of Transportation(!> to "... require the modal administrations (including the Coast Guard) to modify the appropriate
Code of Federal Regulations to establish scientificallv based hours-of-service regulations that set limits on hours
of service, provide predictable work and rest schedules, and consider circadian rhythms and human sleep
requirements. Congress became involved in 2004 and again in 2010. In Dec. 2011, NTSB Chairman Deborah A.P.
Hersman reiterated the agency's call for new hours of service regulations in comments to the Towing Vessel
Inspection rulemaking docket.< 2J ( 11Now applicable to DHS. musCG-2006-24412-187.]
Issue #5: Shortcomings of On-the-Job Training to Serve as Engineer
Traditionally, on most small commercial vessels, the Master and/or Mate work their way up through the ranks.
This "on-the-job training" (OJT) is supposed to provide sufficient knowledge and hands-on experience to maintain
increasingly sophisticated engineering plants. Often, however, it results in little more than the blind leading the
blind in a rush to move out of the engineroom to a less confining job on deck and an air-conditioned pilothouse.
If licensed deck officers are expected to maintain and often repair or adjust the engineering plant, in many cases
they cannot do so without being two places at the same time and/or without violating existing work-hour statutes.
We reiterate that one person cannot be physically present in two places at the same time, namely in the
pilothouse and in the engineroom several decks below, or routinely perform two very di(ferent job assignments
within the constraints of a 12-hour work day. Attempting to do so has led to at least one bridge allision with
fatalities as discussed later in this chapter.

.....

