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MONTHLY SAFETY
SCENARIO

The Swedish Club has published a series of Monthly Safety Scenarios 
(MSS) to help you comply with international safety regulations and to 

make your workplace as safe as it can possibly be.
 

These tear- off worksheets have been designed to assist you with your 
monthly safety meetings and are based on real life incidents that have 
occurred on board other vessels. You can use the discussion points on 
the reverse of each worksheet to help you during the meetings, and to 

send feedback to your shore based colleagues, if required.



A small general cargo vessel loaded steel plates at the first port and at the second 
port loaded drums of submarine cables using its own crane. The charterer had a 
port captain present during the loading operation. Stevedores secured the cargo. At 
the third port the vessel loaded drums of another type of cable. During the loading 
the Chief Officer inspected the stowage and cargo lashings. He did not find any 
deficiencies and was happy with the stowage. 

In the afternoon the vessel sailed to another port to load more cargo. The vessel had to 
anchor to wait for its berth. The port anchor was dropped with six shackles. 
The weather then deteriorated with gusting winds at Beaufort 7 causing the vessel to 
roll and pitch heavily as the swell and waves were at least four metres high. The anchor 
started to drag so the Master ordered it to be raised. The vessel then proceeded back 
to its original position and dropped anchor once again. However as the weather had 
not improved the vessel started to pitch and roll heavily again, and again the anchor 
started to drag. 

The Master decided that the vessel should leave the anchorage to find shelter 
in the outer harbour, where the vessel drifted and kept its position by using 
engine commands.

The following morning the Master received a message from the agent informing him 
that the pilot would board the vessel after lunch. He proceeded to the inner anchorage 
once again and dropped the port anchor with seven shackles. However at lunch time 
the weather worsened again and the vessel started to roll and pitch heavily.

During a cargo inspection, the Chief Officer heard a loud noise from cargo hold number 
1. He found that some of the lashings and chains had become loose and the wooden 
wedges and dunnage were broken. Some of the cargo drums had hit the cargo 
bulkhead and dented it. 

About an hour later the pilot embarked, the anchor was raised and the vessel was 
finally berthed. While alongside a surveyor boarded and inspected the cargo. He found 
it to be stowed according to the cargo manual but that the wooden dunnages and 
wedges were too soft and weak for this type of cargo. 

All portable lashing materials were provided by the charterer. Most of the lashings 
were in good condition but some of the lashings were defective and had not 
been able to withstand the pitching and rolling. Otherwise, the lashings had been 
maintained as per the PMS. However there were no certificates of the lashings on 
board. The Master issued a sea protest because of the heavy weather.

CASE STUDY

JANUARY
Cargo and hull damage while at anchor in heavy weather
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What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

How many hours ahead do we 
monitor the weather?

What are the environmental 
limits for our anchor equip-
ment? Do all concerned crew 
members know about these 
limitations?

At what stage do we raise 
the anchor and leave the 
anchorage?

Do we have certificates for our 
cargo-securing equipment on 
board? If not, why is that?

Is our PMS sufficient for the 
maintenance of our cargo 
equipment? Can anything be 
added to the PMS?

Does our SMS address these 
risks? What sections of 
our SMS would have been 
breached if any? How could we 
improve our SMS to address 
these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we should do that 
addresses these issues?

To prevent this occurring on your vessel ask 
yourselves these questions:
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It was just after breakfast and the vessel was sailing smoothly in open sea 
towards the next port in fine weather.
 
Two weeks earlier the engineers had removed a section of the fuel pump pipe, 
which was in poor condition. They had not carried out a thorough inspection 
of the entire pipe assuming that the rest of the pipe was in good condition. 
Unfortunately they did not notice the cracks that had developed on the section 
of the pipe closest to the pump, as they were covered in dirt and oil. Below the 
cracked fuel pipe there was another fuel pipe, which had damaged insulation, 
exposing the pipe.
 
During his morning rounds the oiler approached the main engine and 
could see smoke and flames close to the fuel pumps by the main engine. 
Suddenly there was an explosion with fire spreading fast which was soon 
out of control.
 
The fire alarms sounded but the automatic hi-fog system did not start as the 
system was set to manual. According to the vessel’s SMS the hi-fog system 
should be set to automatic.

 The First Engineer and the motorman were in the engine workshop at the 
time of the explosion. As there was no separate emergency escape route 
from the workshop they ran into the engine room, past the fire. Black smoke 
was spreading throughout the engine room and they could see the Chief 
Engineer running in the opposite direction to help the oiler who had passed 
out near the fire. The Chief Engineer shouted that he was right behind them 
and that they should escape and start the hi-fog system.
 
The First Engineer and motorman managed to escape, but then the smoke 
caused them to pass out.
 
The vessel then blacked out. The main and auxiliary engines had stopped 
and the emergency generator started, but shortly afterwards it also 
failed as a result of insufficient cooling. This resulted in loss of power to 
the emergency switchboard with fire water pumps and other electrical 
equipment becoming inoperative. The fire dampers to the emergency 
generator room had failed and closed, delivering insufficient air to the 
emergency generator.
 

