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Inside damaged bulbous bow of M/V Kition. (City of Baton Rouge in background)

SHIP UNDOCKING ACCIDENT
Where the Tank Ship Kition assisted by 3 Tugs Struck the Interstate 10 Bridge
at Baton Rouge, LA
[Source: FOIA #07-0831, Misle Activity #2870153; Misle Case #337511; NMA File
#693, release date May 13, 2008. We rely on the following narrative by the National
Transportation Safety Board contained within the Coast Guard report. Emphasis is
ours.]
National Transportation Safety Board
Washington, D.C. 20594
May 18, 2007
Factual Report of Operational Factors
Accident No.:
DCA13FMO13
Vessel: Bahamas Flag Tankship Kition, 798 feet (243.3 meters) long, 137 feet (41.8
meters) wide, gross tons 53829, O/N 8000683; IMO No 9074561, steel double hull
construction, built in 1994, inspected.
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Accident Type: Collision with I-10 bridge pier, Mississippi
River, LMR 229.3
Location: Baton Rouge, Louisiana
Date: February 10, 2007
Time: 0739 Local
Owner: Kition Shipping Co. Ltd.. Monrovia, Liberia
Operator: V.Ships USA/ V.Ships Switzerland SA ...
Address:, P.O. Box 6165 CH- 1211 GENEVA. Street
Address:, Rue Du Clos 21-23. 1211 Geneva CP6165,
Switzerland.
Complement: 23
Injuries: None
Property Damage Ship $500,000; Bridge $2 million
[NMA Comment: The Coast Guard figures are: Ship$773,000, Bridge $10,000,000.]
Events Before The Accident
The 798 feet (243.3 meters) long Bahamian Tankship M/V
Kition arrived at the Apex 2 dock, Port Allen1, Louisiana to
load a cargo of carbon black2 on Feb. 7, 2007. The berth is
located on the right descending (west) bank of the Mississippi
River immediately upriver from the 1-10 Bridge. At the time,
the vessel was moored port side to the berth and its bow was
pointing upriver. There were four bowlines, two forward breast
lines and two forward spring lines, four stern lines, two after
breast lines, and two after spring lines holding the vessel in its
berth. The river current was 3 to 4 knots. [(1) Port Allen is
located on the west bank of the Mississippi River opposite
Baton Rouge, La. (2)A petroleum product produced in the
refining process that is used in the production of such products
as asphalt, rubber, and dye.]
Loading of the cargo was expected to be completed by early
morning on Feb. 10, in time for a 0600 departure, and
arrangements had been made for tugs and a pilot. Three tugs
including the Peggy H, Gladys B, and Margaret F. Cooper
arrived alongside the Kition about 0545. A State licensed pilot
arrived on board the vessel about 0548. The pilot recalled that
the crew was disconnecting the cargo hose when he came
aboard. The pilot spoke by radio with the three tugs, and he
instructed the tug Peggy H to take a position on the bow and to
send a line up to the vessel. He instructed the Gladys B to take
a position amidships and for the Margaret F. Cooper to take a
position at the stern. (The Gladys B and Margaret F. Cooper
were not connected by lines to the Kition.).
Shortly before 0630, the third mate, who had the deck watch
from 0600 to 1200 commenced testing the various navigation
equipment, pursuant to Federal regulations at 46 CFR §124.25,
including the primary and secondary steering, main engine
ahead and astern, emergency power, emergency lighting, and
communications equipment, such as radio, whistle, and
telephones. At 0636, the main engine was tested satisfactorily.
The chief officer arrived on the bridge about 0645 and noted
that the third officer was in the process of testing the gear in
preparation for getting underway. The pilot noticed that the
whistle was not working. The chief officer found that the third
officer had not turned on the switch for the whistle; he turned
the switch on and the whistle worked satisfactory. The chief
officer checked the emergency whistle and found that it was
operating satisfactorily.
Shortly before 0700, the Second officer and three
crewmembers, including the bosun, had gone to the bow to take

in the forward mooring lines. The second officer stated that his
personnel on the bow had taken a line from a tug and had
secured the line to a fitting on the starboard bow. He stated that
after securing the line from the tug, he and his three
crewmembers had no further dealings with the tug. The third
officer and three crewmembers had gone to the stern to take in
the stern mooring lines.
Master-Pilot Conference
The pilot met the master on the bridge and, according to the
master, informed the master that he planned to use three tugs to
turn the vessel around at the berth in order to head down river.
The master stated that he objected to turning the vessel from the
berth because of the vessel's size and the close proximity of the
bridge. The master urged the pilot to proceed upriver and then
turn the vessel.
The pilot, according to the master, stated the vessel could
not be taken up the river because of its deep draft, and he
assured the master that turning vessels at that location was
standard procedure. However, the pilot stated, during his
interview, that the conversation with the master was essentially
concerned with the order of taking in the mooring lines, rather
than how he was going to maneuver away from the dock. The
pilot stated that it was not possible to understand the master3.
[(3)The Master was Croatian and spoke with a strong accent,
but his speech was reasonably clear. One had to speak clearly
and only slightly slower than normal to ensure his
comprehension.]
The pilot stated that he had intended to move the vessel
downriver through the bridge and then turn it; however, some
failure on the part of the forward tug resulted in the tug being
unable to exert enough power to hold the bow alongside the
dock and that the bow developed a significant swing to the right
away from the pier. According to the pilot, once the bow
swung right and the current impacted on the port bow, he
believed that he would be unable to straighten the vessel in the
strong current, which he estimated at 3-4 knots, and this had
caused him to attempt to turn the vessel from the berth.
The pilot stated that because of a wrecked barge at the
location upriver where he would turn a vessel with a deep draft,
he did not consider going up river to turn the vessel. The pilot
was not able to pinpoint the location of the wrecked barge or
specifically how he had become informed of it4. He stated that
he had taken several vessels to and from the Exxon Mobil
terminal about three miles up river from the bridge, and that the
wrecked barge posed no threat to passing vessels. [(4)No
wrecked barge was indicated on the chart, and the Coast Guard
had no knowledge of any wrecked barge that would interfere
with navigation or a vessel turning upriver of the I-10 bridge.]
Both the master and pilot had signed the Master/Pilot
Exchange of Information Record, a safety management
system form, indicating a master/pilot conference had taken
place.
The Accident
For getting underway, the vessel's navigation watch
consisted of the master, chief officer, and a helmsman, and
the State pilot who would direct the movements of the vessel
and issue all orders to the navigation watch, and to the tugs.
The chief officer was responsible for operating the bridge
control for the main engine, keeping a bell book, a log of
events associated with the undocking, monitoring the
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helmsman to ensure that the pilot's orders were carried out
correctly, and monitoring radio communications with the
second and third officers.
At 0700 the bridge notified the engine room to standby
engines. At 0705, the pilot ordered the three tugs standing
by to come ahead "hard," meaning to push against the vessel
at full power to hold the vessel alongside the dock so that the
mooring lines could be taken in. The tug operators received
their orders from the pilot by Channel 77, VHF/FM radio.
The pilot and the tug masters stated that the radio
communications were clear and readily understood.
When the forward bow lines were being taken in, one of
the lines leading from the starboard bow had dropped into
the water near the tug Peggy H and the tug's master reported
to the pilot that he would have to move his vessel to prevent
the possibility of the mooring line fouling one of his
propellers5. The Peggy H master stated that he moved aft
about 5-10 feet and that the maneuver took thirty seconds or
less, and by this time the line was clear of the water, and he
resumed pushing at full power. The tug master stated that
when he resumed pushing at full power, the bow of the
Kition still appeared to be against the dock. However, the
pilot estimated that the tug was not pushing for 1 to 2
minutes, and that it was during this time, according to the
pilot, that the bow commenced to swing a way from the
dock. [(5) Two days after the accident, the tug company had
a diver check the propellers on the Peggy H for any
indication of a line fouling the propellers, and no indication
of any fouling was found.]
A short time later, about 0729(6), the pilot ordered the
vessel to dead slow ahead to facilitate taking in the aft spring
line, which ran from a chock located near the deckhouse
forward to a cleat on the pier, about midships. The after
spring line had some tension on it because of the river
current. The helmsman stated that the pilot ordered the
rudder to port 20 degrees. The pilot stated that one of the
after spring lines got caught on something under the pier and
that this caused a brief delay. The second officer on the bow
and the third officer on the stern stated that they had
experienced no problems in taking in the mooring lines. The
third officer stated that the aft spring lines did not get caught
on anything and that there was no delay in taking it in. [(6)
The bell logger was 2 minutes slower than the bridge clocks;
therefore two minutes have been added to engine speed
changes.]
About 0732, all mooring lines were in. At 0732 the pilot
ordered the engine speed increased to slow ahead and the
rudder increased to hard port. The pilot stated that the
engine speed increase was an attempt to control the swing of
the bow to the right.
However, according to the crew, when the after spring
lines were taken in, the pilot commenced to maneuver the
vessel away from its berth. The pilot, according to the
Peggy H master(7), ordered all of the tugs to stop about 0730.
And the pilot ordered the Peggy H, to back half astern,
which the Peggy H master stated was to move the bow away
from the dock. [(7) The master of the tug Margaret F.
Cooper also recalled the stop order from the pilot about
0730.]
According to the master and officers of the Kition, the
vessel moved bodily away from the dock, remaining

approximately parallel to the berth until it was about 30 feet
off the dock and then started swinging to the right.(8)
According to the tug masters, the pilot ordered the forward
tug, the Peggy H, to "back hard" astern and for the other two
tugs to move aft and push hard (full power) on the stern.
The third officer recalled looking over the after starboard
quarter and seeing two tugs pushing on the stern as the
vessel's head swung to the right. As the vessel swung to the
right, its stern moved slowly away from the berth in
response to the slow ahead bell. It was about this time that
the pilot ordered the rudder to hard right. [(8) The master
estimated 5 to 10 meters, the chief officer and third officer
estimated that the vessel remained approximately parallel
with the dock until it was about 10 meters off the dock,
before the vessel started to turn to the right.]
The master of the Peggy H stated that he had assisted in
numerous dockings and undockings at the Apex terminal.(9)
He stated that 90% of large vessels departing the dock are
moved downriver through the bridge and then turned and
that the others are taken upriver either to the old ferry
landing [about a mile] or up river to the Exxon Mobil
terminal [about three miles] and turned. He said that he had
assumed that the pilot would move the Kition downriver
through the bridge and then turn it. He stated that when the
vessel had been moved away from its berth, it appeared to be
positioned for being moved either upriver or downriver
through the bridge for turning, and that the first indication
that the pilot intended to turn at the berth was when the pilot
ordered him to back hard and for the other two tugs to push
hard on the stern. He stated that the vessel started turning as
soon as he started backing hard. He said because the vessel
was well above the bridge and was turning, he recognized
that the pilot was attempting to turn the vessel around. [(9)
The tug master estimated he had assisted vessels at the Apex
dock about 200 times and that probably half were
undockings.]
At 0735:31, the pilot reduced speed to dead slow ahead
and at 0736 he ordered the engine stopped. At 0737, about
6-7 minutes into the turn, the pilot ordered the engine to
dead slow astern, quickly followed by slow astern and half
astern. As the vessel's bow continued to swing to the right it
appeared to the second officer on the bow that the bow
might strike the bridge pier and he informed the master. The
master and the pilot both immediately ordered the engine to
full astern, which was at 0738. Moments later the second
officer reported that the bow would strike the bridge pier and
he urged the master to back the vessel. At this time the
engine was already at full astern rpm. The rudder was still at
hard right. The master stated that the engine quickly reached
full astern rpm; however, the vessel did not appear to gain
any sternway.
The bow passed clear of the buoy located upriver of the
pier.10 However moments later at 0739:30, the vessel's
underwater hull (the bulbous bow) made contact with the
fender system causing the fender system to start collapsing.
A small section of the fender system fell on the after
starboard side of the tug Peggy H, and that vessel let its line
go and backed clear. Moments later, the Kition's starboard
bulwark near the bow struck the pier, knocking a 2-3 foot
section of concrete out of the pier. "The vessel's forepeak
tank was holed and the bow settled until the vessel was on a
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nearly even keel. It was later determined that the bulbous
bow near the stem of the vessel had sustained most of the
damage. [(10) The buoy is equipped with a radar reflector,
which will show prominently on a vessel's radar to indicate
the location of the bridge pier.]
The master of the Peggy H estimated that the Kition was
approximately parallel to the bridge at the time of collision,
but that the vessel's stern may have drifted slightly under the
bridge. The contact with the bridge pier abruptly stopped
the right swing of the vessel and the stern commenced to
drift down river resulting in a left swing of the bow.
Immediately after the allision, the pilot ordered the rudder to
midships. The pilot ordered the two tugs at the stern to take
station on each side of the bow to control the vessel. At this
time the master of the Peggy H took his vessel to a berth to
inspect for possible damage. A survey by the Peggy H crew
revealed that the only damage was some paint damage on
the aft starboard bulwark where some of the collapsing
fender system had landed.
The pilot then using the vessel's engine and rudder, and
assisted by the two tugs maneuvered the vessel into an
anchorage immediately downriver from the bridge.
However, the vessel's heading yawed back and forth,
alternately putting tension on one anchor chain and then the
other. When the ship occupying the anchorage astern of the
Kition departed the anchorage for a berth, the pilot shifted
the vessel to that anchorage and after some shifting of the
anchors; the vessel was securely anchored by two anchors in
the Meal anchorage downriver from the bridge. At 1000
pilot NOBRA¢¢ boarded the Kition and relieved the pilot
NOBRA¢.
Weather
The weather was clear and sunny, with light winds.
Waterway Information
The river height was 26 feet and decreasing. River
current was estimated at 3 to 4 knots. The following
regarding the dock where the Kition was moored is quoted
from the United States Coast Pilot, Volume 5, titled Gulf of
Mexico, Puerto Rico and Virgin Islands, page 441:
"Dangers: Mariners departing Greater Baton Rouge Port
Commission Dock No. 2 are advised to use extreme caution
when turning vessels downstream.
Strong currents
associated with high water have caused vessels departing
this facility to be set down upon the fender system of the
Interstate Route 10 fixed highway bridge causing extensive
damages. The New Orleans-Baton Rouge Steamship Pilots
report that currents in excess of 7 knots have been observed.
Mariners should consider moving vessels well above or
below the bridge before turning downstream."
Other Information:
The Director of Operations of the Port Authority of
Baton Rouge stated that he had been employed at the berth
for some 20 years and had never seen a large vessel turn
from the berth. He stated that some small vessels have been
turned at the berth, but no large vessels like the Kition. He
stated that large vessels departing berth No. 2 are normally
moved downriver of the I-10 bridge and then turned,
especially during high water. He was aware that some large

