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Focus

A voice of quality to the world

A
It has been a
pleasure to meet
many of the
hundreds who
pass through our
office in Lambeth
Road to say
hello. This is your
Headquarters
and you are very
welcome.

s we enter the final month of the year I am
delighted to pass on my warmest wishes to
all members and readers for a peaceful end
to 2017. It has been a pleasure engaging
with you especially over the past few months and
thank you for the feedback and contributions to our
professional discussions.
I would also like to extend my special thanks
to the Branches who have organised events both
technical and social to encourage engagement with
our organisation at both a local and an international
level. The Command Seminar Series has already been
reported on extensively and I encourage you all to
share details of your events though Seaways and our
website.
On that note, I would like to draw your attention to
our Annual General Meeting to be held in Malta next
May. You will see the advertisement in this edition and
I encourage you not only to come and join us at the
meeting but to contribute to the discussion through
papers and correspondence. Proposals for papers
can be submitted to www.nautinst.org/AGM2018,
and we look forward to continuing the professional
conversations that help move our industry forward.
One of the highlights of the year has been the
collaboration with the Honourable Company of
Master Mariners and our support for the Chartered
Master Mariner initiative. We are proud to be
associated with this work that seeks to raise the profile
of and recognise the contribution made by the senior
representatives in the industry. I am sure there will
be a great deal of interest as the scheme extends to
encompass applications from a wider audience.
Our Dynamic Positioning Qualification has
continued to go from strength to strength, with more
than 4,500 certificates issued or renewed during the
course of the year. The truly global presence of this
leading qualification is just one way in which The
Nautical Institute positions itself as the foremost
organisation for professional mariners.
Remember too, we are your route to engagement
with the International Maritime Organisation. Your
input allows us to contribute to the design and
technical discussions that take place in the regulatory
environment – you make a difference!
Many of you will be aware of our fastest-ever selling
book Collecting Maritime Evidence, which has been
an outstanding success. To the authors and reviewers
who have made this the benchmark reference for the
industry I extend my grateful thanks.
We have seen quite a bit of change at NI
Headquarters during the year and have recruited
some new colleagues while others have moved on to
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other organisations or retired. It is worth recording
again our recognition of Philip Wake for his great
contribution to The Nautical Institute throughout his
time here, and also to John Dickinson, our permanent
IMO representative, who will retire at the end of the
year. It has been a pleasure to meet many of the
hundreds who pass through our office in Lambeth
Road to say hello. This is your Headquarters and you
are very welcome.

As you will see from the ‘out and about section’
we have been very active on your behalf. Together
with NI President Duke Snider FNI, I represented
members at the remembrance service in London at
the Merchant Navy War Memorial on 12th November.
Prior to that I was pleased to meet members while
at the CrewConnect conference in Manila and at the
Greek Shipping Awards dinner in Athens.

In drawing to a close I would like once again to
thank each and every member for your support to
the organisation. You are our voice of quality and
professionalism to the world. My thanks go as well to
colleagues from headquarters and very best wishes to
you all as we approach 2018.
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Providing learning through confidential reports – an international cooperative scheme for improving safety

Mariners’ Alerting and
Reporting Scheme
MARS Report No. 302 December 2017
MARS 201777

Innocuous task leads to serious
eye injury
 An engine room crew member was assigned the task of dismantling
the steering motor coupling chain. One of the steps in this job was to
pull out a locking split pin using pliers. The crew member gripped the
split pin with the pliers and began pulling with some force to extract
it. Suddenly, the plier jaw slipped off from the split pin and, due to the
force applied and the trajectory, hit his right eye. The injury was serious
enough to require the crew member to be disembarked ashore for
professional treatment and repatriation.
Although the crew member had most of his personal protective
equipment (PPE), he was not wearing eye protection. It was also
discovered that instead of pulling on the pliers in line with the tool, he
had pulled sideways, so that the serrated teeth of the pliers were less
effective in keeping a grip on the pin.

Lessons learned
l	No matter the task, simple or complicated, injuries can occur if you do

not use tools correctly or wear appropriate PPE for the task.

had boarded the vessel the enclosed space procedure was followed.
After the space had been tested for oxygen content and hazardous
gases, he entered the first tank in the company of the chief officer.
As the inspection progressed a ringing was heard; a mobile phone
in the surveyor’s pocket was sounding. The chief officer instructed the
surveyor to turn the phone off, as mobile phones are not explosionproof.