CASE STUDY

FEBRUARY
Fire
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What were the immediate 
causes of this accident? Is 
there a chain of error?

Is there a risk that this 
accident could happen on 
our vessel?

Why do you think cracks had 
developed on the pipe?

When a section of a pipe is 
replaced is the entire pipe 
inspected? Will the pipe be 
pressure tested after work 
has been carried out?

Do we have sufficient 
escape routes?

Are our procedures for the 
fire-extinguishing system 
sufficient?

Do we have procedures that 
ensure that important duties 
are completed by a back-up 
position if key personnel 
are injured? Are the back-up 
duties trained as well as the 
primary?

How could this accident 
have been prevented?

What sections of our SMS 
were breached, if any? And 
why?  Is our SMS sufficient 
to prevent this accident?

To prevent this occurring on your  
vessel ask yourselves these questions:

At this time the air supply and fuel supply 
had not been stopped. This was the Chief 
Engineer’s duty but he was still in the 
engine room.
 
All crew mustered at the muster station. 
The Chief Engineer and oiler were still 
missing. The Master ordered the fire 
teams to suit up and enter the engine 
room to locate the missing engineers. 
He also ordered the fire dampers to be 
opened for the emergency generator 
room.
 
The Master would not release the CO2 until 
the engineers had been accounted for. 
Shortly after the fire team had entered the 
engine room the First Engineer managed 
to start the emergency generator and the 
hi-fog system was also started.
 
The fire team located the missing 
engineers, but they had died in the fire. 
The CO2 system was started and the 
fire was eventually extinguished.
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A very large ore carrier (vessel A) was approaching port. The pilot had 
boarded and the tugs were lining up to connect to the vessel. It was in the 
evening with clear skies and a light wind. The Master, Third Officer, pilot and 
helmsman were on the bridge of vessel A.

At the same time vessel B was outbound from the port without a pilot as he had 
just disembarked. Both vessels had all the required navigational equipment. 

Vessel A’s Master and pilot had carried out a pilot exchange and the pilot had 
received a copy of the pilot card. Three tugs would assist the vessel during 
the berthing. The vessel was making about eight knots on a course of 300° 
with both steering pumps switched on.

The Master first saw vessel B on the radar and visually when it was about 
6M away and at 10° on the starboard bow. Vessel B was plotted on the ARPA 
with a CPA of 0.5 M. Vessel B was shaping up to pass down the starboard 
side of vessel A and the starboard green light and mast lights could be seen.

The pilot ordered the tugs to connect to the vessel as they were approaching 
the buoyed fairway. The pilot called vessel B on the VHF and asked to pass 
green to green which the Master on vessel B agreed with. One tug was 

connected forward, one on the stern and the third one was on standby. 
About the same time the VTS called vessel B and informed it about vessel 
A being inbound. Vessel B’s Master acknowledged that they were aware of 
vessel A and that they would pass green to green.

When vessel B was about 0.8 M off the starboard bow it started to alter to 
starboard and towards vessel A. The pilot was alarmed by vessel B and called 
on the VHF and yelled “green to green vessel B” and at the same time ordered 
hard to port and slow ahead.

Someone on vessel B replied “too close have to pass port to port” and 
continued to alter to starboard. Vessel A’s pilot vessel ordered dead slow ahead 
and then full astern but it was too late and the vessel collided with vessel B’s 
port side by cargo hold 2 and ripped the shell plating up to cargo hold 6.

CASE STUDY

MARCH
Collision
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Discuss the COLREGS rules over the page and also what other  
COLREGS rules would apply.

Considerations



How could we improve our SMS to 
address these issues?

What do you think was the root 
cause of this accident?

Is there any kind of training that we 
should do that addresses these issues?

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

What are our procedures 
regarding the use of VHF for 
collision avoidance?

How do we ensure that we are 
aware of the traffic situation 
while we speak on the VHF?

Do we use all navigational 
equipment on the bridge while 
sailing?

What sections of our SMS would 
have been breached if any?

Do we have a risk assessment 
on board that addresses these 
risks?

To prevent this happening on your  
vessel ask yourself these questions:
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When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

Every vessel shall at all times 
maintain a proper look-out by sight 
and hearing, as well as by all available 
means appropriate in the prevailing 
circumstances and conditions, so 
as to make a full appraisal of the 
situation and of the risk of collision.

(a) Any action taken to avoid 
collision shall be taken in 
accordance with the rules 
of this part and shall, if the 
circumstances of the case 
admit, be positive, made in 
ample time and with due 
regard to the observance of 
good seamanship.

(a) Every vessel shall use all 
available means appropriate to 
the prevailing circumstances 
and conditions, to determine if 
risk of collision exists. If there 
is any doubt such risk shall be 
deemed to exist.
(b) Proper use shall be made 
of radar equipment, if fitted 
and operational, including 
long-range scanning to 
obtain early warning of risk 
of collision and radar plotting 
or equivalent systematic 
observation of detected 
objects.
(c) Assumptions shall not be 
made on the basis of scanty 
information, especially scanty 
radar information.