vessels are taken upriver and turned. He considered large
vessels to include vessels that are 650 to 700 feet long. He
stated that some very large crude carriers destined for the
Exxon Mobil terminal use berth No 2 as a lay berth on
occasion.
The Apex Terminal manager, who is also Manager Gulf
Coast Area for Apex Oil, stated that he had worked at the
Apex Terminal since 1981 and had observed numerous
vessels arrive and depart the Apex terminal. He stated that
large ships are either taken upriver and turned or taken
downriver and turned around, but that large ships are not
turned from the berth. He stated that some tank ships may
have drafts of 36 to 45 feet.
Video Coverage
The Port Authority, Port of Greater Baton Rouge has
cameras on the piers, and the video coverage of the cameras
covering the Kition's berth was reviewed. The video shows
the Kition coming away from the pier at a small angle and
then turning. One camera located down river shows a
significant distance between the stern of the vessel and the
dock when the vessel was approximately cross ways to the
river. The video also indicated that the vessel was
approximately parallel to the bridge at collision.
Vessel Traffic Service
Recordings of the Automatic Identification System (AIS)
show the vessel represented by a square and a vector leading
from the square to indicate the actual movement of the
vessel. A second vector indicated the movement of one of
the after tugs. The AIS from the forward tug was not
recorded although the tug was AIS equipped. Thus, the
presentation does not provide significant information on the
Kition's maneuvering from the dock to collision.
Personnel Information
Master --The master, age XX, stated that he had been a
third mate for about two years, second mate for about 2
years, chief mate for about 10 years, and master for about 13
years. He was a 1970 graduate of the Dubrovnik Nautical
College (Visa Pomorska Skola). He had been in command
of the Kition for about two days when the accident occurred.
He has 7 years of experience as master on ships of this
size/type, and probably another 5 years experience on such
ships as chief officer. The ship had been doing lightering to
Baton Rouge for the last three years. The master had been to
destinations in the Mississippi River at least 10 other
occasions and he had been to the Apex dock about 5 years
ago on the Sadet Erkol (length approximately 130 meters),
but he had never departed from the berth before.
The master stated that he departed Dubrovnik, Croatia on
February 6 at 1900, departed Rijeka, Croatia on February 7 at
0400, and traveled through Trieste, Italy and Munich, Germany,
arriving on board the Kition late on Feb. 8, 2007. The ship had
arrived in Baton Rouge on Feb 7. He took command of the
vessel at around 1800 or 1900 on Feb 9, 2007. He stated he
was in good health and not taking any medication.
Pilot – The pilot. age XX, had been a pilot with the New
Orleans Baton Rouge Steamship Pilots Association
(NOBRA) for five years. NOBRA pilots pilot vessels in
foreign commerce navigating from Mile 88 in the New
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Orleans Area to mile 235 in the Baton Rouge area. NOBRA
pilots are each assigned a number and the pilot had acquired
the number ¢, his father's former number, hence his identity
for communications was NOBRA¢. The pilot's entry-level
training comprised a one-year apprentice program, that
requires piloting experience on 300 vessels under various
pilots of the pilot association. He and other apprentice pilots
also received simulator shiphandling training, Bridge
Resource Management (classroom and simulator) at the
maritime training school at Piney Point, Maryland.12 The
pilot also had taken training in use of marine radars and
obtained a Radar Observer Certification, and training in
Basic and Advanced Ship Firefighting. In May 2002, he
received a State Pilots Commission, which authorized him to
pilot small vessels over the NOBRA route. The pilot
described small vessels as vessels 400 to 450 feet in length
and 8,000 to 10, 000 tons. After two years of successful
piloting, he was certified to pilot all classes of vessels over
the route from New Orleans to Baton Rouge. The pilot
stated that the largest vessel that he has piloted were in the
900 foot long range and that he preferred to pilot larger
vessels, often volunteering for pilot assignments on such
vessels. The pilot did not recall piloting a vessel from the
Apex 2 dock and his review of his records did not indicate
any previous experience departing that terminal. He stated
that he had piloted many large vessels to and from the Exxon
36 Mobil terminal a few miles above the I-10 bridge. He
also holds a Federal Pilots license, as do nearly all State
pilots, which authorize them to pilot U.S. vessels in
domestic commerce, e.g., coastwise vessels, and public
vessels, such as Navy vessels.
[12 Seafarers Harry
Lundeberg School of Seamanship operated by the Sailors
International Union, a maritime union representing
unlicensed U.S. merchant mariners.]
After high school, the pilot had worked in the offshore
industry on small vessels and tugs for about three years.
Then he was engaged in various jobs ashore until 1985 when
he became a policeman in Slidell, Louisiana. In 1996 he
returned to the marine industry on towing vessels acquiring a
U.S. Coast Guard license. In 2001, he was accepted into the
pilot apprentice program for NOBRA. The pilot was
controlling high blood pressure, high cholesterol, and

IMPROVING MARINERS’ WORKING CONDITIONS
IS THE ONLY WAY TO COUNTER
MANPOWER SHORTAGE
Highly trained professional mariners will continue to be in
short supply until governments and industry make significant
improvements in the conditions under which they live and
work, says maritime expert Michael Grey.
Grey, the honoree at last month’s Seamen’s Church
Institute Silver Bells Award Ceremony in New York, says
professional mariners “are finding that there are better
opportunities ashore…and that there are too many nasty
characteristics about the 21st century seafaring life for their
peace of mind.”
Grey, himself a former mariner and now senior columnist
at Lloyd’s List, cited a study carried out by a U.K. recruitment
agency that surveyed seafarers to find out what their priorities

excessive stomach acid with doctor prescribes medications
taken each morning. He was otherwise in good health.
Pilotage Oversight
Each of the four State pilot associations in Louisiana has
a board of examiners (commissioners) comprised of three
pilots of the respective pilots association. The three
NOBRA examiners are responsible for approving the
acceptance of apprentice pilots, their training, and eventual
commissioning. When an accident occurs which can be
attributable to performance of a pilot, the examiners
investigate the cause of the accident and determine if the
pilot is at fault. In cases where fault is found, the examiners
may, in grave circumstances, revoke or suspend the pilot's
State commission, or prescribe another punitive or remedial
action. Normally, some form of remedial training will be
prescribed rather than punitive action.
Toxicology
Tugs - The master and crewmembers of the tugs were
tested for alcohol and the five illicit drugs.13 When the Bisso
management learned of the accident, the tug masters were
instructed to conduct alcohol testing using the saliva test kits
carried on board. This testing was conducted within about
one to two hours of the accident. The company immediately
dispatched its contractor to the tugs to collect urine
specimens required for testing for the five illicit drugs. The
contractor also tested for alcohol about 1530.
Pilot – When the pilot learned that the contractor for post
accident alcohol and drug testing had had arrived in the area
to test the tug crews, he immediately arranged with the
contractor to be tested. The contractor tested the pilot for
alcohol about 11:56 and collected a urine specimen.
The results of all testing of the pilot and tug crews were
xxx for alcohol and drugs.
Kition- The three officers, and the helmsman were tested
for alcohol and drugs. However the testing for alcohol was
not conducted until after more than eight hours had elapsed.
All of the tests for drugs were XXX. The Coast Guard
investigator, who got to the ship about 1000, stated that none
of the officers or helmsman indicated XXX for Marijuana,
Cocaine, Opiates, Phencyclidine( PCP), and Amphetamines
were but also what they considered to be the worst aspects of
life at sea. At the top of the list:
● long time spent apart from family and friends;
● too much paperwork;
● time away from children; fatigue;
● fear of being treated like a criminal;
● onboard living conditions;
● difficult to maintain contact with home;
● crews too small to share workload; and
● few career opportunities.
“If people are our first line of defense in a world that will
not tolerate error, then we need good people to stay with us,”
Grey says. “If we are going to see our ships manned properly,
by people we can depend upon… we must address these
complaints.”
What does the modern mariner want? “First,” says Grey,
“respect for the job he does, by those with whom he comes in
contact… Talk to seafarers and you are made painfully aware
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that they regard themselves as increasingly marginalized and
routinely treated badly by shore side people, whether it is
swinish immigration people, or corrupt or merely unpleasant
officials coming into their floating homes and throwing their
weight about. There’s no respect.”
He said the limits of questionable legality that some
terminals and governments are placing on shore leave are
taking their toll as well. “The ability of seafarers to go ashore
has been greatly constrained by all manner of restrictions,
many of which seem to single out the seafarer in a way that
does not isolate the tourist, or even the airline aircrew,” Grey
says. “How would you feel after some 40 days in a steel box,
being parked alongside, but not even being allowed to go
ashore to post a letter or stroll around on solid land?”
“The seafarer would also like rather more security than he
gets as a casually employed person with a contract just as long
as the voyage,” Grey says. “He would like decent conditions
aboard ship, and I don’t care what anyone says, the
accommodation 30 or 40 years ago was infinitely better than it
is in the bog-standard merchant ship of today.”
Grey said seafarer’s pay and conditions have been going
backwards in relative terms for years. “And as for young
people, you may lure them to take a passing interest in

shipping by the tales of early responsibility, foreign travel and
the sheer excitement of a sophisticated modern ship, but when
they find out that they cannot use broadband or text, like their
peers ashore, they will be off. If we cannot address the
demand of youth for connectivity, we may as well give up
trying to attract them.”
Grey said one often overlooked aspect of the looming
manpower shortage is “the fact that we need, not just any old
seafarers, not merely specialist seafarers, but expert,
professional, well trained seafarers who will protect the
industry from the awesome liabilities that shipping people
face today.” He said the theory that “you could make up for a
crew’s lack of expertise by equipping the ship with brilliant
gear” has been completely discredited.
“Seafarers are not some sort of exotic creature, but people
like everyone ashore. They are human beings, with exactly
the same sort of ambitions and desires… If we are to
surmount the current manpower shortage and look to the
future with any degree of confidence, we have to examine
what motivates seafarers and do something to address their
wishes… We need radical thinking and imagination if we are
to attract and retain good seagoing employees. We don’t need
more of the same, because it won’t work anymore.”
Rev 8, Request to Congress: To Review and Set Safe
Manning Standards for Mariners Serving on Towing and
Offshore Supply Vessels. In addition, conditions on the
vessel were so bad that we dubbed the vessel this vessel M/V
CESSPOOL.

M/V CESSPOOL
FLAGSHIP OF THE BROWNLIST NAVY
[Source: File #GCM-156.]
Background
On Sept. 7, 2006 the Master of the “diving support vessel”
M/V JILLIAN MORRISON informed our Association of a
number of unsafe conditions on the vessel. We questioned the
Master in depth for the better part of three hours and, the
following day, submitted a confidential but very detailed
report to the Commanding Officer of Marine Safety Unit,
Morgan City about the reported deficiencies on the vessel. In
our report, we asked the Coast Guard to re-inspect a number
of specific items on the vessel for the safety of the vessel’s
crew and the large numbers of “persons in addition to the
crew” carried aboard the vessel.
Having heard nothing further about our request, over two
months later on Nov. 27, 2006, we notified the Coast Guard
that the M/V JILLIAN MORRISON had arrived in port and
reminded MSU Morgan City of our previous letter.
On Jan. 29, 2007, still having heard nothing further after
two more months, our Association submitted a formal
Freedom of Information Act request for information about the
vessel re-inspection we requested. We received FOIA #070717 dated Feb. 28, 2007 but were disappointed to find no
mention of the principal items covered so exhaustively in our
report. We consider this to be symptomatic of the “failures”
in the Coast Guard’s management of “Marine Safety” as
reported by retired Vice Admiral James Card in his report to
Admiral Allen.(1) [(1) Refer to NMA Report #R-401-E.]

Seaman’s Complaint for Damages
And Maintenance & Cure
Now comes plaintiff, Leon Manderson, to bring this action
under the Jones Act, 46 U.S.C. 688, et seq. and the general
maritime law, for damages, as well as for maintenance and
cure, and who now alleges and avers as follows:

Chief Engineer Complaints Uncovered
It appears that the Master of the vessel was not the only
person to complain about conditions on the vessel. We
uncovered the following lawsuit (filed as a public document)
on behalf of one of the vessel’s former Chief Engineers. This
lawsuit reiterates the punishing work hours and difficult
working conditions reported years ago in our Report #R-279,

C. FACTS
5. In or about November 2006, Leon Manderson, began work
as chief engineer aboard the defendant's vessel, the M/V
JILLIAN MORRISON. However, defendant Morrison
failed to adequately man its own vessel so that Leon
Manderson had to work weeks at a time as the vessel's sole
engineer and remain on call 24 hours a day, 7 days a week,
all in violation of 46 CFR §15.1101, et seq.

