA was used for pulling out of the hole, it did not state the hazard of the
traveling block striking the crown block assenbly. FHl, who was wi ping the ascending
drill pipe, was not counting tool joints as the drill pipe was being pulled. Al so,
DR1 stated, “VWile picking up to check the crown-o-matic and rack back stand, | | ooked
at the pipe tally to count stands to top of liner and CO M didn't trip. Saw weight
indicator junp up so | slacked off.” DRl |ost situational awareness by checking the
pipe tally while pulling out of the hole. DRl also failed to have a drill crew nenber
watch the wire rope as he was checking the COM Finally, the COMfailed to trip when
contacted by the wire rope because the barrel wasn't set properly. Wen asked for a
copy of the rig specific procedure for checking the (COV, the operator could not
provide it. During the August nonthly inspection, the driller (DR2) was asked how he
checks the (COM. He stated that when running drill pipe in the hole he checks it
with the first stand by doing the follow ng: post a crew nenber to count the waps on

the drumuntil the COMtrips, latch onto the stand of drill pipe, and pick up unti
the drill line trips the COM When POOH he stated the following: POOH with the first
stand, break out stand fromdrill string, post a crew nenber to count the waps unti
the drill line trips the COM and pick up stand until the drill line trips the COM

During the sane inspection, the Ofshore Installation Manager O M was asked for a rig
specific procedure for checking the COM he stated they did not have a step-by-step
procedure for checking the COM

Upon reviewi ng pictures, docunents, the operator’s incident report, and w tness
statements, BSEE concluded that failing to identify the hazard of the traveling bl ock
striking the crown block contributed significantly to this incident. Lack of
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: : _ . For Public Release
situational awareness by DR1 and FH1 led to the traveling block striking the crown

saver. Another cause was the COMfailing to trip when contacted by the wire rope
because the barrel wasn't set properly. Finally, there was no rig specific procedure
for checking the COM

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

Human Performance Error — DR1 and FH1 were not paying attention to the task of POCH
with drill pipe to check the COM and rack back the stand.

Managenment system — | nadequate hazard anal ysis of the traveling block contacting the
crown bl ock.

Equi pnent failure - The barrel of the COM was not set properly. This allowed the
drill line to nove past the COMresulting in the the traveling block striking the
crown bl ock.

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

Commruni cati on — | nadequate job instructions were provided for POOH with drill pipe and
checki ng the COM

Managenent System — | nadequate fl eetw de procedure for checking the COMand no rig
specific procedure for checking the (COV.

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

N A

21. PROPERTY DAMAGED: NATURE OF DAMACE:
Crown saver damaged. Needed repl acement
ESTI MATED AMOUNT ( TOTAL) : $11, 210

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Hourma District has no recommendations at this tine.

23. PGCSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

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

G132

On July 8th, 2024, at approxinmately 19:00 while tripping out of hole, the traveling bl ock
nmade contact with the Crown Saver causing an overpull of 117K

pounds resulting in damage to the Crown-O Matic and Crown Saver. The Qperator failed to
i medi ately notify The BSEE Houna District of the

incident and it was first reported on July 9th, 2024, at 10:57AM
G110

On July 8, 2024, a material handling incident occurred on the Enterprise 205. Wile

pul ling out of the hole with drill pipe, the traveling block contacted the crown saver due
to followi ng an inadequate procedure. The procedure did not have any risk assessnent
associated with the task being performed. Cantiumwas asked for a job specific procedure
and JSA for the operation, but neither could be produced. Note: The Operator nust subnmit a
| etter of explanation to the BSEE Houma District addressing this incident of nonconpliance
and detail howit will be prevented from happening in the future.
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25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON: For Public Release

11-JUL- 2024

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

OCS REPORT:
27. OPERATOR REPORT ON FI LE:

30. DI STRICT SUPERVI SCR:

Ay Gresham
APPROVED
DATE: 18- SEP- 2024
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