Rule 5 
Rule 8

Rule 7 



The bulk carrier had seven cargo holds, with side rolling cargo hatch covers, which 
had been fully loaded with soybeans.  For six days the vessel encountered heavy 
weather at Beaufort scale 9 which caused it to pitch and roll heavily, so that the 
cargo hatch covers were washed over by seawater. All hatch covers were opened 
when the vessel was at anchor and waiting for an available berth.  This was to 
ensure the vessel was gas free, since fumigation had been carried out in all cargo 
holds at the loading port.

When removing the cargo hatch covers it was found that cargo in holds 1,2,3,4 and 
7 had been damaged by water. Most of the water-damaged cargo was below the 
middle cross joint of the hatch covers and below the aft hatch coaming’s corners.
According to the Master there had not been any ventilation to the cargo holds during 
the voyage. 

A surveyor carried out an inspection and found the following hatch cover parts to be 
in poor condition: 
 
Hatch cover panels
 • Hatch coamings
 • Water drain channels
 • Non-return valves 
 • Quick cleats 
 • Rubber gaskets  

A silver nitrate test was carried out and it confirmed that the cargo had been 
damaged by seawater. The survey indicated that seawater had leaked through the 
middle cross joint drain channel and through the corner of the hatch coamings.

CASE STUDY

APRIL

Leaking cargo hatch covers caused cargo damage
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

What are our procedures for 
inspecting the cargo hatch 
covers?

How do we ensure the cargo 
hatch covers are weathertight?

Do we use weather routing?

Does our SMS or PMS address 
these risks?

What sections of our SMS 
or PMS would have been 
breached if any?

 
 

How could we improve our 
SMS and PMS to address 
these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we should do that 
addresses these issues?
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 • Before leaving port, the crew 
should inspect the hatch 
covers to ensure they are in a 
weathertight condition.

 • The crew can ensure that 
the paint is intact, which will 
give good protection against 
corrosion. Corrosion on the 
hatch cover might cause a 
hole in the steel construction.

 • Ensure that gaskets and 
coamings are in good 
condition. 

 • It is essential that cargo 
hatch covers are inspected 
and tested at regular 
intervals to ensure that 
the weathertight integrity 
is maintained and that the 
vessel is in a cargo worthy 
and seaworthy condition.

 • It is important that records 
are kept about what 
maintenance and service 
has been completed in the 
PMS. 

Preparations 
before sailing
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The fire alarm suddenly sounded on the bridge. It was evening and the Master was 
on the bridge and acknowledged the alarm. The Second Officer was the OOW and 
was asked by the Master to check where the alarm had originated from. It came 
from the engine room and the Second Officer could see from the bridge that there 
was smoke coming out from the engine room ventilation. 

The Master realised this was not a false alarm and activated the general alarm. At the 
same time the Chief Engineer was in the engine control room (ECR) and also saw the 
fire alarm. He went to the engine room where he could see smoke and flames by one 
of the main engines. 

He tried to extinguish the fire with a portable fire extinguisher, but the fire was too 
big and the attempt failed.He went back to the ECR, called the Master and told him 
that he could not extinguish the fire. The Chief Engineer left the engine room and 
proceeded to the muster station. 

A fire team suited up to try to extinguish the fire, but when they entered the engine 
room they realised the fire had spread and there were large flames and a lot of smoke. 
The Chief Engineer told the Master that the fire was out of control and the fire team 
could not fight it. 

The Master told the Chief Engineer to release the CO2 as all crew members had 
been accounted for. He advised the Master that all fire dampers were closed and 
that he had activated all the remote quick closing oil valves.

The Chief Engineer went into the CO2 room and started the required procedures, 
but he missed opening one of the valves for the system. Realising something was 
wrong, as no CO2 was released into the engine room, he began to open the manual 
valves on the bottles. However, only 50% of the bottles were released into the 
engine room using this method as one valve was closed. 

The Master saw the smoke decrease for a short time but then pick up again. Realising 
the CO2 had failed to extinguish the fire, he ordered the crew to abandon ship. 
Unfortunately, the weather was difficult with 4 metre waves, but the crew managed 
to abandon ship in two life rafts on the starboard side of the vessel which was a bit 
calmer. Before abandoning ship the Master had broadcast a Mayday signal. 

The vessel was in a relatively busy area and the crew was rescued within a couple 
of hours. The vessel was saved by salvors before grounding and the fire was 
extinguished.

CASE STUDY

MAY
Engine room fire caused by failed fuel pipe



To prevent this happening on your 
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved. Do 
not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessels?

How could this accident have 
been prevented?

What sections of our SMS would 
have been breached if any?

If procedures were breached, 
why do you think this was the 
case?

Do our procedures make sense 
considering the work we 
actually do?

Have we carried out risk 
assessments on possible hot 
spots in the engine room?

What are our procedures in the 
event of a fuel oil pressure 
alarm?

If insulation is removed when 
maintenance is carried out, do 
we have procedures to ensure 
that the insulation is put back? 
 
 
 
 
Are our firefighting drills 
effective enough to address 
the problems in this case?