1. Leon Manderson is an adult resident of Lake Jackson,
Texas, a licensed vessel engineer and a former
crewmember of the M/V JILLIAN MORRISON, a dive
vessel owned and/or operated by defendant, Chet Morrison
Contractors, Inc. (hereinafter "Morrison").
2. Morrison is a corporation doing business in the State of
Louisiana with its principal place of business in Houma,
Louisiana.
B. JURISDICTION AND VENUE
3. This Court has jurisdiction under 29 U.S.C. Section 1331
since this action arises under the laws of the United States,
including the Jones Act, 46 U.S.C. Section 688, and the
general maritime laws of the United States.
4. Venue is proper in the United States District Court for the
Western District of Louisiana, pursuant to 28 U.S.C.
Section 1391, since a substantial part of the events or
omissions giving rise to plaintiffs claim occurred in this
District.
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6. Morrison also failed to install a working sewage system
aboard the M/V JILLIAN MORRISON. As a result, a
sewage tank which was supposed to hold and treat the raw
sewage produced by the vessel's 30 plus crew and dive
contractors routinely failed to function and overflowed.
Morrison required Leon Manderson over a period of
weeks or months to work in and clean up the raw sewage
which routinely flooded the vessel without the benefit of
training or personal protective equipment.
7. The raw sewage in which plaintiff Leon Manderson had to
work could typically contain various disease organisms
including bacteria, viruses, fungus, worms and protozoa.
Morrison refused to correct the deficiencies which caused
the vessel's sewage system to fail despite repeated requests
by plaintiff, the vessel's captains and other engineers that
Morrison repair its vessel's sewage system. Morrison's
refusal to remedy the sewage system aboard the M/V
JILLIAN MORRISON rendered the vessel unseaworthy.
8. On August 16, 2007, plaintiff suffered chest pains similar
to a heart attack. Plaintiff was taken off the M/V JILLIAN
MORRISON by ambulance and taken to Abbeville
General Hospital. Plaintiff was thereafter taken to the
Heart Hospital of Lafayette where he underwent
cathorization under the care of Dr. Jon LeLeux. Plaintiff
was found not to have suffered a cardiac event, but instead
a build up of fluid against his heart and lungs resulting
from his work 24/7 schedule in an environment
contaminated by the biological hazards associated with
raw sewage.
9. After receiving medical care for two and one-half months,
Leon Manderson returned to work aboard the M/V
JILLIAN MORRISON on Nov. 2, 2007.
Plaintiff
continued to have to work on a 24/7 schedule in a
contaminated, biologically hazardous and unseaworthy
environment due to defendant's refusal to remedy the
sewage system aboard the M/V JILLIAN MORRISON.
10. On Jan. 24, 2008, plaintiff once again had to leave a
Morrison vessel to which he had transferred 11 days
earlier, the M/V CAROLINE MORRISON, after having
suffered for weeks severe abdominal pain, a "feeling about
to die", nausea, cramps, multiple episodes of bloody
diarrhea, fever and chills due to an exacerbation of
ulcerative colitis and hepatitis C caused by plaintiffs 24
hour a day work schedule and months long exposure to
raw sewage.
11. Plaintiff, Leon Manderson, remains under medical care,
has not returned to his employment with defendant
Morrison or anyone else and not likely to return to work
offshore again. Plaintiff’s physicians have recommended
that he undergo a liver transplant, among other continuing
medical care.
12. In accordance with the general maritime law of the United
States, Morrison has the absolute and non-delegable duty
to provide plaintiff with maintenance and cure from the
date that he was rendered unfit for duty until plaintiff
achieves maximum cure.
13. Despite Morrison's duty to pay maintenance and cure and
knowledge of plaintiffs illness and injuries, Morrison
arbitrarily and capriciously ceased payment of
maintenance and cure to plaintiff in April 2008. Leon
Manderson has continued to this day to receive medical
treatment for his illness and injuries which began in the
course and scope of his employment as a licensed engineer
with Morrison.
14. As a result of Morrison's negligence as well as the
unseaworthiness of the M/V JILLIAN MORRISON,

which on March 12, 2008 exploded and sunk in the Gulf
of Mexico, plaintiff has suffered pain, depression, loss of
past and future wages and benefits, loss of earning
capacity and past and future medical expenses.
WHEREFORE, after due proceedings had, plaintiff prays
that this Honorable Court grant plaintiff the relief sought, that
judgment be entered in favor of plaintiff against Chester
Morrison Contractors, Inc., for compensatory damages, for
past and future maintenance and cure, medical expenses,
attorney's fees, interest and costs, and for all such further relief
as this Court may deem just.
Respectfully submitted, Mark L. Ross, Esq
Unhappy Customers
On March 12, 2008, the M/V JILLIAN MORRISON with
thirty-two (32) people on board exploded 15 miles off the
Louisiana coast killing two persons and injuring six others.
Although news reports including those from the Coast Guard
could not seem to get the story straight, it appears that there
was a blast inside the vessel’s engineroom that sank the 175foot vessel in relatively shallow water. The vessel was
eventually raised and reportedly towed to a shipyard in
Harvey, LA. Our Association requested a copy of the incident
report when the Coast Guard completes its investigation.
However, a number of the “hotel guests” (i.e., diving
support personnel) accommodated on the vessel and their
relatives had some choice comments that they posted on “An
Unofficial Coast Guard Blog” following the explosion that we
quote below:’
¢ As a commercial diver, I worked for Chet Morrison for
only a month and a half, mostly on the Jillian, because I felt
Chet was a shady, deceptive company. I never really felt
comfortable on any of their boats. It’s hard to do your job
feeling that way so I quit and went elsewhere. I wouldn’t be
the least bit surprised if Chet “shades” their way through and
never pays a dime. I’ll tell you what I’ve told every other
diver I’ve talked to: “Don’t go to Chet, it’s not worth your
life.” Prayers for these men on the Jillian. I hope everyone
made it back to the beach ok.
¢¢ My husband was on the Jillian Morrison when it
exploded. He said he doesn’t know what heaven looks like,
but on Tuesday night he got a good look at Hell. I hope the
Judge rejects the petition (i.e., petition for limitation or
exoneration for liability).(1). [(1) Civil Action 08-1255, U.S.
District Court, Eastern District of Louisiana.]
¢¢¢ My dad was on the boat and he said it’s the worst thing he
has ever seen – he has worked on pipelines for over 30 years.
¢¢¢¢ I am sorry for the families’ loss. I have worked in
management, and I work on a dive vessel, and this has been
going on for a good while in the Gulf. I have seen both sides
of the job where the office will tell the Captain or dive sup
“they will do the job or be fired.” The only way (to prevent)
this from happening again is through public outcry. If not, it
will happen again. I spent 20 years working in the Coast
Guard, and I have seen things happen out here that ha(ve) cost
lives. All the crews on these boats know what is safe and
unsafe, but the office only looks at the money side of any job
profits. They know in time it will be forgotten and they start
doing the same thing until another family has to go through
another Jillian. We can’t keep doing this kind of unsafe work
out here. Things need to change. Again, I am sorry for the
loss, and all my prayers go out to the families and crew.
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NATIONAL MARITIME CENTER UNWILLING
TO SUPPORT IT’S PUBLIC STATEMENTS
On April 14, 2008 we read a Coast Guard document posted
on the internet titled “Mariner Licensing and Documentation
Program, Restructuring and Centralization Update.” When the
National Maritime Center publishes a document, we believe that
they ought to be able to stand behind it and furnish particulars.
We questioned the following statements:
Item #1
Under the subheading “Credential Production” the
document states: “Approximately 45% of these credentials (i.e.,
numbering 11,700) are either awaiting additional information
from the mariner or waiting for the mariner to complete their
examination at an REC.” We asked them to furnish us with the
data collected from its seventeen Regional Examination Centers
(REC) and compiled by the National Maritime Center (NMC)
that led to this statement. We asked for any further breakdown of
the type of “additional information” that the NMC may have
requested from the reporting units such as …:
● Number of Licenses “awaiting additional information” that
have expired over 30/60/ or 90 days.
● Number of MMDs “awaiting additional information” that
have expired over 30/60/ or 90 days.
● Number of licenses whose issuance was held up pending
successful completion of license exam.
● Number of MMDs whose issuance was held up held
pending successful completion of an exam.
We believed this information was important to our
mariners if the NMC planned to “dump” their workload,” and
return all incomplete paperwork and require it to be
resubmitted along with new fees as they announced they
would do if they failed to receive the “additional information”
they requested.
[NMA Comment: Dumping its unwanted workload appears
to be an increasingly common practice within the Coast
Guard. The Inspector General noted that on Sept. 29, 2006
the Coast Guard closed 3,848 investigations without proper
Headquarters review.(1) Apparently it is equally acceptable to
“dump” any license or MMD application based on what the
NMC determines to be a “tardy” response. We believe this
policy needs to be “reconsidered.”] [(1) Refer to our Report #R429-M, page 16.]
We were told in a response to our FOIA Act request that
we were asking for “statistics” that the NMC is not required to
maintain.
On the contrary, we believe the National Maritime Center and
any other government office should be able to support every
public statement they make as factually correct. In this case,
where did they come up with the 45% figure (i.e., 11,700
applications) and how accurate is that figure? We were told
“…Captain Stalfort has the authority to commission queries in
our electronic data base.” Apparently our request to verify a
published document never reached a sufficiently high level in the
Coast Guards expanding bureaucracy at the National Maritime
Center to trigger such an inquiry from its commanding officer.

Item #2
Under the subheading “Staff at NMC” we note that your
staff currently has 98 “contractors” – a figure expected to
rise to 155 contractors. Consequently, we want to know more
about whom these “contractors” are, including:
● The depth of their maritime backgrounds.
● Whether these contractors are individuals, business entities
(e.g., Lockheed-Martin Corp.), etc.
● Whether you have hired civilian “Consultants” and, if so,
who they are and what in which areas do they consult..
● Copies of job placement advertisements to recruit these
contractors including the salary ranges offered.
We asked the National Maritime Center to furnish us with
documentation that will lend transparency to its use of
“contractors” rather than providing inexperienced personnel to
deal with the very specialized merchant mariner credentialing
process and to relate to the at least the past 40 years of
“institutional history” behind it. Our particular concerns lie
with any special provisions the NMC made deal with our
“lower-level” licensed mariners including those who work on
towing vessels or offshore supply vessels or with mariners
with low educational attainment levels as described in the
Coast Guard’s “Newman Report” (1973) that our Association
deals with on a daily basis.
We were told, “…the NMC uses private businesses as
contractors, not individuals. The contracted business entity
then hires the individual contractors, subject to the
specifications outlined in the contract.” We were referred to
the Coast Guard contracting office (CG-9). This was not
particularly helpful.
Item #3
On May 27, 2008 we heard and sought to verify that
“individuals, employers, schools or other entities may be
enlisted or accepted to process or pre-process (mariner license
and MMD) applications and that their work product will be
given some type of special attention by either the Regional
Exam Center(s) or the National Maritime Center. We sought
to ascertain the details of any such program under
consideration by Coast Guard Headquarters of the National
Maritime Center and to ascertain whether such a program is
open to both non-profit and for profit organizations.
We were told “…the data you requested are details of the
operational management strategies of the Regional Exam
Centers and the National Maritime Center, which were
established in the Code of Federal Regulations.” (No citation
provided) “As such, this information is not an existing record
within the meaning of the Freedom of Information Act.
Therefore the information you seek is not subject to release
under the Freedom of Information Act.”
In the past, and especially under the Administration of
Captain Fink, when we asked a “straight question” we
received a “straight answer.” Apparently this is no longer the
case at the National Maritime Center. When the current Coast
Guard administration feeds us unsupported propaganda
apparently our mariners are expected to swallow it.

Newsletter

8

U.S. HOUSE OF REPRESENTATIVES VOTES
TO REFORM COAST GUARD’S
ADMINISTRATIVE LAW SYSTEM
By Richard A. Block
On April 20, 2008 the U.S. House of Representatives voted
395 to 7 in favor of H.R. 2830. Title X of that bill would transfer
Administrative Law Judge functions to the National
Transportation Safety Board. However, before this change can
become law, the bill must go through a Senate-House
Conference. To date, that conference still has not taken place.
Congress Asks for GAO
Review of ALJ Program
[Source: IOMM&P Wheelhouse
Weekly. Emphasis is ours]
The Coast Guard’s Chief
Administrative
Law
Judge
released a statement saying that
the agency is pleased that the
Government
Accountability
Office (GAO) is reviewing its
Administrative Law Judge (ALJ)
program. “Objective review of
our processes, policies and
practices by entities outside the
Coast Guard is a welcome opportunity,” said Joseph N.
Ingolia, the Coast Guard’s Chief ALJ. He said the review
offers the Coast Guard “another opportunity to improve upon
the complex practices and procedures involved in our
administrative proceedings.”
[NMA Comment: These practices are overly complex.
We believe they are extremely prejudicial to our “lowerlevel” mariners who have absolutely no background in
Administrative Law and are forced to provide their own
legal representation in ALJ hearings.]
The GAO audit calls for a review of Coast Guard rules and
regulations governing proceedings conducted under the
Administrative Procedure Act and a comparison to those used
by other federal agencies.
Last summer, in the wake of controversy about alleged
improprieties in the Coast Guard’s ALJ program, MM&P
presented testimony before the House Subcommittee on Coast
Guard and Maritime Transportation, chaired by Rep. Elijah
Cummings (D-Md.). MM&P, the only union to present
testimony at the hearing, was represented by attorney William
Hewig(1) of the law firm Kopelman and Paige. Hewig is a
specialist in Coast Guard legal aid matters. [(1) Our
Association reproduced testimony from that hearing in our
Report # R-429-K, Congressional Subcommittee Hears About
Coast Guard Abuse of the Administrative Law System posted
on our website.]
In his testimony, Hewig made recommendations about
how to make the ALJ system fairer. Under the current
system, for example, if a mariner requests an appeal of a
decision made by an ALJ, the appeal is heard by the Coast
Guard Commandant. Hewig advised the subcommittee to
look instead to the Federal Aviation Administration (FAA)
system as an example. Under the system used for airplane
pilots and dispatchers, an appeal of an FAA decision is heard

