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MARS 202629 

TSS collision in fog

A loaded bulk carrier, Vessel A, was underway in 
a Traffic Separation Scheme (TSS) in fog, making 
about 7.6 kts. Visibility was about 350 m, so the 
Master had put in place a heightened bridge 
watch regime. The Master had the con, assisted 
by two other navigation officers, and there was 
a helmsperson at the wheel. 

Despite these precautions, the bridge team 
of vessel A were not aware that they were being 
overtaken by vessel B, behind them. Vessel B’s 
radar return was intermittent, and Vessel A had 
not plotted it as a radar target. Vessel B was 
not emitting an AIS signal. Neither vessel was 
sounding the one long blast every two minutes 
required in restricted visibility by the collision 
regulations.

Vessel B was overtaking vessel A at full ahead, 
making about 11.8 kts. The bridge of vessel B was 
manned by a OOW and a lookout, with the helm 
on autopilot. The OOW of vessel B was aware of 
vessel A, but had not informed the Master of the 
reduced visibility.

Vessel Traffic Services (VTS) contacted vessel 
A to instruct them to go to anchorage or drifting 
as visibility in the TSS was too low and traffic 
was now suspended. A few minutes later, when 
the Master saw that the opposite traffic lane 
was free, he ordered slow ahead on the engine 
and port helm to cross the lane to comply with 
the suspension order. The VTS agreed with this 
alteration, but the VTS operator was also ignorant 
of the exact position of vessel B, since there was 
no AIS transmission and the vessel’s radar return 
was intermittent.

The OOW on vessel B became concerned 
about the developing close quarters situation 

Vessel A

Vessel B
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and called vessel A on the VHF. Vessel A responded 
but there was no follow-up conversation. Within 
seconds the two vessels were in sight of one 
another. The Master of vessel A, now realising 
that vessel B was close behind, ordered hard to 
starboard to avoid a collision. On vessel B, the OOW 
put the helm hard to port, but a collision was now 
inevitable, and they struck vessel A on its port side. 
Damage was important on both vessels.

Lessons Learned
	� AIS is an important watchkeeping tool but not 

foolproof. Overreliance on AIS targets on your 
radar can damage your situational awareness. 

	� ARPA and AIS are complementary systems, and 
in restricted visibility all contacts – whether AIS-
equipped or not – must be tracked on radar. 

	� Speed in restricted visibility must reflect the 
stopping capability relative to visible range. 
Vessel B was making 11.8 knots in dense fog in a 
congested TSS. At that speed and at close range 
to another vessel, minimal time for collision 
avoidance was available.

	� Bridge team composition must reflect actual 
conditions, not watch schedule defaults. 

	� Even adequate bridge team composition when 
in reduced visibility, as with vessel A, is not 
a failsafe for faultless operations. In the case 
of vessel A, BRM and bridge team situational 
awareness were less than adequate thus 
negating the effect of a reinforced bridge team.

As edited from UEIM (Turkiye) 
report 13 /D-6 /2023 

MARS 202630 

Finger trap/Stop Work Nap

During planned maintenance, an engine crew 
member was attempting to close an under-piston 
inspection hatch cover on the main engine. 
Nearby crew saw him struggling and asked if he 
needed help, but he waved away their offer and 
continued to work alone. Although proper personal 
protective equipment was used, the heavy cover 
(28.5 kg) slipped and fell onto the victim’s hand. 
First aid was applied immediately, with follow-up 
medical treatment and monitoring, and the victim 
ultimately recovered.

The company investigation found, among 
others, that the hazard posed by the heavy 
inspection cover was not identified in the risk 

assessment or toolbox talk. The requirement 
for two-person lifting was not specified. Lack of 
warning signage near the cover contributed to 
unsafe practices.

Lessons learned
	� Heavy covers always should be dismantled and 

mounted by two persons, regardless of whether 
crewmembers are using a chain block or not.

	� Ideally, there should be two long studs mounted 
at the top position of every cover to keep it in 
position during dismantling/mounting. 

	� Work permits and toolbox talks should reinforce 
safe lifting techniques and roles to prevent solo 
handling.

	� Stop Work Authority should be exercised by all 
crew if perceived unsafe actions are observed.