Lessons learned
Even experienced professionals can make mistakes. Mobile phones are
ubiquitous, so assume every visitor is carrying one. Insist mobile phones
are turned off if the tasks to be accomplished require it.

MARS 201779

No gloves would have been better
 While at sea, an engine room crew member began work using the
ship’s drill press and a securing vice. He was drilling 18mm holes into
stainless steel plates of about 2-3mm thickness, wearing his usual
personal protective equipment (PPE), including cotton gloves. The
hole was drilled without incident, but when the drill bit was retracted,
it jammed in the plate hole. Under the rotational force of the spinning
drill bit, the plate came out of the vice and spun with the drill bit. The
spinning plate caught the operator’s left hand, which was on the vicehandle.
The operator quickly stepped on the ‘stop control’ foot pedal, but the
momentum of the plate was high enough that the drill did not stop
immediately. The victim was treated as far as possible on board and
then evacuated to a shore hospital. Unfortunately, the severity of his
injuries – complete removal of skin and muscle tissue down to the bone
of the left index finger – required the amputation of the finger.
The investigation found that the cotton gloves worn by the victim
probably aggravated his injuries. The company had issued a safety
circular several years earlier prohibiting the use of gloves when working
on the lathe and drill machines. However, this information was not
displayed near these tools, nor had the victim received this information
in any other way.
The investigation also determined that there was a high probability
the drill bit would jam in the hole, because of the size of the drill bit
compared with the thickness of the plates. Clamping the plate in the
vice without other support is not good practice.

l	Eye protection appears to come a poor second to the rest of the PPE

wardrobe, with the result that eye injuries still occur quite frequently.
Why not insist that crew always wear eye protection when working in
the engine room or on deck regardless of the task?

MARS 201778

Mobile phone ringing during tank
inspection
 The tanker, in ballast, was at anchor and preparing to have some
cargo tanks surveyed by an independent surveyor. Once the surveyor
Visit www.nautinst.org/MARS for online database
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Lessons learned
l	A ‘dead man’s switch’ is safer than an independent emergency stop

switch. A dead man’s switch needs to be continually depressed to
keep the machine operating.
l	Under certain circumstances some kinds of PPE (such as cotton gloves
in this instance) are actually counter-productive. Proper training and
information placards can help inform crew what to wear and when.

MARS 201780

Girding leaves coxswain trapped in
wheelhouse
Edited from official MAIB report 10/2016

 In the early evening, the crew of a chemical tanker in ballast were
preparing for departure. The pilot advised the Master that he intended
to use a mooring launch/tug to assist in manoeuvring the vessel’s stern
off the berth, given the 25 knot wind pushing the vessel on to the berth.
Additionally, there was an obstruction astern and another vessel was
berthed 30m ahead of the tanker.
The mooring launch made a line fast through the tanker’s starboard
quarter fairlead. The pilot ordered the launch coxswain to make a ‘tight
line’ while the Master made the engine and bow thruster movements
necessary to clear the berth using the forward spring. The tanker began
to move off the berth and the Master brought the controllable-pitch
propeller (CPP) to zero. The forward spring was then let go, and the
order ‘all easy’ was passed by the pilot and acknowledged by the launch
coxswain. The Master moved the CPP control ahead and the tanker’s
speed increased to 2–4kt.
Meanwhile, the mooring launch coxswain attempted to turn the
launch to port but found he could not. The pilot ordered the launch
to ‘run with me’ and then to ‘come in and let go’. These orders were
acknowledged by the coxswain even though he was experiencing
difficulty in manoeuvring.
A crew member at the tanker’s stern overheard the pilot’s order for
the launch to let go on the VHF radio, and waved the launch in. He
immediately noticed that the launch appeared unable to respond and