by a National Transportation Safety Board (NTSB) ALJ, not
by an FAA ALJ. Successive appeals, if they occur, are heard
by the full NTSB. The FAA program, Hewig said, “serves as
a good example of a system that operates at an appropriate
arms-length distance from the involved federal agency, and
does as much as possible to ensure that only those individuals
having no direct relationship to or involvement with the
charging agency will be hearing appeals and deciding the fate
of the affected worker.”
Our Association Contacts the
Government Accountability Office (GAO)
On June 12, 2008, our Association contacted the
Government Accountability Office’s lead investigator to
present our views on the problems inherent in the Coast
Guard’s continued operation of ALJ program as it affects our
“lower-level” mariners.
Our Association is a non-profit, non-partisan organization
that represents the interests and concerns of licensed and
certificated “lower-level” mariners who work on vessels of less
than 1,600 gross register tons. We estimate, based on Coast
Guard figures, that “lower-level” mariners number 126,000.
One of my tasks as Secretary has been to determine
whether our mariners receive fair treatment from the existing
Administrative Law system including local Investigating
Officers (IOs) and Administrative Law Judges. In doing so, I
attended more than 20 ALJ hearings, and spoke and
corresponded with a number of mariners. I also attended the
Congressional hearing on on the ALJ system on July 31, 2007
and testified at the Marine Safety Hearing several days later.
I am a former secondary school social studies teacher by
profession and a boat Captain by trade, both going back
almost half a century. Since I am not a professional in the
legal field, I do not make professional judgments about who is
a “good” or “bad” judge. However, I do consider the
reasonableness of their decisions and orders in relation to the
Coast Guard regulations they interpret and the realities of the
services our mariners perform. I also reflect editorially on the
effect that inappropriate decisions have upon our mariners.
Our letter to the GAO and its enclosures was in response
to several articles in the maritime press that reported the GAO
was auditing the Coast Guard ALJ program I understand the
difference between an “investigation” and an “audit” and have
completed studying a series of GAO audits from 2001 to 2008
of the Coast Guard’s Deepwater Program. These audits
should have provided Coast Guard officials with sufficient
advance warning of trouble within their “Deepwater”
program. Unfortunately, it took two additional reports from
the Inspector General’s office to move Congress to force the
Coast Guard to clean up their mess.(1) [(1) Refer to our Reports
#R-401-C and #R-401-F]
Our Association contributed information and data to the
recent Inspector General’s report on Coast Guard
investigations.(1).
Our Association believes that the positive changes
proposed in H.R. 2830 that passed the House by a vote of 395
to 7 is a worthy proposal to assure the types of changes
necessary to put the derailed Administrative Law program
back on track. Unfortunately, the Coast Guard, although
given sufficient opportunity, has not seen fit to clean its own
house and make necessary changes in the ALJ system. [(1)
Refer to our Report #R-429-M.]
Consequently, with this background, we presented
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information for the GAO to consider in determining whether
the ALJ program is performing in the manner in which it is
expected to perform as summarized below in rough
chronological order.
------------[1994-1996] I had the opportunity to speak with former ALJ
Rosemary Denson in 1996 and learned of many problems that
troubled the ALJ system at that time including the forced
retirement of the former Chief Administrative Law Judge. I
published a newsletter article at the time based on our
conversation, and still retain several hundred pages of documents
that she sent me in support of her position. In 2004, I republished
the article as our Report #R-396, titled How Western Rivers
Mariners Lost Their Administrative Law Judge.
Ms. Denson is a person whose character is beyond
reproach. Her testimony at the July 31, 2007 Congressional
Hearing(1) proposed several concrete areas of change that our
Association supports and that we believe deserve further
consideration. [(1) Refer to our Report #R-429-K, pages 8-11.]
----------[1994-1996] The “¢” case. From 1987 to 1999 I was the
Newsletter Editor for the National Association of Maritime
Educators. In 1994, in New Orleans, there were front-page
newspaper articles; editorials and television coverage in the
case of a towing vessel Master who ordered three stowaways
overboard near the island of Jamaica. I followed the story in
the papers where the U.S. Attorney prosecuted Captain ¢ for
murder. Captain ¢ was subsequently found “Not Guilty” by
a jury of his peers.
I met ¢ for the first time after the trial. The Coast Guard
was unwilling to accept the jury’s verdict, and pressure was
brought to bear on Coast Guard investigating officers to move
against him and to revoke his license.
Before that happened, I read the entire Federal District Court
transcript (about 1,200 pages including depositions that I still
have in my files), interviewed Captain ¢ extensively, and
discussed the case with his lawyer. Unfortunately, Captain ¢
was unable to pay his lawyer for his work at the trial in District
Court and, consequently, did not represent him at the later Coast
Guard hearing. ¢ had to represent himself because he was
penniless. His license was suspended for two years…
As a layman, and as most mariners I spoke with seem to
agree, Captain ¢ was punished twice for the same crime –
although that view may not be technically correct. However,
when I spoke with the investigating officer a year later, he
agreed that Captain ¢ had been punished sufficiently and
helped him regain his license.
I published my comments at that time in a newsletter.
Nevertheless, almost 14 years later, Captain ¢ had to hire a
lawyer at considerable personal expense to reconstruct this
personal nightmare to attempt to obtain a TWIC card to
continue his career at sea. Coast Guard ALJ Decisions seem
have a life of their own and their vindictiveness can cripple a
mariner’s career years after their “remedial effects” are long
gone and forgotten. Something definitely is wrong with such
a system of “justice.”
--------------[1999-2000] After the case we refer to as the “Captain
Ken” case (in our Report #R-315-C) our Association
attempted to persuade the Coast Guard to reconsider one of
the 1999 changes in regulations. This change allowed Coast
Guard Investigating Officers to “take a second shot” at a
mariner whenever the Coast Guard failed to prove its case. As

future cases such as DRESSER – KINNEARY – ROGERS
and SHINE show, the Coast Guard does not limit itself to a
“second shot.” The Coast Guard has determined that it can
and will continue their prosecutions against our mariners
with unparalleled vengeance until they either break or ruin
them. This direct and indirect harassment in the DRESSER
case has extended for more than 10 years and in KINNEARY
and SHINE for over five years. We do not believe that
Congress intended to provide the Coast Guard, that
increasingly has become a branch of the military, with such
broad powers over our civilian mariners.
We enclosed to the Government Accountability Office and
marked paragraphs in the a letter sent to us from then-Vice
Commandant Barrett, admitting that the Coast Guard failed to
handle our Association’s requests in a timely manner in
several instances where we sought redress of grievances. The
Coast Guard’s final decision on our petition to change the
regulations failed to reflect a true understanding of our
mariners’ vulnerabilities and need for equal access to justice.
While our Report #R-315-C, a key document to
understanding our position, is based on so-called “drug” cases,
our Association’s position is to actively support the drug testing
regulations. In fact, other Reports in our “#R-315”report series
contain instructional material and highlight regulations on drug
testing regulations that most mariners will never have the
opportunity to see or read until after they find themselves in
trouble. The Coast Guard’s failure to require training courses to
inform mariners about drug testing procedures and the specifics
of how a positive drug test can end their career is a huge part of
the drug problem. Coast Guard examinations never have
contained any probing questions on drug and alcohol testing
regulations. Without such questions, why would mariners, many
with poor reading skills, seek out dozens of pages of boring
regulatory material on their own!
---------[2007] Our Association distributed Report #R-429-J
Investigations: Report to Congress – Coast Guard Abuses of the
Administrative Law System. to every member of the House
Transportation and Infrastructure Committee and the Senate
Commerce, Science and Transportation Committee early last July
before we received word that there would be a Congressional
Hearing on the ALJ situation. The report speaks for itself as do
the reforms proposed by the House of Representatives.
---------[2007]. We submitted to the Government Accountability
Office two marked articles, “Maritime Judiciary Under Fire”
and “GCMA Testifies Before Congress” that presented
information on the DRESSER – ELSIK –and ROGERS cases
that Congressman Cummings cited as having “the appearance
of impropriety.” We support Congressman Cumming’s
views. I am familiar with all aspects of these cases and have
read hundreds of pages of transcripts and depositions that our
Association retains in its files.
---------[2008] We also submitted two NMA Newsletter articles
that expressed our Association’s support for ALJ Bruce T.
Smith’s innovative program to provide legal assistance for our
mariners who may not be able to afford to pay a lawyer.
Judge Smith understood how serious this problem is and is
taking steps to respond to that problem.
The only advice(1) we can pass on to our mariners in regard
to obtaining legal services is to plan ahead and to buy license
insurance to provide legal defense if they are hauled before an

Newsletter

10

Investigating Officer or an ALJ. Because of its current
reputation, few Attorneys are willing to appear before an
Administrative Law Judge.(2) [(1) Refer to our Report #R-342,
Rev.5, License Defense Insurance; Income Protection Insurance
and Civil Legal Defense. 8p. If you “do” drugs, the insurance
does nothing to protect you! (2) Refer to the Testimony of William
Hewig, Esq., Report #R-427-K, pages 35-42]
---------[2003-2008] Our Report #R-429-L, Rev. 1, The Coast
Guard Hates Whistleblowers: The Eric Shine Case. is an
ongoing case! This is a unique case that the Coast Guard
allowed to drag on for the past 5 years. During this time, the
mariner effectively was denied the use of his license and that
fact destroyed his life. Much the same thing happened in the
DRESSER case, where the Coast Guard withheld the
mariner’s license for 10 years.
This case is extremely complex. My article in this report
attempted to simplify the case so that I could understand and
deal with it. In the second article in this report, journalist
Janet C. Phelan approaches Eric Shine from a different
perspective.
I spoke at length with Ms. Phelan and
NEW AND REVISED NMA REPORTS
NMA Report #R-429-L, Rev. 2 (Series), July 9, 2008. The
Coast Guard Hates Whistleblowers: The Eric Shine
Story. Revised and updated following a controversial ALJ
hearing May 20-23, 2008. Our Association
urges Congress to hold the Coast Guard
accountable for the damage their
investigative and Administrative Law
systems have done to a number of our
mariners. Read this report in conjunction
with our Report #R-315-C and #R-429-M to better understand
these issues.
TOWING COMPANY CITES “PERSONAL
RETRIEVER” AS BEST PRACTICE
[Source: E-mail, Jun. 10, 2008 from Paul Driscoll.
Background: Our Association first tested this landmark
lifesaving device about 5 years ago.
It is rewarding to see that some
companies finally are starting to
understand its true value.
The
inventor, Paul Driscoll, is a retired
Coast Guard Master Chief whose
career was spent in Search and
Rescue (SAR) and is a longstanding member of our
Association.]
Subject: Lewis and Clark Marine Tugs
Dear Mr. Driscoll,
I would like you to know we are extremely happy with our
purchase of the Personal Retriever. Each week we require our
10 tug vessel crews to perform man overboard drills and using
the Personal Retriever far exceeds our expectations. The