Issue #6: Engineering Statute Ignored
46 U.S. Code §8104(e)(l)(A)(B) states in part: "'On a vessel designated by subsection (d) of this section°J a
seaman may not be engaged to work alternately in the deck and engine departments; or required to work in the
engine department if engaged for deck department duty or required to work in the deck department if engaged for
engine department duty ... " fi)This statute refers to a merchant vessel of more than 100 gross tons on coastwise or
ocean routes.]
We ask Congress to study and review this statute in depth and to consider applying it uniformly to an expanded
group of inspected vessels based upon the horsepower and complexity of its installed engineering plant rather
than upon tonnage or route. We then ask Congress to mandate appropriate and meaningful engineer training(/)
and manning standards for engineers aboard these vessels. Left to its own devices, considering the poor reporting
of personal injuries in the industry, the Marine Safety Directorate has not viewed this as a serious safety issue. We
respectfully disagree!< 2>( 11 Refer to NMA Report #R-428, Rev. 1. 12) Refer to Chapter 14 (below).}
There is a pressing need to develop guidelines to adequately train both licensed and unlicensed engineers in both
theoretical and in practical engine room maintenance. However, the Marine Safety Directorate has never actively
encouraged engineer training for limited-tonnage mariners since existing statutes do not require licensed
engineroom personnel on OSVs ofless than 200 gross tons or on towing vessels in domestic service.
Maritime unions urged Congress as early as 1972, to recognize that safety requires properly trained personnel to
staff the engineroom of commercial towing vessels.< 1> In 1980, a statute required licensed engineers on offshore
supply vessels of over 200 gross tons but does not apply to vessels of less tonnage in spite of the increasingly
sophisticated engineering plants installed on these vessels. ('JRefer to NMA Report #R-401, Rev. 1.]
Very few towing vessels used in coastwise and oilfield towing exceed 200 gross register tons although on inland
waters and especially the Western Rivers some towing vessels approach 1,500 gross tons. Although our
Association pointed out to the Marine Safety Directorate that the duties, work-hours, and training vessel engineers
on these vessels cry out for attention, they refused to pass this message to Congress in the form of a Legislative
Change Proposal.
Furthermore, the Marine Safety Directorate and industry appear to confuse the terms "licensed" with "trained''
engineers. While both terms carry expensive burdens, "training" is closely and directly connected with safety and
deserves immediate attention. Our Association recommends that Congress require the maritime industry to provide
formal safety training (and accountability) for every crewmember who carries out even brief assignments in vessel
machinery spaces0 > and formal vocational training for all crewmembers assigned to regular engineroom
watchstanding and maintenance assignments. ('JRefer to NMA Report #R-428, Rev. 1.}
Both the MERPAC and TSAC have legitimate roles in identifying "best industry practices and standards" for
training limited-tonnage licensed and unlicensed engineers. Unfortunately, the Coast Guard neglected this matter
for forty (40) years after Congress declined to license engineers on diesel powered towing vessels in 1972.0 ; This
issue needs to be studied anew! f 1JRefer to NMA Report #R-401, Rev. 1.}
0
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The Officers Competency Convention of 1936 and Act of 1938 require licensed en~ineers to serve on vessels
over 200 gross tons in international waters. This was affirmed by Public Law 96-278 in 1980 for offshore supply
vessels.O> Unfortunately, the Coast Guard studiously avoided recognizing the need for trained engineers to operate
the engineering plant on commercial vessels ofless than 200 GRT. Some of these vessels now approach 200 feet in
length with very sophisticated mechanical, pneumatic, hydraulic and electrical machinery. ( 1146 U.S. Code
§830l(b)}
Issue #7: Intelligent Handling of Pollutants
Since OSV s are not classified as tank vessels, unlicensed personnel with questionable if anv formal training in
pumping fuel or liquid cargo routinely load, unload, and transfer petroleum, drilling fluids, and noxious liquid
substances in United States waters. Some OSVs carry over 200,000 gallons of diesel fuel as well as many oilfield
chemicals that can pollute the environment. The volume of these products far exceeds the 2003 Buzzard's Bay oil
spill that sent a towing vessel's Mate to jail.
This convenient statutory loophole declares that OSVs are not tank vessels is supported aggressively by the
Marine Safety Directorate and the industry trade association even though it flies in the face of the comprehensive
safety requirements for Tankerman (PIC) adopted in 1995_<1> We bring this loophole and its potential significance
to the attention of Congress to consider its implications for the environment. Our Association believes that
tan kerman training should be required whenever and wherever pumping fuel or noxious liquid substances takes
place and suggest that vessel operating companies provide a one-week tankerman training course for every
crew member who plays a role in transferring environmental pollutants. f 1>Refer to regulations in 46 CFR Part 13.}
Issue #8: Substandard Manning Levels for Engineers on OSVs
We assert that the Coast Guard with industry support actually encourages undermanning bv approvin~
substandard manning levels on a substantial number of OSV s greater than 200 gross register tons.
In letters to Admiral Paul Pluta, then Eighth District Commander and later the Assistant Commandant for Marine
Safety dated Jan. 16 and Feb. 11, 2001, we provided a copy of a valid Certificate of Inspection from a 185-foot
OSV greater than 200 GRT showing a permissible manning level of one licensed Chief Engineer with no oiler or
other engineroom assistant. Such an engineer was (and is) expected to be either on duty or on call 24 hours per
dav. We provided this as an example of a substandard manning practice on the part of the Coast Guard and an
unfair labor practice on the part of management. Since the Coast Guard constantlY reminds our Association that
thev do not become involved in "labor issues." this roadblock gives mana~ement a free hand to interpret hoursof-service statutes in anv manner it chooses.
Our Association also published (below) a copy of the hours worked by a licensed Chief Engineer on a comparable
offshore supply vessel. This is a true record of the engineer's "hours ofrest" following the Marine Safety Directorate's
defmitions in G-MOC Policy Letter #4-00, Change 1, shortly after that directive was published.
The OSV engineer, among his many other tasks is responsible for pumping a variety of below-deck cargoes. The
report indicates that he was grievously overworked. Yet, this is far from an isolated event in either the offshore oil or
towing sectors of the marine industry, as Chapter 14 of this report will reveal some terrible consequences. Our
Association brought these problems to the attention of both the Coast Guard and the U.S. Department of Labor at the
highest levels.
46 U.S. Code §8104(e)(l)(A)(B) states that on a vessel of more than 100 gross tons " ... a seaman may not be
engaged to work alternately in the deck and engine departments; or required to work in the engine department if
engaged for deck department duty or required to work in the deck department if engaged for engine department
duty ... " We state unequivocally that the Coast Guard often fails to enforce requirements of this statute.
Our Association is obliged to protect the interests of our mariners by pointing out that vessels in 24-hour service
need an additional watchstander assigned to monitor alarms and perform periodic checks in an "automated"
engineroom rather than a hybrid "deckineer," often an untrained ordinary seaman, who is shared between the
engine and deck departments. This has more to do with the state of equipment maintenance and repair than it does
with the games that management often plays with the vessel's tonnage measurement.
An engineroom watchstander needs to be fully trained because, among other things (on an OSV), he must be able to
pump fuel and hazardous chemicals since an OSV's Certificate of Inspection does not require a certificated tankerman.
Allowing untrained persons to perform such environmentally sensitive tasks doesn't make sense. Our Association protests
when deck officers must risk their licenses to cover pollution errors committed by un-certificated and possibly untrained
crewmembers. Protection of the environment suggests that "tankerman" training be required of mariners who must serve as
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persons in charge of cargo transfer on offshore supply vessels and even for taking on bunkers on a towing vessel.
Overworking engineers is not a new problem. The Coast Guard clearly recognized this problem in the Functional
Job Analysis (FJA) study their officers performed on offshore supply vessels in 1982. The Coast Guard presented
the FJA report at the Workboat Show in New Orleans and the report was widely circulated, and publicized.
Thereafter, the report was consigned to dusty bookshelves and conveniently forgotten.'/) In spite of the efforts and
expense that went into preparing this report, little effective action ever was taken to implement its fmdings.
Consequently, this turned out to be a waste of time and taxpayer money and of little assistance to our limitedtonnage mariners. fl) Refer to NMA Report# R-428-C.]
Our Association brings this matter directly to the attention of Congress in order to protect our mariners. The
Marine Safety Directorate has known of the unconscionably long hours worked by OSV engineers since the FJA
report in 1982 and took no steps to ameliorate these working conditions for over thirty years. In doing so, we assert
that they have been much too cozy with industry management.

