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Incident Details
• Date: 25 January 2005
• Time: ~2245
• Location: Drill Floor
• Injuries: Nil
• Classification: Near Miss

Actual: Level 1 
(no measurable physical 
effects)

Potential: Level 4 
(Fatality)

• BHPB and NOPSA mobilised to conduct an investigation. Both 
investigations were independent of each other.



 

Man-Riding Incident 
SCHEMATIC
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Man-Riding Incident
BACKGROUND INFORMATION
• The well was about to be cored
• The string had been run until it tagged bottom
• A long coring stand was picked up using the link tilt for latching
• Because the string had touched bottom, an RBS connection about 3

meters above the drill floor was required.
• This, combined with the height of the coring stand activated the Kinetic 

Energy Management System (KEMS) and prevented the connection 
being carried out.

• It was decided to remove a single joint from the string and replace it with 
a 6m pup joint

• Given the height of the elevators was beyond the reach of the derrickman
(due to the length of the coring stand), it was decided to have a manrider 
insitu to unlatch the elevators once the core stand had been racked back



 

Man-Riding Incident 
INCIDENT DESCRIPTION

• The man rider had completed activities and was lowered to the drill floor. 
• The Driller observed via camera that a cable appeared to be in close 

proximity to the Top Drive.
• Unknown to the driller or floor personnel the line was also caught over a 

corner of the monkey board.
• Using the speaker system, the driller issued an instruction to clear the line.
• The man-rider did not hear the message and was coincidently moving the 

line to give himself room to move towards the winch securing point, while 
starting to disconnect the shackle to the winch cable. 

• At this point the driller, seeing via the derrick camera that the line that had 
concerned him was now clear and assuming that the man-rider had 
unshackled the belt, commenced lowering the traveling block.



 

Man-Riding Incident 
INCIDENT DESCRIPTION

• With the manrider still attached, the snagged line lifted the manrider
approximately 8m off the drill floor.  

• The man, who was unhurt, was lowered to the floor using another 
manriding tugger.

• All work was stopped and a safety meeting was held.



 

Man-Riding Incident
Where 
man 

swung 
across to 

after 
sliding up 

coring 
stand

Position of 
man before 
being lifted

Point at which 
cable was 
believed to 

have snagged

Monkey 
board 
rope 

stem in 
which 
cable 
was 

looped 
around

Stabbing 
board

Monkey 
board

Winch

Drill floor 
level

T
D
S



 

Man-Riding Incident 
KEY FINDINGS
• Isolation of blocks using tag-out only considered ineffective 
• Risk Assessment of coring joint makeup could have eliminated 

need for manriding to release elevators
• Elimination or reduction of manrider activities not specifically 

considered during campaign and well planning
• Preferred tugger not operational.  Position of tugger used 

increased chance of cable tangling

• Requirement to check and confirm cables are clear & manrider is 
free of harness prior to moving blocks not proceduralised.

• Failure to confirm cable was not snagged prior to moving TDS

• Failure to confirm manrider was disconnected prior to moving 
TDS

• Delayed incident reporting to NOPSA not as per “as soon as 
practicable” requirement



 

Man-Riding Incident 
CORRECTIVE ACTIONS
• Implement lock out system on travelling block during manriding activities
• Update manriding procedure / JSA / PTW / pre hoist checklist
• Communicate event and updated procedures to personnel 
• Review drillfloor communication arrangements
• Update processes / documents to ensure NOPSA reporting requirements 

are understood
• Review manriding activities (for month of January) and determine 

opportunities to eliminate / reduce



 

Man-Riding Incident 



 

Man-Riding Incident 

Man rider activities - January

0

2

4

6

8

10

12

14

TDS Maintenance Riser running Coring Cementing Stabmaster IBOP Slip/cut - hang off
blocks

Drilling
measures

Tensioner
repairs

58 MANRIDING ACTIVITIES CONDUCTED FOR MONTH OF JANURAY 2005 –
can that number be reduced?



 

Man-Riding Incident 
Industry Publications / Articles

NOBLE DRILLING RECEIVED SPECIAL 
AWARD IN 2002 FOR THE EFFECTIVE 

REDUCTION OF MANRIDING ACTIVITIES 
BY FOCUSSING ON STRICT CONTROLS / 

PROCEDURES AND HARDWARE 
IMPROVEMENTS (will be posted on 

Drillsafe website as well as 
STEPCHANGE document).

In Nobles European fleet average annual 
no. of manriding operations performed is 

119 per rig.
Since introducing best practices - on 1 

particular rig only 9 manriding operations 
were performed on the rig from Jan to 

July 2004 & none since July 2004.
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