How often do we test the quick 
closing oil valves?

Do we train on how to release 
the CO2  system? How often do 
we do this?

Do we have any procedures 
on when to enter a confined 
space and fight a fire and 
when not to?

What do you think was the 
root cause of this accident?
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It was winter with clear skies and no wind, and a vessel was in port loading and 
discharging containers. The Chief Officer was working in the cargo office and an 
AB and Bosun were on deck monitoring the cargo operation.  

Two cranes were working the vessel with the assistance of stevedores. Just before 
lunchtime, when the stevedore shift would change, the crane operator was lifting an 
empty 40-foot container to fit in its designated position. He encountered a problem 
fitting the container into the designated bay and it became stuck several times.  

A stevedore, who was close by, came over without notifying the crane operator 
and tried to push the container as the crane operator continued to try to fit it in. 
The container bay was close to the edge of the cargo hold opening.  

The crane operator could not see the stevedore pushing the 40-foot 
container. The operator continued to manoeuvre the crane to try to fit the 
container into the assigned position. Suddenly the container slammed into 
the railing and broke it, also hitting the stevedore. This caused him to lose his 
balance and fall 5 metres into the cargo hold. 
 
The Bosun heard the scream and rushed to the edge of the cargo hold 
where he saw the stevedore lying on top of a container below. He informed 
the Chief Officer over the radio and an ambulance arrived about 15 minutes 
later. Paramedics rushed the stevedore to hospital where it was found he 
had broken his leg and fractured his skull. He was not wearing a helmet or 
safety vest.

JUNE
CASE STUDY

Injured while loading in port
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

What are our procedures if 
we see a stevedore doing 
anything unsafe onboard?

How do we ensure that 
stevedores and contractors 
follow required safety 
practices?

Do we have a tool box 
meeting with the stevedores’ 
supervisor when arriving in 
port?

If not, could this be useful?

Does our SMS address these 
risks?

What sections of our SMS 
would have been breached,  
if any?

How could we improve our 
SMS to address these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we could do that 
addresses these issues?
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It is difficult to ensure that 
contractors and stevedores 
comply with the vessel’s safety 
regulations, but it is imperative 
that the crew on watch on deck 
intervene, or inform the Chief 
Officer, if they see any unsafe 
practices.  

Injury on board a vessel is the 
third most common claim 
category as per P&I insurance. 
Slips and falls are the most 
common cause, followed 
by being struck by an object 
– which is the case in this 
accident.  

We believe that safety will 
improve if the consequences 
of unsafe working practice 
are shared within the entire 
shipping community

Issues to 
consider 



During the container vessel’s voyage, it encountered heavy weather at Beaufort  
scale 9. Large waves hit the vessel and caused it to roll heavily. 

The vessel was maintaining a course of 040° and it was raining, with heavy SE seas 
and swell hitting the starboard side. The vessel maintained a speed of 15 knots for 
another six hours and during this time the vessel rolled as much as 30°.  

The Master altered course progressively to a more easterly route and reduced the 
speed to six knots. While the vessel was rolling in heavy seas and bad weather a 
couple of container stacks collapsed. About 10 containers fell onto the adjacent 
hatch cover and several containers fell overboard. 

Immediately after the accident the Master broadcasted a navigational warning  
(a ‘SECURITÉ’ announcement) via VHF channel 16, reporting the position of 
the lost containers. In addition, a SOPEP/ERP Initial Report with details of the 
incident was prepared. 

After loading at the final port, the vessel had a metacentric height (GM) of 13 
metres which can be considered high for a container vessel. This will make 
the vessel very stiff when rolling, which will cause the vessel to return to the 
upright position quickly after being hit by large waves. This results in much 
higher acceleration forces on the containers which are further away from the 
mid-line of the vessel. Containers on deck towards the outside will be most 
susceptible to these high forces. 

The SMS procedures and charterparty required the crew to check that the 
containers were secured as per the cargo securing manual when leaving port 
and also carry out a daily inspection of the cargo and twist locks. There was 
a checklist that should have been filled out by the Chief Officer, but it was 
not. It was subsequently discovered that some of the containers had not 
been properly secured with twist locks, or the locks had not been engaged as 
required by the cargo securing manual.

Lost containers in heavy weather

www.swedishclub.com

CASE STUDY

JULY



To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

When preparing the departure 
calculations, do we consider 
ballasting the vessel to 
improve the GM if it is high 
and causing a very stiff vessel, 
but within the requirements?

What are our procedures 
regarding slowing down and 
altering course in heavy 
weather?

Do we have weather routeing?

Does our SMS address these 
risks?

What sections of our SMS 
would have been breached if 
any?

How could we improve our 
SMS to address these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we could do that 
addresses these issues?
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The container tiers collapsed 
when the vessel sailed through 
heavy weather with unsecured 
containers, aggravated by the 
vessel being very stiff which put 
greater acceleration forces upon 
the containers.
If a vessel has a high metacentric 
height (GM) and is unable to avoid 
heavy weather, it is important to 
ballast it to reduce the statical 
stability and so minimise forces on 
the containers. This also applies to 
parametric rolling and containers 
located on the aftermost hatch 
covers.
With so much information 
available it should be possible 
for the Master to avoid heavy 
weather. If for some reason the 
weather could not be avoided, it is 
imperative to reduce and adjust 
speed as quickly as possible.
This accident highlights the 
importance of complying with 
the cargo securing manual. Tests 
showed that if the containers had 
been secured correctly they should 
have withstood the rolling and 
external forces which were present 
when the accident happened.