was listing to port. He instructed the bridge team by VHF radio to stop
engines but received no response. On board the launch, the coxswain
attempted to operate the emergency release. This was unsuccessful.
The deckhand left the wheelhouse and attempted to release the towing
hook by pulling directly on the emergency release wire. This was also
unsuccessful. The tanker’s crew member aft repeated his instruction to
the bridge team to stop engines. The Master then asked for clarification
and, on receiving it, brought the CPP control to zero.
In the following minutes the launch listed further to port and
capsized, with the towline remaining attached to the tanker. The
tanker’s Master released a man-overboard lifebuoy and marker. At the
same time, the pilot made a series of emergency calls on VHF radio,
following which a search and rescue (SAR) operation was initiated.
The deckhand was able to swim clear of the launch as it capsized and
was rescued, but the coxswain remained trapped in the wheelhouse.
The launch remained inverted for over an hour with the coxswain
trapped inside but still alive. He was finally rescued when the launch
partially rolled on its side. The coxswain and deckhand were treated for
shock and hypothermia.
Some of the analysis and findings of the official report were as
follows:
l	The crew of the launch did not know how to use a ‘gog’ rope to best
effect; instructions on the use of gog ropes were not included in the
company’s safety management system, nor had the launch crews
received specific training in their use.
l	With additional controls in place, such as effective proactive
communications between the pilot and the launch coxswain at
defined stages of the operation, the risk of girding could have been
reduced.
l	The tanker’s pilot relied on the launch coxswain to act autonomously
and to inform him when in doubt or difficulty. This practice appears
to have diminished the value he placed on proactive and detailed
communication.

Lessons learned
l	Always inform tugs of your vessel’s movements before that

movement starts, to avoid trapping a tug in an unrecoverable
position.

MARS 201781

Shocking accident sheds light on best
practices
 A vessel was undergoing hold cleaning. A crew member needed
better lighting, and decided to connect a cargo cluster light in the
hold to improve visibility. As he connected the cluster to the electrical
outlet he received a severe electrical shock. He was shifted to the ship’s
hospital in a semi-conscious state where further medical treatment
was given. After some time he regained consciousness and was feeling
better.
On investigation, it was found that:
l	The crew member’s hands and clothes were wet, because hold
cleaning was in progress
l	The plug unit cover was in a short (grounded) state
l	The plug unit was made of brass
l	Proper insulated lugs were not used for the connecting wires inside
the plug socket. One of the wires was not connected properly,
causing it to touch the brass metal body of the plug unit.

Lessons learned
l	An earth cable should always be properly connected inside the socket

at all times.
Visit www.nautinst.org/MARS for online database
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l	R (circle) type insulated cable lugs should be used to connect the

wires to the socket.
l	If plug sockets are made of conducting material, the inside edge
frames should be covered with insulated rubber packing and the wire
connections should be covered with insulation tape.
l	Ideally, all cargo cluster plugs should be of non-conducting material.
Receptacles and switches should be fit for marine use.
l	Electrical appliances should never be handled with wet hands.
Proper lug not used and wire not properly connected

It was later discovered that the halon gas was not fully released
due to multiple failings linked to maintenance and testing of this
equipment. Because the engine room was not effectively sealed the fire
continued for about 12 hours until it burnt itself out.
The fire was caused by fuel oil spraying from a generator on to a hot
surface. A fuel oil pressure gauge compression fitting on the generator
had failed due to a less than adequate repair.
Some of the other findings and safety issues of the official report were
as follows:
l	A number of the vessel’s engine room fire doors were held open by
wire and/or rope. The open doors allowed the smoke to spread across
the engine room and into the accommodation spaces.

Plug socket of brass

MARS 201782

Engine room fire burns for 12 hours

Edited from official report 314-MO-2014-008, Australian Transport
Safety Bureau
 A bulk carrier was being loaded when the ship’s fire detection system
activated. Soon after, fire alarms began sounding throughout the ship
and many (though not all) of the accommodation fire doors closed
automatically. The chief engineer, who was in the engine control room
(ECR), went to investigate and saw smoke and flames coming from the
generator flat. He made an unsuccessful attempt to extinguish the fire
using a portable fire extinguisher, then returned to the ECR and phoned
the bridge, confirming there was a fire in the engine room. Shore-side
assistance was called.
By this time, thick black smoke was building up quickly in the
accommodation area. An announcement was made over the ship’s
PA system; all crew members were directed to their muster stations.
Some duty engine room crew evacuated the engine room via the lift
while others used the stairs. Once most of the engine room ventilation
dampers were closed the halon fixed fire suppression system was
activated. However, a number of mushroom ventilators and dampers
could not be fully closed because the closing mechanisms were difficult
or impossible to operate. Consequently, the engine room was not
effectively isolated. Smoke continued to billow from the openings and
air entering the engine room sustained the fire.

l	The maintenance of the opening and closing arrangements for the

vessel’s engine room fire dampers, ventilators and other openings
was inadequate. Several of them could not be closed, making it
impossible to seal the engine room to contain and suppress the fire.
l	The halon gas fixed fire suppression system for the engine room was
not fully operational. The multiple failures of the system at the time of
the fire were not consistent with proper maintenance and testing.