appreciated her perspective and reprinted it after it appeared in
the press. At the time, I had read approximately 1,200 pages
of material furnished by Mr. Shine, and we had discussed his
case extensively over the telephone.
At that time, Mr. Shine was awaiting a hearing before ALJ
Walter J. Brudzinski – a hearing specifically promised by the
Coast Guard Vice Commandant VADM Vivien Crea. This
hearing would give the Coast Guard a “second shot” at Eric
Shine after ALJ Parlen McKenna, who had presided over the
case for several years, suddenly recused himself from the case.
By mid-June, watching over this case had become a paper
management problem that filled an entire file drawer.
Much of the problem with the Administrative Law system as
applied to our mariners is a result of the power wielded by Coast
Guard Investigation Officers (IOs) who are, in many cases,
neither seasoned mariners, nor seasoned investigators. That is
shown in the recent DHS Inspector General’s report(1) that reveals
great shortcomings with Coast Guard Investigations for at least
the past 14 years – just as former ALJ Rosemary Denson reported
of the Administrative Law Judge system at about the same time
frame. [(1) Refer to our Report #R-429-M]
NMA Report #R-449, Rev. 1. July 16, 2008. OSHA Still
Regulates Uninspected Dry Cargo and Work Barge Safety.
Our mariners need to understand that the Coast Guard couldn’t
care less about workplace safety on uninspected barges because it
is not their assigned responsibility. The fact that OSHA is
responsible should not inspire a great deal of confidence, either.
Read this report in conjunction with Report #R-347,
OSHA/USCG Authority Over Vessels .to understand how these
two agencies delineate authority between them.
NMA Report #R-450. July 15, 2008. Maritime Confined
Space Fatalities. #R-450 contains the full MAIB report on
the three crewmember fatalities in the chain locker on the
M/V Viking Islay as discussed in this Newsletter.
personal retriever is easy to use compared to the bulky life
ring that is required by the Coast Guard.
The Personal
Retriever is lightweight and very manageable in man
overboard operations.
The uninspected towing vessels on the western rivers will
be required to follow more stringent
regulations in the near future. I
would recommend highly that the
Personal Retriever be required on
all towing vessel on the western
rivers.
Lewis and Clark Marine is a
member of the American Waterways Organization and also
part of the Responsible Carriers Program. Recently in our
Safety Management Audits the Personal Retriever was noted
as a best practice.
Respectfully,
Captain Dan Ahrens, Lewis and Clark Marine Inc.
Safety & Compliance Director
2801 Rock Road
Granite City, Il 62040
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TUG SINKS IN GULF OF MEXICO:
CREWMEMBER SUCCUMBS TO HYPOTHERMIA
[Source: Misle Activity #2605681; Misle Case #280134;
FOIA #06-1036; NMA file # M-631.]
Captain-Owner’s Statement Nov. 13, 2006
The 60-foot tugboat M/V H.D. MITCHELL was on a voyage
from Gibsonton, FL to Panama City, FL and planning to use
inland waters except in the Big Bend area of the Florida west coast
where the Intracoastal Waterway does not exist. This decrepit
vessel apparently had no business out in the Gulf of Mexico.
Between 0400 and 0500 on March 19, 2006 while
underway approximately 44 miles off the coast and 50 miles
from the Apalachee Bay Sea Buoy, the boat started listing to
starboard. After the Deckhand was sent to check the
engineroom and tanks, he reported that the bulkhead between
the tanks and the engineroom had split and that the
engineroom was flooding uncontrollably.
From first becoming aware of the starboard list to the time
when the vessel sank was no more than 10 minutes. However,
a Mayday broadcast was made before the tug lost power. The
crew got into the water safely using life vests and life rings.
However, the crew was not located for 12 to 13 hours. Two
persons were rescued and one crewmember, deckhand Steven
McVey, was lost to exposure.
Why This Case Should Concern Every Mariner
NVIC 7-91. During the summer months, water temperatures
in the Gulf of Mexico rise at times to almost 90°F so that these
warm water temperatures support hurricanes well into September.
However, in winter, the water temperatures fall to approximately
60°F. This incident occurred on March 19, 2006, only a day or so
before Spring begins, but the water temperature recorded by the
Coast Guard in the accident report was only 63.3°F – very close to
the definition of “cold water” that appears in NVIC.7-91.
Coast Guard NVIC 7-91, Determination of Cold Water Areas
was published in 1991. As a direct consequence of this NVIC
and the studies that support it, many different types of vessels
operating in “Cold Water Areas” – areas where the water
temperatures fall below the magic number of 59°F – are often
required to be equipped with inflatable liferafts to keep survivors
out of the cold water as well as immersion suits to protect each of
their crewmembers and get them out of the water.
These lifesaving regulations were assembled on a piecemeal
basis over the years and apply differently to various classes of
vessels. Unfortunately, in the past, towing vessels always were
left out of the list of vessels that enjoy the protection of these
regulations. All the existing regulations for towing vessels
require is life jackets (not “life vests”) and ring life buoys and do
not even require survival craft for towing vessels. – an
unforgivable shortcoming. Consequently, crewmembers on the
tug H.D. MITCHELL were left unprotected by the laws and
regulations that should have protected them. We make note of
this shortcoming although you will see no mention of it in the
Coast Guard’s entire accident report.
Mariners Need Immediate Changes in Coast Guard
Lifesaving Equipment Regulations
In Sept. 2004, Congress directed the Coast Guard to bring
uninspected towing vessels like the M/V H.D. MITCHELL under
inspection. In a letter to the Commandant dated March 25,
2005(1), Congressman James L. Oberstar wrote to then-Coast

Guard Commandant Thomas H. Collins reminding him: “Since
1992, towing vessels have been involved in more than 607
sinkings, 593 floodings, 494 fires, 115 capsizings, 41 explosions,
and 103 abandonments. I believe these numbers can be
significantly reduced by having these vessels inspected by Coast
Guard personnel pursuant to the vessel inspection laws and
manned in conformance with the manning and licensing
requirements under section 8101 of title 46, United States Code.”
Our Association, founded in 1999, continuously urged the
formal inspection of towing vessels since 2000. However, our
mariners were given the “run around” by Coast Guard
Headquarters as well as by the Towing Safety Advisory
Committee (TSAC) for a number of years. Although it is a
Federal advisory committee, TSAC has been controlled for
years by the American Waterways Operators (AWO), a
towing industry trade association.
We note the practical consequences of industry lobbying
and manipulation are that four years after Congress stepped in,
the Coast Guard still failed to come up with a Notice of
Proposed Rulemaking (NPRM). TSAC, in reality the AWO,
has grabbed control of the rulemaking machinery. Apparently
both the Coast Guard and the towing industry feel as if they
have all the time in the world to generate towing vessel
inspection regulations. However, their procrastination only
further endangers the lives of crewmembers serving on
demonstrably unseaworthy towing vessels such as the ancient
tug H.D. MITCHELL.
607 “sinkings” and 103
“abandonments” in a 12-year period certainly is not a ringing
endorsement of existing industry practices and should serve as
a clear warning to our mariners that something is seriously
wrong both with the towing industry and its Coast Guard
apologists! We hold the Coast Guard at the highest levels of
command responsible for the appalling state of affairs that
currently exist. [(1) Refer to Docket #USCG-2004-19977-129]
In the same letter, Congressman Oberstar stated: “I
understand that in public meetings some individuals have
indicated that safety management could be used to fulfill the
requirements for inspection of vessels by Coast Guard personnel.
However, (46 U.S. Code Chapter 33) and historical precedent
regarding the implementation of vessel inspection laws for all
other types of vessels require vessels to be physically inspected
by Coast Guard personnel. Safety management will supplement
the inspection of towing vessels by Coast Guard personnel to
help ensure that the vessel is maintained in compliance with the
inspection requirements in between Coast Guard inspections.
Congress did not intend for safety management to be the basis for
an inspection mechanism for towing vessels.” Congressman
Oberstar is now the Chairman of the House Transportation and
Infrastructure Committee.
Life Rafts
Uninspected commercial fishing vessels in “warm waters”
such as the Gulf of Mexico that operate within 20 to 50 miles
of the coastline must carry an inflatable liferaft.(1) However,
and quite notably, there is no such requirement for towing
vessels to carry inflatable life rafts. [(1) 46 CFR Table
28.120(a) Survival Craft for Documented Vessels.]
Ever since the 1985 PILGRIM BELLE accident, the National
Transportation Safety Board has “recommended” that the Coast
Guard require inflatable life rafts to provide “out-of-water”
protection against hypothermia for our mariners as well as for
passengers on small passenger vessels as well as annual testing
and replenishment of these inflatable life rafts and/or, in certain
cases, inflatable buoyant apparatus. The Coast Guard repeatedly

Newsletter

12

brushed aside these NTSB recommendations. The loss of life by
one crewman on the tug H.D. MITCHELL is a natural result of
this obscene Coast Guard policy supported by a number of Coast
Guard admirals at Headquarters level that we will be all too
happy to name. In the general scheme of things in our nations
capital, this incident and dozens of other isolated tragedies
accident is hardly noticeable.
While NVIC 7-91 is nothing more than “guidelines” in
fact, it has controlled Coast Guard rulemaking for the past 17
years. Rather than use the 17 years to perfect their
“guidance,” the Coast Guard’s NVIC does not even mention
the water temperatures of the Western Rivers and other river
systems to determine months where our mariners’ lives may
be at risk when they fall overboard into waters far lower than
59°F with equally tragic results. Years ago, our Association
documented these low water temperatures on the Mississippi
Riverto the Towing Safety Advisory Committee and urged the
Coast Guard to upgrade their NVIC– but to no avail. We have
reached the conclusion that neither the Coast Guard nor the
towing industry (i.e., AWO or TSAC) has any intention of
protecting the lives of our mariners when it would make
them invest in the necessary survival craft or personal
protection gear to do so!
The crewmembers of the Tug H.D. MITCHELL had only
“life vests” and ring life buoys to hold onto during the 12 to
13 hours they spent in the 63°F water. We are not even sure if
the H.D. MITCHELL was supplied with full “life jackets” or
only with lesser life vests because the Coast Guard’s
investigation report fails to tell us.
Unseaworthy Vessel
The accident report shows that this towing vessel was built
in 1959 and, at the time of the incident, was 47 years old. The
report does tell us it was valued at $350,000 – quite a bit of
insurance for an unseaworthy rust bucket.
However,
insurance companies are often a part of the problem when
they insure substandard vessels.
The report does tell us (p.7) that the “Deckhand finds a
split in the bulkhead between the potable water tank and the
engineroom (and that) flooding is out of control.” The report
gives us no idea of the vessel’s shipyard record because the
Coast Guard is not required to inspect towing vessels during
periodic haulouts. However, there appears to be absolutely no
curiosity on the part of Coast Guard investigators to look
beyond the fact that the ocean swallowed up the vessel and
drowned one of its crewmembers. Nor does it total up the
costs of the search and rescue to American taxpayers.
Poor Quality of Coast Guard Investigations
Our mariners need to understand that there are very serious
shortcomings in most Coast Guard investigations, especially
those that involve the 30,000 mariners who man our nation’s
5,200 towing vessels. It appears in many cases our Association
looks into that the Coast Guard simply could not care less about
investigating the underlying causes of accidents. In the last few
months, a blistering report by the Department of Homeland
Security’s Inspector Generals Office that we put on our website
as our Report #R-429-M, United States Coast Guard’s
Management of the Marine Casualty Investigations Program,
describes many of the shortcomings of Coast Guard
“investigations.” We remark that these shortcomings were public
knowledge as far back as 1994 and 1996 as is pointed out in two
government reports posted for years on our internet website,
namely Reports #R-429-A and #R-429-B.

Mariners who work on towing vessels need to be aware of
these shortcomings because poor investigations have done
little more than cover-up unsafe industry practices for years.
Remarkably, the Inspector General reported that the Coast
Guard office of Investigations and Analysis, a Headquarters
unit, simply “dumped” several thousand so-called “minor”
investigations to clear their own calendar. That Commandant
Thad Allen would allow something like this to happen and fail
to punish it really speaks volumes for the poor quality of
Coast Guard leadership found at Coast Guard Headquarters.
Unfortunately, this is not just a recent aberration – it is a
characteristic our Association noted ever since we have
attended Federal advisory committee meetings. It is not only
disgusting, it is reprehensible.
Informal Investigation
Our Report #R-429-C notes that Informal Investigations
are less exhaustive investigative efforts than formal
investigations, but include the determination and reporting of
the causal factors of a casualty and violation analysis, when
applicable. This is the minimum level of investigative effort
required to initiate enforcement actions.
There were no “Actions or Recommendations,” no “Safety
Alerts” and no other actions taken by the Coast Guard
mentioned in this accident report even though the incident
took the life of one mariner and almost took the lives of two
other crewmembers who are lucky to be alive today. One of
the surviving crewmembers, although hospitalized after his
rescue, “could not be located for a statement.”
The tug H.D. MITCHELL was operating at night in fair
weather, in winds estimated at 15 to 20 mph in 1 to 3-foot seas
when it started to list and flood. It was making way at the time of
the accident about 6 knots heading for its next waypoint.
Nevertheless, the Coast Guard received the vessel’s Mayday
message loud and clear on Channel 16 VHF by Sector St.
Petersburg and broken by Sector Mobile. Unfortunately, as the
report stated that the “…reporting source read the incorrect GPS
number…the next waypoint and not the current position.”
What happened next, as emphasized by the report, was
almost picture-perfect coordination by the Coast Guard to
utilize resources to search for the lost vessel. Fixed wing
aircraft and helicopters took off, surface vessels were alerted,
small boats on trailers were put on the road, and a local
assistance towing company was dispatched to the coordinates
and was first on the scene at the GPS location cited in the
Mayday call. It discovered – nothing! Finally, about 11 hours
later, at a considerable distance from the reported position,
Coast Guard aircraft from Station Clearwater located debris
including yellow rope in the water and, a few minutes later
discovered the deceased deckhand in the water. A few
minutes later, two crewmembers were found alive and were
hoisted into the helicopter and flown to the nearest hospital in
Gainesville, FL.
Items Not Addressed
The tug obviously was on a voyage of more than 12 hours
duration. The “informal” investigation report does not indicate
whether the three-man crew on the voyage included two licensed
officers as required by 46 U.S. Code §8104(h). Apparently the
person who conducted the investigation never was told that
insufficient manning of towing vessels has become a nationwide
problem. Apparently, the fact that the Master was licensed was
enough to satisfy his limited curiosity.
It is obvious that reporting the wrong GPS position almost
cost the lives of all three men by exposure in the 63°F waters
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of the Gulf of Mexico. In the CG-2692 report, the
owner/operator reports “18 years of service in the towing
industry.” If nothing else, this investigation, which involved
the expenditure of so many Coast Guard assets, could have
determined and reported why the Master was unfamiliar with
the equipment he was using at the time of the accident as well
as describing the background of the vessel itself. It could also
have explained why “three people entered the water without
lifesaving equipment” as the report indicates. The fact that
one life was lost and that the two lives that were saved was

done at great expense to the taxpayers which should have
triggered an in depth probe into this accident.
In the future, we can only hope that new regulations will
govern hull inspections, permissible routes, lifesaving
equipment, navigation and communications equipment of
towing vessels making offshore voyages. In this case, the
vessel operating 50 miles off the coast was using a VHF radio
beyond the maximum range these radios are designed for. If
the Mayday call had not been picked up by the Coast Guard,
there would have been no rescue and three dead mariners.

DESIGNATED EXAMINERS
An e-mail Message from Capt. Jordan May
Member of the Master of Towing Vessels Association

that occur on and after Nov. 1, 2007. This will not change the
expiration date of existing approvals. The process for obtaining
or renewing an approval as a Designated Examiner is as follows:
Original Approvals: Mariners seeking approval to serve as
a Designated Examiner should send a written request to the
National Maritime Center. This request should include a
description of the mariner's experience operating towing vessels
that includes the dates, towing vessels involved and their tonnage
and horsepower, the capacity in which they served, the types of
tows and areas transited. The request should also include a
description of the mariner's experience and training in conducting
assessments and providing training.
Renewals of Existing Approvals: Mariners wishing to
renew their approval as a Designated Examiner need only send a
short letter to the National Maritime Center that requests renewal
and briefly describes their experience operating towing vessels
since their last approval.
For Additional Information: If you have specific
questions regarding this new procedure, please contact Mr.
James Cavo in the NMC's Mariner Training and Assessment
Division at James.D.Cavo@uscg.mil or (304) 724-9546. For
more information on improvements we're making to Mariner
Licensing and Documentation go to our web site at
http://www.uscg.mil/stcw/wnnmc.htm
or
to
http://homeport.uscg.mil and select Merchant Mariners under
the list of Missions.
[NMA Comment: Also refer to our Report # R-383. Rev.3.
Designated Examiner Qualifications; The Good, The Bad,
and The Ugly on our internet website.]