Issues to 
consider



The Chief Officer inspected the cargo tanks before loading started and did not 
find any problems. The vessel had an uneventful sea passage and arrived at the 
discharge port. The discharge took about three days. After it was completed the 
Bosun and an AB cleaned the hatch coaming for one of the hatch covers. When 
they were done the Bosun stood by for the hatch cover to be closed. 

Meanwhile two stevedores were in the cargo hold finishing their job. This was in 
the morning and, having started their shift the previous evening, they had worked 
for more than 12 hours. When they were leaving they had to first climb up a 
vertical ladder, then ascend a spiral staircase and for the final 2.5 metre climb up 
another vertical ladder to get out of the cargo hold. 
 
The stevedores had brought a thermos and teacup each. The cup did not fit 
in the first stevedore’s boiler suit pocket so he held it in his hand instead. This 
wasn’t a problem while he ascended the spiral staircase. However, when he 
reached the last platform there was still the vertical ladder to climb up.  

Climbing up the last ladder he only used one hand as he had the teacup in the 
other. He was not wearing a safety harness. When he was almost at the top he 
slipped and fell down. Unfortunately, he did not hit the platform below but fell 
more than 20 metres and landed at the bottom of the cargo hold. 

The other stevedore shouted for help which the Bosun heard. He could see the 
stevedore lying at the bottom of the cargo hold and instantly called the Chief 
Officer on the radio and told him about the accident. The Chief Officer assembled 
a rescue team with a stretcher and gave the stevedore first aid. An ambulance 
arrived shortly afterwards and he was lifted out of the cargo hold by a crane. 
Unfortunately, he was declared dead at the hospital. 

It was later found that a steel bar was missing from one of the lower railings 
at the beginning of the ladder. The railing was most likely damaged during the 
loading by one of the crane grabs, or an excavator as it was covered by the cargo 
when it arrived at the discharge port. 

CASE STUDY

AUGUST
Fatal fall from ladder 

www.swedishclub.com



To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

What could you have done to 
prevent this accident?

Are we required to wear a 
safety harness when climbing 
in and out of cargo holds?

What are the risks when 
entering or leaving a cargo 
hold from a vertical ladder?

Do we train our crew how to 
climb a ladder and explain the 
consequences of falling?

Do we have a tool box 
meeting with the stevedores’ 
supervisor when arriving in 
port to ensure that stevedores 
and contractors follow the 
required safety practices?

What are our procedures if 
we see a stevedore doing 
anything unsafe on board?

 
Do we require that contractors 
and stevedores wear a safety 
harness?

Does our SMS address these 
risks? 
 
 
 
 
What do you think was the 
cause of this accident?

Is there any kind of training 
that we could do that 
addresses these issues?
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 • Should we require the crew to 
monitor every person on board? 
Of course not, but it would be 
beneficial to have a tool box 
meeting with the stevedores’ 
supervisor to explain what is 
required of the stevedores when 
working onboard.

 • It is understood that many ports 
require that stevedores wear a 
safety harness when climbing the 
cargo ladder. It is important that 
the Chief Officer emphasises the 
importance of complying with this 
requirement.

 • After both loading and 
discharging, the Chief Officer 
should inspect the ladders to 
ensure they have not been 
damaged during the cargo 
operation.

 • This accident highlights the 
consequences and actual 
minimal effort it takes to do a job 
safely.

Issues to 
consider



The vessel was loading in port and also planned to bunker fuel using shore 
trucks. The Chief Engineer completed the bunkering checklist. He wanted to load 
port and starboard three tanks to 90% full. 

The bunker system was lined up to bunker the port three tank and deck scuppers 
were put in place on deck. The Chief Engineer and truck driver agreed on basic 
hand signals before connecting the hose to the ship’s manifold. 

The plan was to have the Third Engineer taking manual soundings from the deck 
as the Chief Engineer didn’t believe the automatic sounding system in the engine 
control room was accurate enough. An oiler assisted the Third Engineer. A deck 
fitter and oiler were standing by the manifold so they could visually see the 
truck driver from their position. The Chief Engineer was on deck monitoring the 
operation and in the engine room one oiler was present. 

The sounding pipe for the port three tank was beside the superstructure and the 
Third Engineer was told by the Chief Engineer to switch to the starboard tank when 
it reached 80%. The Third Engineer measured the soundings every six minutes.

When the port three tank was about 80% full as per the Third Engineer’s 
calculations, he went to the engine room and opened the valves for starboard 
tank three and then closed the valve for the port three tank. He did not inform 
anybody else on deck about what he was doing or inform the truck driver that he 
would switch tanks.