Chief Engineer's Hours-of-Service on an OSV
This memo contains information provided by Glenn L. Pigott, a licensed Chief Engineer on an offshore supply
vessel and a member of our Association's Board of Directors. Subsequently, the Secretary of Transportation
appointed Mr. Pigott to membership on MERP AC where he served for many years.
During the tour of duty described below, no "oiler," "wiper" or other trained engineroom personnel was assigned
to help Mr. Pigott who fully and publicly explained the situation he faced at the Merchant Marine Personnel
Advisory Committee's meeting on April9-10, 2002.
In this report we use a "From ...To" approach to cover the full 24 hours of each day. This was based on
interviews, correspondence, and double-checked before publishing the original report. These hours are a general
outline of the workday the engineer performed on a typica1185-foot offshore suwlv vessel greater than 200 GRT
operating from Port Fourchon, LA, in domestic oilfield service and on vovages ofless than 600 miles- both these
facts being pertinent to this case.
We were concerned about how many hours on each day were available to him for "rest." Coast Guard policy letter GMOC #4-00, Change 1, defines "Rest" as "... a period of time during which the person concerned is off duty, is not
performing work. .. and is allowed to sleep without being interrupted." This does not state that the engineer did sleep,
only that he had the owortunity to sleep if he wished or was able to do so.
In this paper Mr. Pigott recorded the number of hours of "rest" he had in each 24-hour period on each day. Tills figure
did not have to match his schedule each day but should not directly conflict with it. We realized this report would be
subjective, but these figures were reported as true "to the best of his knowledge and belief." In this, the daily schedule is
only a guideline. Mr. Pigott advised us for each day whether it was possible at any time to get 6 hours of uninterrupted
~as required by the Standards ofTraining, Certification and Watchkeeping (STCW). Mr. Pigott stated that he would
be available to verify this report for any valid official purpose and did so before MERP AC.
Tuesday, October 31, 2000
0030 Left home to drive to work.
0420 Arrived at Port Fourchon. Stayed on crewboat awaiting my assigned 185-foot supply boat.
0530 Boarded a utility boat awaiting my assigned boat.
1000 Went aboard my assigned supply boat. I received no orientation. Liquid mud duties were awaiting my
arrival. I was the only engineer on the boat. No other engineroom personnel were assigned.
1030 to 1630.Transferring mud returned from the rig to two tanks on the boat.
1700 to 1900.Pumping fuel, stirring mud, and transferring water.
1900 Underway back to dock. Laid down
ESTIMATED TOTAL HOURS OF "REST": 2.

0

Wednesday, November 1, 2000
0230 Started pumping off mud to facility at the dock.
0500 Loading fuel and water at the dock.
0800 Internal transfer of fuel to level the boat.
1000 Return to bed.
1300 to 2400.Awake and started cleaning three (3) liquid mud tanks.
ESTIMATED TOTAL HOURS OF "REST": 4.