We strongly recommend that towing vessel Masters send in a
letter requesting your Designated Examiner letter.
Not everyone thought the grandfather date in 2001 for the new
towing license was a big deal, but guess what......the same thing is
inevitable for the Designated Examiner status that allows you to
sign off on your crew’s Towing Officer Assessment Records
(TOAR). You don't need much, a letter with your position, towing
experience, names of the vessels you served on, tonnage,
horsepower, dates and your skill in teaching and assessing your
crew. See the information below for address and more. This letter
may become as priceless as your license someday.
U.S. Coast Guard's NMC Increases the Approval Period for
Towing Vessel Designated Examiners
The National Maritime Center approves "Designated
Examiners" for the assessment of competence of candidates for
towing vessel licenses. Since 2001, the National Maritime Center
has approved almost 2,500 mariners to act as Designated
Examiners. To date, Designated Examiners were approved for a
period of two years.
New Procedure. To help reduce the burden on the towing
industry and the Coast Guard, the National Maritime Center will
begin approving Designated Examiners for a period of five years
instead of the current two years. This change will apply to all
original approvals and renewals of previously granted approvals

COAST GUARD DENIES OUR APPEAL, KEEPS
DESIGNATED EXAMINER LIST SECRET
By Richard A. Block
[Source: File #GCM-171]
A mariner who completes a minimum of 18 months on deck,
of which 12 months must have been spent on a towing vessel, is
eligible to sit for an Apprentice Mate/Steersman’s “learners
permit.” Once the mariner completes the schooling and/or the
Coast Guard exam he can then move up to the pilothouse for a
year of training. At the conclusion of the apprenticeship period,
the mariner must demonstrate to a Designated Examiner (DE)
that he really knows how to handle a towing vessel. In other
words, the mariner must pass a “practical” exam.
The roots of the Designated Examiner program comes
from comments made by mariners during the rulemaking
process in the late 1990s that pointed out that many newly
licensed mariners did not know how to handle the towing
vessels they were assigned to. It was a widespread complaint

that appeared in a number of letters submitted to the
rulemaking docket as well as in comments at the public
hearings held in several cities.
During the winter of 2000-2001, the Towing Safety
Advisory Committee (TSAC) was tasked with developing the
Towing Officer Assessment Records (TOAR) that outlined
the type of practical examinations that mariners would be
expected to complete.
The traditional manner of
apprenticeship would give way to this new Coast Guard
program.
After a number of meetings held in the
Washington/Arlington area the new program was established
and the rulemaking project was concluded. The new licensing
regulations went into effect starting on May 21, 2001 and
phasing in over the next 5 years.
The Coast Guard did an abysmally poor job publicizing
the complex new towing regulations throughout the industry.
It did an even worse job informing the Regional Exam Centers
of the intricacies of the new program. Consequently, there
was anything but a smooth transition from the old “Operator
of Uninspected Towing Vessel” licenses to the new
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“Master/Mate” licenses. A great many licenses had to be
reissued when mariners found that the magic word “towing”
did not appear on the licenses the RECs issued them. The
Coast Guard’s performance was inexcusable.
One problem area that began to appear involved the
“approval” of Designated Examiners. Some large companies
had dozens of examiners while many small companies, who
had not even heard of the complex licensing changes, had no
Designated Examiners. Our Association was involved in this
issue from the beginning and followed it through.
At first, the Coast Guard kept us posted by providing us
with a list of designated examiners. This satisfied a
significant number of inquiries from mariners. However,
several years into the project, we were informed that to reveal
the names and contact information of those mariners who
stepped forward would somehow violate their privacy.
Our Appeal Denied
We viewed the matter differently! On May 9, 2008, two
and a half years later, our appeal to make public the list of
approved Designated Examiners was denied in a letter from
Rear Admiral D.T. Glenn, Assistant Commandant for
Command, Control, Communications, Computers and
Information Technology.
The key to Admiral Glenn’s letter appears in this sentence:
“The persons mentioned in the Designated Examiners List
have a substantial interest in their personal information.
FIRST AID TRAINING FOR BOAT CREWS
[Source: Waterways Journal, May 26, 2008, Letter to the
Editor.]
I've heard talk for years now of how the companies are
constantly improving safety on our inland rivers. While some
companies are actually making an effort to make sure that their
crews are operating as safely and efficiently as possible, others
are severely lagging behind. I am not going to bash the
companies that are actually making the effort to improve working
conditions on their vessels, but I am going to complain about
those lackluster companies that do nothing more than give lip
service to their personnel.
We all know that there are some companies out there that are
running their boats at far below a safe level, meaning that they
should have been drydocked a long time ago to get all the
necessary repairs. However, how many
times have you considered whether the
safety of the crew is compromised on
these boats? Do the boats have adequate
medical devices and supplies on them to
save a life in an emergency? Do the
companies really care whether their employees are trained in
giving CPR and other basic first aid techniques? Sadly, the
answer is no, they do not care enough about their crews to give
them the emergency tools they need to operate safely. It should
be mandated that every person on the boat be trained in basic first
aid before they ever set foot on the boat.
Why should they have to learn this now? Truth be told, they
should have learned it years ago and not right this moment. They

Public revelation of their personal information could result in
unwanted intrusions into their privacy via mail, telephone, or
visits to their homes. The general public’s interest in
determining the identities of persons mentioned in the
Designated Examiners list is negligible…” – Yeah, unless
you are an Apprentice Mate/Steersman for a small employer
who doesn’t have a Designated Examiner to qualify you!
This decision is a slap in the face to everyone including
TSAC members who participated in the towing vessel officerlicensing project. It also speaks volumes about Coast Guard
participants in the rulemaking project who should have
anticipated this problem and the many other problems that
dogged the project from the beginning but especially the
interaction between this rule and the Privacy Act. This conflict
apparently was not realized until several years later when the
National Maritime Center refused to make its updated list
available to our Association. The inability of a new Apprentice
Mate/Steersman or his employer, especially small companies, to
locate and obtain the services of a “Coast Guard-approved”
Designated Examiner will be a blow to these entities.
The letter of May 9, 2008 is the “Final Agency Action” on
this appeal. If we object, we have the right to seek a Judicial
Review in Federal District Court. We welcome any mariners
or employers adversely affected by this ruling to visit our files
on this matter.

should be trained, as you never know when someone is going to
have a heart attack, stroke, or other medical problem when you
are miles from the nearest hospital. If these shady companies
truly cared for their employees they would have already
implemented this into their "safety" departments.
While I personally do not work on the river, I do care about
the men and women who choose this as their profession. My
father worked out there for years and most people knew him well.
His name was Glyn Sharp and on August 7, 2007, he died on a
towboat tripping for a company that did not have any people
trained in basic first aid. This is not the industry's fault, but rather
one company's. No, strike that, one port captain's very poor
judgment. I say that because the day before he died, he was so
sick that a port captain ordered him to bed rather than stand his
watch. If he was sick enough to be in bed rather than standing
watch, then he was sick enough to be transferred to a hospital
where he could have been saved, or at least had a chance of being
saved. To make things worse, the boat was not going anywhere
as it had barges aground. The company could have ordered him
to the hospital, but they chose to save themselves the money
instead. They also graciously let me pay to get my father's body
back to us.
To say I am upset at this company would be an
understatement as I pray every day that all companies operating
like this one does will go out of business and leave the industry to
the true professional companies. Wives, ask your husbands if
their company has trained them in basic first aid. If not, then they
just might want to take that course, just in case something like
this happens to you.
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SAFETY ALERT
CONTROLLABLE PITCH PROPELLERS
AND SITUATIONAL AWARENESS
[Source: Mr. Jim Magill, Assistant Executive Director of
NOSAC forwarded Safety Alert #3-08 from Coast Guard
Headquarters that follows.]
A marine casualty in March 2008 involving a fishing
vessel in the Bering Sea resulted in multiple fatalities and
complete loss of the vessel. A Marine Board of Investigation
is currently examining the various circumstances surrounding
the casualty. Although the investigation is not complete,
safety issues associated with casualty have been identified that
merit immediate public dissemination.
Based on the survivors' testimony, the crew experienced
difficulty with launching and entering the three liferafts because
the vessel was making considerable sternway when the order to
abandon ship was issued. Evidence indicates the main engines
were still running and the vessel was backing with significant
astern pitch. Consequently, two of the liferafts quickly traveled
forward past the bow of the vessel when they were launched.
Attempts to retrieve the liferafts using the painter lines were
unsuccessful. As a result, the majority of the crew members were
forced to jump into the 34°F water and attempt to swim to the
liferafts. Ultimately, only 22 members of the vessel's crew made
it into the liferafts. All of these crew members survived. Of the
other 25 crew members who never made it into a liferaft, four
died and one remains missing.
The Coast Guard strongly recommends that owners,
operators, and masters of vessels with controllable pitch
propellers understand the design and operation of the system.
This includes the primary and emergency sources of power for
both the control and main systems, the location and
procedures for using alternate control stations, and the
locations of the emergency shutdowns. While controllable
pitch propeller systems are generally designed and constructed
to fail in the "as is" position, in hydraulic CPP systems, the
actual blade pitch may change. In this case the vessel was
making considerable sternway. This was not a unique
occurrence. The MS EXPLORER (i.e., a cruise ship that sank
in Antarctic waters) also experienced this problem before it
sank in November 2007. Vessel operators, masters and
crewmembers must be prepared to respond accordingly.
In light of this incident, vessel owners, operators, masters
and crew members should also be mindful of the following
safety issues:

REP BENNIE THOMPSON SAYS
TWIC HELPDESK NEEDS AND IMMEDIATE FIX
[Source: IOMM&P June 2, 2006
Mismanagement of the TWIC Helpdesk, the contractorrun telephone service that is supposed to help workers and
employers with problems related to the Transportation Worker
Ident-ification Credential, is having a profoundly negative
effect on the men and women who comprise “the valuable
eyes and ears of our nation’s transportation system,” says
Congressman Bennie Thompson (D-MS), chairman of the
House Committee on Homeland Security. In a letter to
Department of Homeland Security Secretary Michael

1. Vessel masters and officers must maintain situational
awareness at all times and understand the effects of their
actions and decisions on the safety of their crew,
especially during emergency situations involving flooding.
This includes understanding what impact the vessel's
speed, heading, heel, and trim will have on the crew as it
abandons ship.
2. The master or individual in charge must evaluate the
particular circumstances of each emergency situation
(weather, seas, experience of crew, condition of vessel,
etc.) and adjust emergency procedures accordingly to
provide for the safety of his crew, vessel, and the
environment.
3. All crewmembers should understand that immersion suits
will affect their dexterity, limit mobility, and may make it
more difficult to launch survival craft, particularly when
the survival craft are covered with snow or ice.
Crewmembers responsible for launching the survival craft
should practice and be able to do so with their immersion
suits on. Lifesaving gear should be kept free of ice and
snow whenever possible.
4. When abandoning ship, crewmembers should make every
effort to enter directly into a liferaft or lifeboat before entering
the water. If crewmembers must enter the water, they should
stay together and attempt to enter a liferaft, climb onto
floating debris, or use any other means available to get
themselves out of the water as soon as possible.
5. Emergency drills should not be limited to routine
procedures such as donning immersion suits. Emergency
drills should ensure all crewmembers, including bridge
and engine room personnel, understand and practice what
to do in various emergency situations under actual
conditions.
Additional information regarding emergency procedures
for Commercial Fishing Vessels can be found at:
http://www.fishsafe.info
This safety alert is provided for informational purpose
only and does not relieve any domestic or international safety,
operational or material requirement.
Developed and
distributed by the Office of Investigations and Analysis,
United States Coast Guard Headquarters, Washington, DC.
[NMA Comment: The recent Inspector General’s report
(i.e., reprinted as our Report #R-429-M) highlighted that
relatively few “Marine Board” accident investigations
have been held in recent years. This safety alert is an
example of what the Coast Guard can do in the area of
marine safety when it puts its resources to work.]

Chertoff, Thompson called the TWIC Helpdesk “yet another
example of a poorly designed and managed program.”
Thompson said his office had received complaints about
the Helpdesk from transportation workers across the country.
Some said they had been put on hold for hours by the TWIC
Helpdesk, only to receive incorrect or misleading information
from the person on the other end of the phone. Thompson
said he had received reports that some companies were
considering hiring additional administrative staffers
specifically to help employees deal with the TWIC Helpdesk.
Thompson called on Chertoff to immediately detail the
remedial measures the Department of Homeland Security has
asked the contractor, Lockheed Martin, to take. Thompson also
asked Chertoff whether Lockheed Martin or the American
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taxpayer would foot the bill for the attempt to fix the Helpdesk.
“This failure exposes yet another flaw in an already
troubled program,” Thompson said in a statement released to
the press. “The Helpdesk was established to be the primary
means of communication between TSA and more than a
million transportation workers. But the phones are ringing
and nobody’s home. The Department of Homeland Security
must improve its oversight of this program if it hopes to
salvage TWIC and prevent another contract management
fiasco like Deepwater.”

In letters to Lockheed Martin, the government says that at
the beginning of May, the average caller wait-time for TWIC
Helpdesk contacts was over 20 minutes and that 70 percent of
callers generally give up after spending eight minutes on hold.