The hydraulic butterfly valves in question are located in the engine room but are 
controlled from a computer in the engine control room. The Third Engineer did 
not verify the valve indicators on the valves themselves to ensure that port tank 
three was closed but verified that bunkers were being transferred into starboard 
tank three by noting that the automatic sounding system showed the level of 
bunker in the tank to be increasing. 
 
The Third Engineer went back on deck and started taking soundings in the 
starboard tank. He did not take any more soundings in the port tank. Suddenly 
the Chief Engineer, who was on deck, saw oil coming out of the air vent of the 
port three tank. He shouted and waved to the truck driver to stop the bunkering. 
Before the truck driver managed to stop the bunkering some of the oil overflowed 
into the harbour water.

The Chief Engineer called the Master who sounded the general alarm to get 
all hands on deck to deal with the pollution. The port authorities were also 
informed immediately. The Third Engineer rushed to the engine room to check 
the valves. He opened the valves to the settling tank and started to pump oil 
from port tank three into it. 

It was later found that the valve to port tank three was not completely shut and 
oil had entered the tank until it overflowed.

CASE STUDY

SEPTEMBER
Broken valve causes pollution
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

What could you have done to 
prevent this accident?

Do we stop the bunkering 
when shifting tanks?

 

Is it a requirement to inform 
all involved parties when a fuel 
tank is switched?

How do we ensure that valves 
are closed?

Do we check the valves 
in person during bunker 
operations?

Does our SMS address these 
risks?

What sections of our SMS 
would have been breached if 
any?

How could we improve our 
SMS to address these issues?

What do you think was the 
cause of this accident?

Is there any kind of training 
that we could do that 
addresses these issues?
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 • Always ensure all involved 
parties are informed when 
tanks are switched. Reduce 
the flow from shore or 
stop the bunkering when 
switching tanks.

 • It is essential to verify the 
valves are completely shut 
and in working condition. 
This should preferably also 
be done manually to verify 
that the valve is closed.

 • It is also essential that the 
tank system is working 
correctly and that it can be 
monitored with confidence in 
the engine control room. Just 
trusting manual soundings is 
not appropriate. It would also 
have been correct to sound 
the port tank when returning 
to deck to ensure the level 
was not increasing.

Issues to 
consider



It was early morning and a general cargo vessel was sailing up a South American 
river with a pilot on board.

The Master and pilot carried out a pilot exchange where the pilot presented the 
plan for the berthing. The vessel would be berthed portside between two already 
berthed vessels. The Master asked the pilot if any tugboats wee needed but the 
pilot said it would be unnecessary as they had 200 metres clearance between the 
berthed vessels.

The vessel had a speed of about 2 knots over the ground in the river as there were 
strong currents and some wind. During the final berthing manoeuvre the vessel 
passed one of the berthed vessel with only 20 metres clearance on the portside 
because the current set the vessel towards the berthed vessel. 

The Master had the conn and was positioned on the port wing as he manoeuvred 
the vessel and the pilot gave him advice and instructions. When the Master noticed 
that the vessel was very close to the berthed vessel he ordered full power to 
starboard on the bow thruster.

Despite the Master’s efforts to turn the bow to starboard the vessel continued 
turning to port and the bow made contact with the berthed vessel. The vessel’s 
superstructure was forward so the bridge wing also caused some damage to the 
berthed vessel.

The Master finally managed to get control of the vessel and berth it. Upon berthing 
the vessel, the Master noted that the distance between the two berthed vessels was 
only 10 metres forward and 20 metres aft.

Contact while berthing 
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

How do we ensure that the 
berth is suitable?

How do we ensure that we keep 
track of the current and wind 
and how is this communicated 
within the bridge team?

Do we have assigned roles for 
the bridge team, so the officer 
having the conn gets proper 
information?

If the berthing arrangement 
is very different from that 
planned, what are our 
procedures?

Would it be okay to berth with 
our vessel and no tugs with 
just 20 metres clearance?

If the pilot’s information is 
not as planned how should we 
proceed as a bridge team?

Does our SMS address these 
risks?

What sections of our SMS would 
have been breached if any?

How could we improve our 
SMS to address these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we should do to address 
these issues?
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Vessel A, a container vessel, was approaching the pilot station at full speed, 
which was 17 knots, and on a course of 280°. It was in the afternoon and there 
was restricted visibility due to fog.

The Second Officer who was the OOW and the Master were on the bridge. Two 
ARPA radars were being used alternatively between 6M, 3M and 1.5M and both 
officers were monitoring the vessel’s progress on the radar.

The Master could see a target on the radar and started to plot it as vessel B. 
The vessel was on the port bow, 4M away with a CPA of 0.2M and a speed of 6 
knots and also maintaining a course of 280°. The Master monitored the vessel 
on the radar and started the fog signal as well.  

The Master on vessel A decided to open up the course a little and altered to 
starboard to 290° to increase the CPA. At this time vessel B was about 0.3M 
away and suddenly altered course to starboard.

The Master on vessel A noticed this and ordered hard to starboard and stopped the 
engine. It was too late to avoid the collision and vessel A hit vessel B on its starboard 
side about midships.