	� Supervisory presence is crucial during 
potentially hazardous tasks.

MARS 202631 

Tug name mix-up

A tanker was preparing for departure at night, with 
light winds and two tugs alongside to help leave 
the berth. The Master and pilot had exchanged 
information on the manoeuvre, including the 
placement and use of the tugs. 

The plan was to use two tugs: one with a line 
forward near the bow and one with a line aft. The 
pilot expected the current to be running at about 
1.9 knots from stern to bow. Given this, the plan 
was to have both tugs pull the vessel off the pier 
together, but with the aft tug pulling faster than 

Suggested risk reduction measure –  
upper studs as anchors
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the forward tug to open up the stern and have 
the current help push them off. Once the tugs had 
pulled the tanker far enough off the pier to allow a 
safe departure the tugs would be released. 

In his notebook and on the mooring plan 
diagram of the Master/pilot exchange form, the 
pilot wrote down the placement and names of 
each of the two tugs. As was his practice, he also 
wrote down the names and placement of each 
tug on a ‘radio card’, (reference card), which he 
would have with him on the bridge wing for quick 
reference. Tug DD was at the bow, with tug DC 
at the stern. It was discovered in the subsequent 
investigation that he had transposed the name of 
the two tugs on the radio card.

At 0400, the pilot directed both tugs to push on 
the starboard side of the ship to hold it against the 
pier while the mooring lines were let go forward 
and aft. When all mooring lines were on deck, the 
pilot, using the tug’s names, ordered tug DD to 
pull dead slow away, followed by half away, and 
then ‘three-quarters away’ (meaning pull at 75% 
power away from the pier). He ordered tug DC to 
pull ‘minimum away’ (meaning to pull at minimum 
power away from the pier). About the same time, 
in anticipation of the ebb current, the pilot ordered 
the tanker’s main propulsion to dead slow astern.

As the vessel came off the berth, the pilot 
ordered tug DC to stop. Seconds later, the pilot 
radioed DD and asked the operator to be on a 90° 
angle to the tanker with the tug line. The operator 
responded that he was ‘pretty darn close’. The pilot 
replied, ‘You are at a 45 [degree angle] and you 
should be forward of the line’. Seconds afterward, 
the Master announced to the pilot that the ‘aft is 
too close’. The pilot ordered the main propulsion 
of the vessel stopped.

The pilot then ordered tug DD to pull ‘full away’ 
and ordered the rudder hard to port. Seconds later 
the vessel contacted the northeastern corner of the 
pier. The pilot asked the Master if the rudder was 
hard to port, which the Master confirmed. The pilot 
then ordered the tanker’s propulsion to dead slow 
ahead and asked tug DC if they were stopped. The 
tug operator confirmed he was. The Master asked 
the pilot, ‘What is going on?’ 

At this point, the pilot thought there had to be 
a miscommunication with the tugboats, but as the 
vessel was now coming away from the berth the 
tugs were released. Damage to the port side of 
the vessel was important while the berth was also 
somewhat damaged.

The official investigation found, among other 
things, that the pilot had transposed the names of 
the tugs on his ‘radio card’. As such, orders intended 
for the tug aft were given to the tug on the bow 
and vice versa. The result was the bow being 

rapidly pulled away from the pier, causing the stern 
of the ship to move toward the pier in a 1.9-knot 
quartering current. This was contrary to the plan to 
pull the vessel’s stern off the pier quicker than the 
bow.

Lessons learned
	� Every member of the bridge team should have 

the same mental model of the manoeuvre so 
that an inconsistency can be detected early 
enough to avoid negative consequences. While 
the manoeuvre was understood by all, the 
vessel’s officers did not detect the pilot’s error 
in tug orders. This may have been due to the 
use of tug names as opposed to tug position 
(fore and aft) or number (tug 1, tug 2, usually 
from forward).

	� Using tug names for vessel manoeuvres 
introduces a weak link in a multi-person 
operation. Everyone on the assisted vessel’s 
bridge must remember what tug, by its name, 
is where to have a correct mental model of the 
developing situation.

As edited from NTSB (USA) report 
MIR-26-05 
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