TOW RUNS OVER STALLED PLEASURE CRAFT
WITH ONE FATALITY

lead barge and came up capsized and then rolled up and began to
submerge until only a small part of the bow was visible. At this
time several other pleasure craft in the area helped people out of
the water. The Illinois Water Patrol was able to assist with
getting the vessel. Ashore after dragging it through the water.
Inspection of the I LOVE PARIS by the SIO, following
the collision, shows impact damage on the starboard bow, a
couple of feet high. The forward half of the cabin top was
crushed resulting in a fracture from starboard to port in the
fiberglass. Also, the windshield and bow railing on top of the
cabin were crushed and missing. The port side, just aft of
amidships, has a large opening with scrape patterns. This may
be from the vessel hitting the bilge knuckle of the barge.
Various scraping are present around the entire vessel,
consistence with the vessel rolling underneath the barges.
Also, the outdrive was found in the up position.

[Source: Misle Activity #1705927; Misle Case #226450. FOIA
#03-0252, Release date Apr. 21, 2008. NMA File #M-293.]
Incident Brief
The Captain of the M/V GREG MINTON reported that at
approximately 1515 hrs on Oct. 12, 2002 his vessel was
proceeding northbound pushing ahead a 13 barge tow, near
Mile Marker (MM) 218 Upper Mississippi River (UMR)
when he was overtaken by two northbound pleasure craft on
his port side. Both vessels cut in front of his bow and he lost
sight of them beyond the empty barges at head of his tow.
Approximately four minutes later only one of the vessels
came back into his sight.
At approximately 1520 the Captain received a radio message
that there was a capsized vessel on his port side. The Captain
visually confirmed the report and sounded the general alarm.
According to witnesses on the pleasure craft (P/C) I LOVE
PARIS, the boat with 5 persons on board (POB) overtook the
tow and then experienced engine problems. The operator of
boat proceeded some distance ahead of the M/V GREG
MINTON, and reduced speed at which time the engine failed.
Attempts were made to restart the engine with no success, and
they raised the lower unit to check for debris. Passengers then
noticed the tow nearly upon them, and jumped overboard to
escape. Another pleasure craft responded to assist the people in
the water and rescued 4 persons and confirmed that one person
was still missing. The body of missing person was recovered
months later in June 2003.
Before the Accident…
At approximately 1:45 p.m., the pleasure craft departed the
Alton Marina, where they had filled up with fuel. They were
proceeding northbound on the between MM216 and MM218
along the line of green buoys to avoid running aground, as they
were unfamiliar with the area. The operator passed a couple of
towing vessels on his starboard side minutes earlier. All the
passengers were located on the aft part of the vessel and engaged
in conversation when they felt and heard the engine sputter.
When the operator put the engine in neutral it quit. He then
raised the engine and asked the passengers to look at the prop.
They reported that it was clear of debris and he went back to look
at the prop himself. At this time Gregory Williams yelled “What
is that?” Everyone looked up and saw a barge coming down on
them. All aboard, except the operator immediately jumped
overboard. After again trying to start the engine, he, too, soon
realized there was no time and also jumped overboard. The P/C
was hit on its starboard bow and rolled under the rake of the port

[NMA Comment: One of our licensed mariners who
encountered a problem obtaining his TWIC has had to
hire a lawyer and has paid over $3000 in legal fees with no
end in sight after TSA reportedly signed for and then
“lost” his paperwork. This is a sad commentary.]

Findings of Fact
1. There were numerous pleasure craft in the area of the collision.
2. River conditions in the immediate vicinity of the collision
were rough and choppy.
3. The channel is narrow in the vicinity of the collision,
measuring at 200 yards between buoys by GPS.?
4. The Upper Mississippi River and the Illinois River
channels intersect in the vicinity of the collision.
5. The collision occurred during the day, in clear weather and
with light and variable winds.
6. The M/V GREG MINTON was just beginning its turn to
port prior to the collision.
7. Company policy for Marquette Transportation Inc. states
that the Master/Pilot on watch is to determine if
additional lookouts are required.
8. No lookout was posted on the forward area of the M/V
GREG MINTON's tow.
9. All barges were empty and therefore at maximum height
above the waterline and creating a maximum blind spot in
front of the tow
10. The M/V GREG MINTON was making 8 mph over the
ground, while proceeding northbound on the UMR.
11. The only crew that would have been able to observe the I
LOVE PARIS, was the Pilot on Watch.. All other
crewmembers on watch were inside the towboat.
12. The Pilot on watch was very familiar with this area of the
river and had traversed it three weeks prior to the accident.
13. The Pilot was well rested. Drugs and alcohol do not
appear to be a factor in the accident.
14. The P/C was dead in the water, near the left descending
bank side of the channel, just prior to the collision.
15. The P/C was experiencing engine problems prior to the
vessel becoming dead in the water.
16. The P/C did not have a lookout posted while trying to
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determine engine problems. All on board were focused
on the back of the boat.
17. The P/C operator was not familiar with the area.
18. The P/C was inside the channel when it experienced
engine problems.
19. Alcohol and drugs do not appear to be a factor on the P/C.
20. The operator was operating on the right descending bank
of the channel prior to engine problems.
Conclusions
1. The primary cause of this collision was the failure of the
operator of the M/V GREG MINTON to detect the
pleasure craft and the failure of the persons aboard the P/C
to detect the tow of the M/V GREG MINTON, in time to
take evasive action.
2. Even though the P/C was dead in the water, the people
aboard may have had time to grab life jackets and make a
more controlled escape, if they had posted a lookout.
3. The practice of the operator of an uninspected towing
vessel serving as his own lookout in congested areas and
with a maximum blind spot in front of the tow is
inherently unsafe. A dedicated lookout positioned on the
head of the tow would have been able to see any pleasure
craft in the way and would have been able to at least give
a warning signal. This would have allowed the P/C
ample time to make a controlled escape. In this case the
Pilot on watch said he never realized he had hit a vessel,
until radioed by another tow vessel.
4. The importance of maintaining a proper lookout has long
been established. In 1871, the Supreme Court clearly
stated the significance of the duties of a lookout. "The
duty of the lookout is of the highest importance. Upon
nothing else does the safety of those concerned so much
depend. A moment's negligence on his part may involve
the loss of his vessel with all the property and the lives of
all on board... In the performance of this duty the law
requires indefatigable care and sleepless vigilance..” [The
Ariadne, 80 U.S. 475, 478-79 (1871)]
Rule 5 of the Inland Rules requires that "every vessel shall
at all times maintain a proper lookout by sight and hearing
as well as by all available means appropriate in the
prevailing circumstances and condition so as to make a full
appraisal of the situation and the risk of collision, [33
U.S.C.A. §2005.]
5. The key issue surrounding Rule 5 is what constitutes a
"proper lookout" under "the prevailing circumstances."
Federal courts have held that "the question of the
sufficiency of the lookout in any instance is one of fact to
be realistically resolved under the attendant circumstances,
bearing in mind that the performance of the lookout duty is
an inexorable requirement of prudent navigation. Anthony
v. Int'l Paper Co., 289 F.2d 574, 580 ((4th Cir.1961); See
also Stevens v. United States Lines, 187 F.2d 670 (1St Cir.
1951) and Parker Bros & Co. v. Deforest, 221 F.2d 377 (5
Cir. 1955).(When it appears that the failure to post a
proper lookout was a factor in causing an accident, "the
omission to perform this duty is so grave a default as to
give rise to a strong inference that it contributed to the
accident and to impose upon the vessel the heavy burden
to show by clear and convincing evidence that it did not so
contribute." [Anthony at 580.]
6. The freeboard of the empty hopper barges being pushed by

the M/V GREG MINTON ranged from 9 to 11 feet. The
Senior Investigating Officer (SIO) determined that this
would have created a 641 ft blind spot forward of the
lead barges. In a similar case, the Eastern District of
Louisiana held that a tug pushing three barges which
created a blind spot of 400 – 500 ft created a duty to post
a lookout. Taylor v. M/V Tiburon, 1975 A.M.C. 1229
(E.D.La. 1974). The court further found that the lookout
should have been posted on the lead barge to warn the
master of approaching small craft. Id. Given the number
of pleasure craft in the area and the extent of the blind
spot, the Master of the M/V GREG MINTON had a legal
duty to post a lookout.
7. Written company policy leaves the decision to post a
lookout, with the Pilot/Master on watch.
8. It should be noted that the operator of the M/V GREG
MINTON had two deckhands available to stand lookout.
(Findings of Fact 11). Both deckhands reported that they
were not involved in critical duties or administration of the
vessel. One deckhand was doing laundry and the other
was reading.
Recommendations
1. The failure to post a lookout is, at a minimum, negligence.
One could argue that the amount of congestion, the narrow
channel, and the blind spot; required the posting of a
lookout and that failure to do so constituted misconduct.
Captain ¢_ operated the M/V GREG MINTON with an
obstructed view and in a congested area without posting
a lookout.
2. I recommend that the Coast Guard initiate suspension and
revocation actions against Captain ¢ The record contains
evidence sufficient to prove, beyond a preponderance of
the evidence, violations of the following:
● Rule 5 – Look-out "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 for the situation
and the risk of collision."
● 46 USC 2302(a) – Negligent Operations "A person
operating a vessel in a negligent manner or interfering with
the safe operation of a vessel, so as to endanger the life,
limb, or property of a person is liable to the United States
Government for a civil penalty of not more that $1000."
● Rule 6 – Safe speed "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,"
(Captain Newton never reduced speed below 8 mph. Unless
it was unsafe to do so, he should have reduced speed in
order to avoid collision and facilitate the ability to give
warning signals or take proper action when detecting
another vessel.
[NMA Comment: In spite of the “recommendations”
contained in herein, there is no evidence in the report that
would lead us to believe that the Coast Guard initiated any
suspension or revocation proceedings.]
[NMA Comment: We recommend reviewing this NMA
Report #R-294. 45 Musts for Effective Watchkeeping.]
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HIGH WATER REGULATIONS
EXERCISE 280 HP PER BARGE RATIO
By Captain John R. Sutton
In the wake of the 1997 accidents in the Lower Mississippi
River between Baton Rouge and New Orleans, the Coast
Guard implemented the Waterway Action Plan (WAP) for the
Baton Rouge – New Orleans Corridor. I was part of those
meeting as President of the American Inland Mariners
Association.
This year’s high water event that is coming to a close now
is really the first serious high water since 1997. With the plan
implementation this year came the strictest horsepower-to
barge ratios ever seen on the river. We clearly saw a
reduction in accidents in the corridor during the operation of
the Vessel Traffic Control Center in Baton Rouge.
The plan mandated 280 horsepower per barge for

navigating below Wilkerson Point and into the New Orleans
harbor. It mandated the use of assist vessels at the Port Allen
Locks. The whole plan is available online.
Frankly, while I didn't really believe some of the controls
implemented were needed, I do believe accidents were
reduced. However, with that said, we did have some
significant accidents upriver that caused the Captains of the
Port in New Orleans and Memphis to close bridges to
nighttime transit – a real “first” on the Lower Mississippi
River. No nighttime transits during high water in St. Louis
Harbor have been a reality for over 20 years now.
I did hear the VTCC operators (i.e., AWO-member
companies) are planning a "hot wash" to discuss issues
surrounding the recent operation of the VTCC. I believe
Raymond Butler of the Gulf Intracoastal Canal Association is
likely at the heart of any future meeting of the minds. Maybe
something useful could come out it if our mariners were asked
to participate in the meeting.
● The oxygen-deficient atmosphere that existed in the chain
locker was caused by natural, on-going corrosion of the
steel structure and the anchor chain within the space.
● The crew failed to recognize that the chain locker was a
potentially dangerous enclosed/confined space, or the
likelihood that the atmosphere within the space could
become oxygen-deficient over time. Consequently, wellestablished permit to work measures were not considered
before crewmembers entered the space.
● Training and subsequent drills in the use of Emergency
Escape Breathing Devices had not been sufficient to
ensure that the limitations of this specialized type of
equipment were recognized in an emergency.
● The Company policy on entry into enclosed spaces was
unclear and failed to consider the need for crews to enter
confined spaces like chain lockers while at sea. The
company provided the wrong equipment on board the
vessel for monitoring the oxygen content of the air.

THREE CONFINED SPACE ENTRY FATALITIES IN
OSV CHAIN LOCKER
[Source: U.K Marine Accident Investigation Branch (MAIB),
Report #12/2008, July 2008. Thanks to Mr. Jim Magill,
Asistant Executive Director, NOSAC. NMA file #M-783.]
Sounding the Alarm on Enclosed Space Accidents
The MAIB records show that 15 deaths and 31 reportable
injuries in accidents similar to the accident on the M/V Viking
Islay occurred on UK registered vessels or in UK waters since
1997. A separate study by the Department of Maritime Affairs in
Vanuatu shows 63 separate confined space incidents resulting in
44 deaths and 63 injuries on board vessels of 15 different flag
states during the period of 1993 to present. (p.26). Confined
space safety is extremely important.
The Viking Islay Incident
On Sept. 29, 2007, three seamen on board the Viking Islay
lost their lives as a consequence of entering an enclosed chain
locker.
The M/V Viking Islay, an OSV working as a standby boat,
was working in the North Sea conducting rig support
operations when two of the vessel’s seamen went forward
with the intention of securing a rattling anchor chain within
the chain locker. One of the seamen entered the chain locker
and immediately collapsed. It is probable that the second
seaman, realizing that help was urgently needed, raised the
alarm with a seaman on the bridge before he, too, entered the
chain locker in an attempt to help his companion. He also
collapsed and died immediately.
During the subsequent rescue attempt, the first rescuer on
the scene, because of his size was unable to enter the chain
locker wearing a self-contained breathing apparatus because it
was too bulky. Consequently, he donned an Emergency
Escape Breathing Device that was much smaller in size and
entered the chain locker. However, at some point, the hood of
that device was either removed or dislodged and the rescuer
also succumbed.
The Investigation Concluded That….