Collision in restricted visibility
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Discuss the COLREGS rules over the page and also what other COLREGS 
rules would apply.

Issues to consider

CASE STUDY

NOVEMBER



What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

What action would you as the 
OOW or Master have taken 
after you had plotted vessel B?

Is 17 knots a safe speed for a 
container vessel in restricted 
visibility?

What do you think is an 
acceptable CPA in this situation?

Would you have stopped the 
engine at the same time as 
altering hard to starboard?

Does our SMS address these 
risks?

To prevent this happening on your  
vessel ask yourself these questions:
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When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

Every vessel shall at all times maintain 
a proper look-out by sight and 
hearing, as well as by all available 
means appropriate in the prevailing 
circumstances and conditions so as to 
make a full appraisal of the situation  
and of the risk of collision.

Every vessel shall at all times 
proceed at a safe speed so 
that she can take proper 
and effective action to avoid 
collision and be stopped within 
a distance appropriate to the 
prevailing circumstances and 
conditions.

(b). Every vessel shall proceed 
at a safe speed adapted to 
the prevailing circumstances 
and conditions of restricted 
visibility. A power-driven 
vessel shall have her 
engines ready for immediate 
manoeuvre.
(d). A vessel which detects 
by radar alone the presence 
of another vessel shall 
determine if a close-quarters 
situation is developing and/
or risk of collision exists. If so, 
she shall take avoiding action 
in ample time

Rule 5 Look-out 

Rule 6  
Safe Speed

Rule 19 Conduct 
of vessels 
in restricted 
visibility

How could we improve our SMS to 
address these issues?

What do you think was the root 
cause of this accident?

Is there any kind of training that we 
should do that addresses these issues?



The vessel was sailing in a South American river bound for its next port. It was evening 
and dark outside and the Master and the Third Officer, who was the OOW, were on the 
bridge. An AB was hand steering as per the pilot’s orders.  

The port pilot had disembarked and the river pilot embarked. The port pilot had carried 
out a handover to the river pilot in Spanish. The pilot was communicating on the VHF 
with the VTS in Spanish and had the conn. He did not clarify for the Master what he 
had said and the Master didn’t ask him. 

The OOW was in the cockpit and was monitoring the ECDIS and radar. There was 
some current in the river. The vessel was on a SE course and the current was setting 
south at about 1.5 knots. The engine was set to slow ahead and the vessel was 
maintaining a speed of eight knots.  

As the river turned east a major alteration of about 50° was coming up. As per 
the passage plan and planned rate of turn the pilot overshot. The Master had not 
discussed this alteration with the pilot so he was not aware of the pilot’s plan. Neither 
the OOW or Master voiced their concerns as the pilot overshot the planned alteration 

as they assumed that the pilot had a better plan. The pilot was talking Spanish with 
the VTS and then ordered port 20°. The vessel started to come around slowly, then the 
entire vessel shuddered and slowed down until it finally stopped.  

When the Master realised that the vessel was aground he stopped the engines. The 
ECDIS showed the vessel was south of the fairway. The seabed was mud. The pilot 
reported in Spanish to the VTS that the vessel was aground. 

The Master tried unsuccessfully several times to refloat the vessel. It had grounded 
on the forward part so the Master ballasted the vessel on the stern and deballasted 
the bow to try to get the bow off the seabed. The next day a local tug was hired to help 
drag the vessel off the seabed. The crew sounded all the tanks which were all intact 
with no water ingress or pollution. 

Two days later the vessel was finally refloated and went to anchor. A Class inspector 
came on board and the vessel was allowed to sail to the next port. The vessel had to 
drydock to carry out proper repairs to the hull.

CASE STUDY

DECEMBER
Grounding in river
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

What are our procedures when 
a pilot is speaking in the local 
language and not English?

How is the current and other 
weather monitored and voiced 
to the entire bridge team 
(including the pilot)?

Do we have procedures for 
refloating?

At what stage would we inform 
our H&M and P&I insurer?

Do we contact Class if the 
vessel runs aground?

Do we have an Emergency 
Response contract with a 
Class society?

Does our SMS address these 
risks?

What sections of our SMS 
would have been breached if 
any?

How could we improve our 
SMS to address these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we should do to address 
these issues? 
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 • As soon as a vessel runs 
aground the Club needs to be 
informed. 

 • It is not advisable to try to 
refloat the vessel without 
consulting the Club and 
Class for advice.

 • If the owner has a contract 
with Class emergency 
response services, they 
should be contacted as soon 
as possible to help evaluate 
the situation.

Issues to 
consider



It was night and the vessel was sailing close to the coast towards the next port. 
Visibility was limited because it was raining. 

The Second Officer was on the bridge and acting OOW. The passage plan had 
been approved by the Master and the bridge team and entered into the GPS and 
ECDIS.Suddenly the vessel vibrated heavily and veered strongly to port. The OOW 
was confused as to what had happened. Soon afterwards the forepeak alarm 
sounded. The Master came to the bridge and asked what had happened, but the 
OOW did not know. 