Lessons learned
l	The fixed fire suppression system is an essential safety element of

your vessel – make sure it is properly tested and maintained.

Visit www.nautinst.org/MARS for online database
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Thank you to all our Nautical Affiliates for
their support throughout 2017
AR Brink and Associates
www.arbrink.com

AMCOL
www.amcol.ac.th

AMSOL
https://www.amsol.co.za

Aqua Marine Maritime Academy
http://ammacademy.com

BMT Surveys
www.bmtsurveys.com

Britannia P&I Club
www.britanniapandi.com

Caledonian MacBrayne
www.calmac.co.uk

City of Glasgow College
www.cityofglasgowcollege.ac.uk

Carnival Corporation
www.carnivalcorp.com

Chalos & Co
www.chaloslaw.com

Chevron Shipping
www.chevron.com

Class NK
www.classnk.com

TM

Independence and Experience in Surveying

Commissioners of Irish Lights
www.cil.ie

Constanta Maritime University
www.cmu-edu.eu

Constellation Marine Services
http://constellationms.com

Dokuz Eylul University
www.deu.edu.tr/en

Dracares
www.dracares.com.br

Epsilon Hellas
http://epsilonhellas.com

EuroShip Services
www.euroshipservices.com

Exmar
www.exmar.be

Gard
www.gard.no

The Gdynia Maritime School
http://morska.edu.pl/en

Glasgow Maritime Academy
www.glasgowmaritimeacademy.com

GNS
www.globalnavigationsolutions.com

HC Maritime Consulting Pty Ltd
www.hcmaritime.com

Hindustan Institute of Maritime Training
www.himtmarine.com

IAMI
http://iami.info

IMCS
www.imcs-group.com

InterManager
www.intermanager.org

International Salvage Union
www.marine-salvage.com

KASI GROUP
www.kasimalaysia.com

LOC Group
http://loc-group.com

Louis Dreyfus Armateurs
www.lda.fr

Maersk Training
www.maersktraining.com

Marine Society & Sea Cadets
www.ms-sc.org

Martech Polar
http://martechpolar.com/

Masterbulk
www.masterbulk.com.sg

Menezes & Associates
www.menezesandassociates.com

MES
www.myanmarexcellentstars.com

Nea Gnosi
http://nea-gnosi.gr

North of England P&I Club
www.nepia.com

NorthLink Ferries
www.northlinkferries.co.uk

New Zealand Maritime School
www.manukau.ac.nz

Norwegian Hull Club
www.norclub.no

Paramount Nautical
http://paramountnautical.com

The Port of London Authority
www.pla.co.uk

The PTC Group
http://ptc.com.ph/

IHS Safety at Sea
http://magazines.ihs.com

Seagull Maritime AS
www.seagull.no

The Standard Club
www.standard-club.com

Steamship Mutual
www.steamshipmutual.com

The Shipowners’ Club
www.shipownersclub.com

Stolt Tankers
www.stolt-nielsen.com

Southampton Solent University
www.solent.ac.uk

The Swedish Club
www.swedishclub.com

Swire Pacific Offshore
www.swire.com.sg

TMC Marine
http://tmcmarine.com/

Transas
www.transas.com

UK P&I Club
www.ukpandi.com

UK Hydrographic Office
www.gov.uk/UKHO

Videotel
www.videotel.com

West of England P&I Club
www.westpandi.com

Our Nautical Affiliates help us make a difference to the shipping community by ensuring that
our MARS Scheme is available to the industry for free.
#MARSReports help others learn from accidents and prevent them from happening again.
Apply online to have your organisation support our MARS Scheme next year: www.nautinst.org/affiliate
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