Rust/Corrosion Consumes Breathable Oxygen
Rust occurs when iron, the major component of steel
combines with the oxygen found in the air we breathe. Rust
takes place in an enclosed space like a chain locker where
steel surfaces are not well protected by paint and moisture is
present. The rust/corrosion process takes oxygen out of the
air mariners are supposed to breathe while working in the
compartment. In this accident,
● There were no “toxic” gases present – there just wasn’t
any oxygen.
● Rusting requires both oxygen and water and is accelerated in
the presence of salt. The corrosion of the steel within the
chain locker caused the oxygen to be consumed in the rust
formation process and resulted in an oxygen deficiency.
● The chain locker was tightly sealed and had no effective
natural ventilation. It was not possible to ascertain the
percentage of available oxygen in the air, but it was
probably less than 10% and possibly as low as 4%.
Physiological Effects of Reduced Oxygen
In normal temperatures, the oxygen level in air is about
20.9%. The following table indicates the effect of different
levels of oxygen to the human body:
● 18-21%. No discernible symptoms can be detected.
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● 11-18%. Reduction of physical and intellectual
performance without your being aware of it.
● 8-11%. Possibility of fainting within a few minutes
without prior warning. Risk of death below 11% oxygen
volume.
● 6-8%. Fainting occurs after a short time. Resuscitation is
possible if carried out immediately.
● 0-6%. Fainting is almost immediate. Brain damage may
occur, even if rescued.

This accident investigation was professionally done. The
British regulations and terminology differ from ours, but these
differences are easily bypassed. The MAIB reviewed every
aspects of the incident to an extent that this report could well be
used as a textbook case for confined space entry. It certainly
stands out in calling for management to identify every
“confined space” on every vessel in its fleet and to post of
warning notices as reminders on every such space. Sadly, there
was a sign within several feet of the entry to the chain locker.

Warnings Ignored
Elaborate safety management systems were in place to
protect these mariners but, unfortunately were not followed.
Confined space “drills” were conducted – not in the chain
locker, but rather, in the ship’s laundry room – hardly a
“confined space.” Nobody had tried to use the vessel’s selfcontained breathing apparatus to enter the small manhole to
the chain locker. Consequently, one rescuer tried to use an
Emergency Escape Breathing Apparatus which turned out to
be totally inappropriate for entering the locker – and is
designed only for escape purposes. He paid for this mistake
with his life.

[NMA Comment: We suggest that our mariners study this
report on our website as NMA Report #R-450.]

Lessons for Our Mariners
MODERN COMPUTER TOOLS SIMPLIFY
TIDE AND TIDAL CURRENT CALCULATIONS
FOR MAJOR U.S. PORTS
Background. Coast Guard regulations call for inspected
vessels to carry copies of the appropriate Charts, Tide Tables
and Tidal Current tables.
Following the Bayou Canot accident in 1993, towing
vessels following inland and coastal routes also were required
to carry these publications. On the western rivers, charts
published by the U.S. Army Corps of Engineers are called
“maps” and are available on computers and chart plotters.
There is no need to carry tide or tidal current tables unless the
vessel also operates on inland waters like the Intracoastal
Waterway. There are no “tides” on the Great Lakes.
Most licensed officers on ocean, near coastal and inland routes
are examined on their ability to use the tide and tidal current tables
for their original license. Unless you use the information in the
Tide Tables or Tidal Current Tables on a daily basis – say in some
East and West Coast ports with significant tidal ranges (Examples:
Anchorage 33 feet, New York 7 feet) or tidal currents (Examples:
Hell Gate, 4 knots; Plum Gut, 4.5 knots, Commando Inlet, BC, 810 kts.) the subject becomes very rusty. On the Gulf Coast, where
tidal range is small, mariners seldom consult the Tide Table.
However, the publication is faithfully renewed each year so the
vessel will not be cited by the Coast Guard. Using “last years”
edition of either pub is an instant invitation to disaster.
NOS to the Rescue
The National Ocean Service (NOS) is an agency within the
U.S. Department of Commerce that provides the data that appears
in Tide and Tidal Current Tables.
The data used to predict tides and currents in Tide Tables and
Tidal Current Tables is difficult to maneuver through and is
fraught with variables like wind and freshets that can not be
reliably predicted in advance. When you enter or leave a port, for
example, you need to know what to expect in terms of water level
and currents NOW and not at some future date.

[NMA Comment: Apply the cautions learned from this
report and enter confined spaces only as authorized by your
employer in writing. Consult your company operations
manual.]
[NMA Comment: We urge barge crewmen never to enter
the enclosed spaces on a barge (including dry cargo
barges) without first testing for adequate oxygen levels in
that tank. If you do not have testing equipment or have
not been trained how to use that equipment, do not enter
the tank or space.]
PORTS – Physical Oceanographic Real-Time System
A New Tool for Mariners
The National Ocean service is responsible for providing realtime oceanographic data and other navigation products to
promote safe and efficient navigation within U.S. waters. The
need for these products is great and rapidly increasing. Maritime
commerce has tripled in the last 50 years and continues to grow.
Ships are getting larger, drawing more water and pushing channel
depth limits to derive benefits from every last inch of draft. By
volume, more than 95% of U.S. international trade moves through
the nation's ports and harbors, with about half of these goods being
hazardous materials. A major challenge facing the nation is to
improve the economic efficiency and competitiveness of U.S.
maritime commerce, while reducing risks to life, property, and the
coastal environment.
With increased marine commerce come increased risks to the
coastal environment, making marine navigation safety a serious
national concern. From 1996 through 2000, for example,
commercial vessels in the United States were involved in nearly
12,000 collisions, allisions, and groundings.
“P.O.R.T.S.”
“PORTS” is a computerized electronic decision support tool
that improves the safety and efficiency of maritime commerce and
coastal resource management by integrating real-time
environmental observations, forecasts and other geospatial
information. This system is in use in these major United States
ports including:
● Narragansett Bay, RI
● New Haven, CT
● New York/New Jersey Harbor
● Delaware Bay and River
● Chesapeake Bay
● Tampa Bay
● Houston/Galveston, TX
● Cherry Point, NC
● Pascagoula, MS
● Gulfport, MS
● Los Angeles/Long Beach
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● San Francisco Bay
● Lower Columbia River, OR/WA
● Tacoma, WA
● Anchorage, AK
● Soo Locks, MI
● Mobile Bay, AL
● Sabine Neches, TX
If you are preparing to enter or leave any of these major ports,
crank up your computer and put aside your Tide Tables and Tidal
Current Tables. You will be able to see and read the actual
conditions at this moment in time.
P.O.R.T.S. measures and disseminates observations and
predictions of water levels, currents, salinity of the water, and
meteorological parameters (e.g., winds, atmospheric pressure, air
and water temperatures) that mariners need to navigate safely. All
this was done to help “big ships” safely navigate into and out of
these major ports, but you can make use of its information on
smaller vessels as well.
Objectives of the P.O.R.T.S. Program
The objectives of the PORTS program are to promote
navigation safety, improve the efficiency of U.S. ports and
harbors, and ensure the protection of our coastal marine resources.
Navigation Safety: The real-time tide and current data
provided through P.O.R.T.S. represents one component of the
government’s integrated program to promote safe navigation.
P.O.R.T.S. data, when combined with up-to-date nautical charts
and precise positioning information, can provide the mariner with
a clearer picture of the potential dangers that may threaten
navigation safety. NOS fulfills its navigation safety mission in
close concert with other federal agencies, such as the U.S. Coast
Guard and the U.S. Army Corps of Engineers.
Improved
Economic
Efficiency:
Our nation's
waterfronts, ports and harbors have historically been centers
of rapid industrial and urban growth, and have advanced
critical national objectives by promoting energy exploration,
fishery production, commerce, and recreation. Increasingly,
shipping companies are implementing new navigation systems
aboard ships to maximize cargo load while reducing
uncertainties in under keel clearances. These new systems
rely on the availability of real-time tide/current and other
information. For example, one additional foot of draft may
account for between $36,000 and $288,000 of increased profit
per transit. Knowledge of the currents, water levels, winds,
and density of the water can increase the amount of cargo
moved through a port and harbor by enabling mariners to
safely utilize every inch of dredged channel depth.
Coastal Resource Protection: Most ports are located at the
mouths of major estuaries, which provide critical habitat for many
important biological resources. For example, coastal waters
provide nurseries and spawning grounds for 70% of U.S.
commercial and recreational fisheries. Commercial fishing
employs over 350,000 people in vessel- and shore-related fisheries
work. An additional 17 million people participate in recreational
saltwater fishing, spending $7.2 billion annually. Activities at
ports can greatly affect these critical resources; dredging is but one
such activity. Each year in the U.S., approximately 400 million
cubic yards of dredged material are removed from navigation
channels, berths, and terminals.
The prevention of maritime accidents is the most costeffective measure that can be taken to protect fragile coastal
ecosystems. In 2004 alone, NOS's Office of Response and
Restoration responded to over 120 events, including the release of

270,000 gallons of crude oil into the Delaware River near
Philadelphia, and spill of over 400,000 gallons of bunker oil in
Alaska. One major oil spill (e.g., the 1989 Exxon VALDEZ
accident) can cost billions of dollars and destroy sensitive marine
habitats critical to coastal ecosystems. P.O.R.T.S. provides
information to make navigation safer, thus reducing the likelihood
of a maritime accident, and also provides information to mitigate
the damages from a spill, should one occur.
P.O.R.T.S. provides accurate real-time oceanographic
information, tailored to the specific needs of the shipmaster and
the local community. P.O.R.T.S. systems come in a variety of
sizes and configurations, each specifically designed to meet local
user requirements.
The largest of NOS's existing ports
installations is comprised of over 50 separate instruments; the
smallest consists of a single water-level gauge and associated
meteorological instruments (e.g., winds, barometric pressure, etc.).
Regardless of its size, each P.O.R.T.S. installation provides
information that allows mariners to maintain an adequate margin
of safety for the increasingly large vessels visiting U.S. ports,
while allowing port operators to maximize port throughput.
P.O.R.T.S. has the potential to save the maritime insurance
industry from multi-million dollar claims resulting from shipping
accidents. P.O.R.T.S. is accessible to maritime users in a variety
of user-friendly formats, including telephone voice response and
Internet reports also provides forecasts via numerical circulation
models. Telephone voice access to accurate real-time water-level
information allows U.S. port authorities and maritime shippers to
make sound decisions regarding loading of tonnage (based on
available bottom clearance), maximizing loads, and limiting
passage times without compromising safety.
CURRENT NMA “BROWN-LIST”
This list remains unchanged since Newsletter #51. Some
of the industry’s least desirable employers continue to receive
unfavorable mention in their plunge to the bottom of the tank.
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Brown Listed Companies:
● Abdon Callais Offshore.
● American River Transportation Co. (ARTCO)
● American Commercial Barge Lines (ACBL)
· BJ Services, Inc.
· Chet Morrison Contractors, Inc. [Also see “M/V
Cesspool” in this Newsletter.]
● Coastal Towing, LLC & TLC Marine Svc.
● Delta Towing.
● ENSCO.
● Five Bs Towing Inc.
● Frazier Towing
● Global Industries Offshore
● Gulf Pride Marine Service, Inc.
● Guidry Brothers/Harvey Gulf Marine
— Hornbeck Offshore Services
● L&M Botruc Rentals
● Maryland Marine
— Martin Gas Marine
● Stapp Towing
●Steel City Marine Transportation, Inc.
● Tidewater Marine
● Trico
— Versatility Marine [Now defunct but being sued.]
● Western Kentucky Navigation Company (WKN)
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Lafourche Merchant Marine
Training Services, Inc.
Offers you the courses you need!

License upgrades, radar and celestial endorsements
help you stay at the top of your career!
Let Lafourche Merchant Marine meet your training needs. Here’s a
sample of our Courses:
·500/1600 Gross Ton Master or Mate prep class
·100/200 Gross Ton Master/USCG-approved (testing done on site)
·Upgrade 100 Gross Ton Master to 200 Gross Ton Master/USCGapproved (testing done on site)
·Radar Observer/Radar renewal /USCG-STCW approved (testing done
on site)
·Able Bodied Seaman/USCG-approved (testing done on site)
·Celestial Navigation 200/500/1600/STCW Gross Ton/USCGapproved (testing done on site)
·Basic Safety Training/STCW-approved/USCG-approved (testing done
on site)
Ù The following modules are available: Elementary First Aid and
CPR, Personnel Safety and Social Responsibility.
·Visual Communications (Flashing Light)/ STCW-approved/USCGapproved (testing done on site)
·Shipboard Coordinator (Fishing Industry)/USCG-approved (testing done
on site)
·American Red Cross First Aid and CPR/USCG-approved
·Master of Towing Vessels/USCG-approved (testing done on site)
Assistance with U.S. Coast Guard paperwork $75.00 per consultation.
This service is only $30.00 for those enrolled in LMMTS courses.

CALL US AND ENROLL NOW.

LAFOURCHE MERCHANT MARINE TRAINING SERVICES, INC.
4290 Hwy 1
GCMA members get a 10%
Raceland, LA 70394
discount on courses under $500 &

PHONE: (985) 537-1222 20% discount on courses $500+
FAX: (985) 537-1225

NATIONAL MARINERS ASSOCIATION
P. O. BOX 3589
HOUMA, LA 70361-3589
PHONE: (985) 851-2134
FAX: (985) 879-3911
Email: info@nationalmariners.org
Website: www.nationalmariners.org

ADDRESS CORRECTION REQUESTED
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