The Master called the Chief Officer and asked him to check the forepeak. A couple of 
minutes later he was informed there was water in the forepeak and it was rising.
The Master stopped the engines and the vessel drifted until the situation could be 

assessed. Realising the vessel had hit the bottom, the Master contacted the nearest 
JRCC and informed them that they had hit the bottom and was taking in water. He 
asked for assistance as he was unsure what had happened. 

There was no pollution or injuries. Fortunately, the steering gear, engines and bow 
thruster were all operational. A rescue ship came to the vessel but no assistance was 
needed and the vessel sailed to the nearest port to assess the damage and berthed 
without incident. 

The vessel traded frequently in this area, so the voyage was not unusual. It was 
discovered that the navigation officer had forgotten to insert a waypoint in the 
GPS. This meant that the course took the vessel straight over a shallow area 
where it ran aground.

2020 CASE STUDY

JANUARY

Grounding because of missed waypoint
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

Do we use all navigational 
equipment and reference 
publications when completing 
a passage plan?

When the passage plan is 
completed, is it a requirement to 
carry out a two-person check?

Is the OOW supposed to 
check the parameters of all 
navigational equipment such as 
e.g. ECDIS, GPS, Radar, VHF? 

Do we carry out a two-person 
check for critical operations? 

Does our SMS address these 
risks?

What sections of our SMS 
would have been breached if 
any?

How could we improve our 
SMS to address these issues?

What do you think was the 
root cause of this accident?

Is there any kind of training 
that we should do to address 
these issues? 
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 • When preparing the passage 
plan it is suggested that the 
plan is double checked by 
another officer to ensure 
all waypoints have been 
selected. 

 • The passage plan needs to 
be signed by all OOWs and 
the Master. It is prudent 
to carry out a two-person 
check of the passage plan 
and navigational equipment 
before departure.

Issues to 
consider



The vessel was carrying paper rolls on a winter voyage from Canada to Europe. 
During loading, the stevedores left a great deal of void space between the stacks, 
and the cargo was also loaded at different heights and widths in the same stacks. 
The Chief Officer voiced his concern to the stevedores about the poor loading but 
the stevedores threatened to stop work and involve the union if the Chief Officer 
interfered. He was intimidated and did not ask the stevedores to reload the vessel, 
nor did he report the uneven loading to the Master or the company. The company 
had no procedures about how to deal with stevedores or what to do if there was 
any disagreement about loading.

The Chief Officer was also concerned that reloading would delay the vessel, 
so he decided not to request the stevedores to reload and hoped the weather 
would not be that severe. He had not checked the weather forecast.  

The previous time the vessel visited this port, space had also been left between 
the stacks. At that time, when the vessel entered the North Atlantic, there had 
been some bad weather but the crew had placed air cushions and rubber bags 
between the cargo stacks which prevented them moving. The anti-heeling 
system had also been started shortly after departure, which had been sufficient 
to prevent any cargo damage.

This time the vessel departed and received reports about severe weather in the 
North Atlantic. Initially the vessel was protected by various islands and maintained 
a speed of 13 knots with visibility limited because of occasional rain showers. The 
Master was somewhat unfamiliar with the anti-heeling system, so he did not order 
for it to be started. He did not think the weather would be that severe. The Master 
had been sailing this route for five years.

2020 CASE STUDY

FEBRUARY

Cargo shifting 
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To prevent this happening on your  
vessel ask yourself these questions:
When discussing this case please consider that the actions taken at the time made sense for all involved.  
Do not only judge, but also ask why you think these actions were taken and could this happen on your vessel? 

What were the immediate 
causes of this accident?

Is there a risk that this kind of 
accident could happen on our 
vessel?

How could this accident have 
been prevented?

Is our SMS sufficient to 
prevent this kind of accident?

Which sections of our SMS 
would have been breached if 
any?

If procedures were breached, why 
do you think this was the case?

Do we have procedures on how 
to interact with stevedores or 
contractors?

If yes, are these procedures 
sufficient or how should they 
be improved?

Is the weather always 
monitored before departure?

Are there procedures that 
need to be followed if severe 
weather is expected?

Do we have a risk assessment 
on board that addresses these 
risks?

What do you think the root 
cause of this accident is?
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When the vessel entered the North 
Atlantic it encountered severe weather 
with force 9-10 ENE winds, which later 
fell to force 6-8 ESE with rough seas 
of around 6 metres. The vessel heeled 
heavily12-15 times in excess of 30°, 
causing the paper rolls to shift. 

The crew tried to secure the cargo by 
inflating and placing extra air cushions 
and rubber bags between the cargo 
rolls but were not successful. There 
was too much space between the 
stacks and the risk of crew members 
suffering serious injuries was imminent, 
so the Chief Officer abandoned the 
effort. He ordered one AB to stay in the 
cargo hold and monitor the situation.

The Master finally decided to start the 
anti-heeling system, fill up the side 
tanks and empty the double bottom 
tanks to lower the metacentric height 
(GM) but it was too late. Lastly he also 
reduced the speed and applied varying 
courses. Unfortunately the cargo shift 
had caused extensive cargo damage. 