Thursday, November 2, 2000
0001 to 0300.Continued cleaning three (3) liquid mud tanks.
0300 to 0700.Awake and started to pump water.
0700 to 1400.Standby while pumping continued.
1400 Finished pumping water and Calcium Bromide
1400 to 2400.Standby at Rig.
ESTIMATED TOTAL HOURS OF "REST": 8.
Friday, November 3, 2000
0001 to 0200 .Standby at Rig.
0200 Hooked up to back-load mud from rig.
0330 Standby at Rig waiting for mud to be pumped from rig.
0630 Started receiving mud from rig.
0800 Pumping calcium and stirring mud every hour to prevent it from settling.
1200 Finished pumping calcium.
1300 Underway from rig to dock.
1800 Standby dock, loading and stirring mud.
1830 Laid down.
2015 Got up to stir the mud.
2400 Pumping water.
ESTIMATED TOTAL HOURS OF "REST": 3.
Saturday, November 4, 2000
0001 to 0400.Continued pumping water.
0400 to lOOO.Laid down.
1000 to 2400.Arose to swap generators; standby and circulate mud hourly.
ESTIMATED TOTAL HOURS OF "REST": 6.
Sunday, November 5, 2000
0001 to 1000.Up. Started loading cement.
1200 Standby.
1300 to 1500. Working on repairs to starter on Port Main Engine.
1600 to 2400. Standby Rig, stirring mud.
ESTIMATED TOTAL HOURS OF "REST": 4.
Monday, November 6, 2000
0001 to 0830.Stirring mud until arrival at dock.
0830 At Dock.
1200 At dock. Load Barite.
1600 At Dock. Offioaded liquid mud.
1600 to 2400.Standby.
ESTIMATED TOTAL HOURS OF "REST": 6.
Tuesday, November 7, 2000
0001 to 0800.Standby at dock.
0800 to 1200.Up and underway, performing routine maintenance.
1200 to 1800.?
2400 At rig.
ESTIMATED TOTAL HOURS OF "REST": 8 (6 HOURS OF SLEEP)
Wednesday, November 8, 2000
0001 At rig.
0300 At Dock.
0800 Underway.

0900 to 1200.At rig. Handle deck cargo.
1200 to 1800.Prepare to leave rig; leave rig; underway; arrive at dock.
1800 to 2300.Standby at Dock.
2300 to 2400.Standby to load Gel.
ESTIMATED TOTAL HOURS OF "REST": 5.

)

Thursday, November 9, 2000
0001 to 0300.Standby at Dock to load Gel.
0300 to 0700 .Load Gel and Standby.
0700 Underway in-port movement.
0900 At Dock.
1200 Underway.
1400 to 2400.At Rig.
ESTIMATED TOTAL HOURS OF "REST": 6.
Friday, November 10, 2000
0001 to 1200.At Rig.
1200 to 1600 Swapped generators; changed filters for port and starboard generators; cleaned engine room;
pumped gel and water to the rig; emptied forward liquid mud tanks for drill water.
1600 to 2400.At Rig.
ESTIMATED TOTAL HOURS OF "REST": 6.
Saturday, November 11,2000
0001 to 1600.At Dock. Loaded drill water into #2s & #5s and forward liquid mud tanks.
1600 At rig. Pumping water and cement to the rig.
2400 At Dock.
ESTIMATED TOTAL HOURS OF "REST": 4.
Sunday, November 12, 2000
0001 to 0800 .Standby at Dock.
0800 At Dock. Loaded Cement.
1200 At Rig. Pumped cement to rig.
2400 At dock.
ESTIMATED TOTAL HOURS OF "REST": 6.
Monday, November 13,2000
0001 to 0800.Standby at Dock.
0800 Picked up pallets of???
1200 to 2400.Standby at Dock.
RECEIVED 8 HOURS OF REST, 6 HOURS OF SLEEP.
Tuesday, November 14, 2000
0001 to 0400. Loading Barite at the Dock.
0600 Crew change. (I was paid Y2 a day going on duty and coming off duty)
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Issue #9- Who Determines a Vessel's Crew Size?
We next examine an important question that involves the matter of who determines the crew size on any vessel, how
they arrived at the number of crewrnembers, and when they did so.
The Marine Safety Directorate in Washington remains the sole arbiter of vessel manning decisions that, for most
purposes, are set in stone in Volume 3 of the Marine Safety Manual (MSM). Their decisions affect every inspected
vessel's Certificate of Inspection and will affect towing vessels in the future. Where did these decisions on safe
vessel manning came from, when they were made, who influenced them, and how they are applied or even justified
years later needs to be probed in depth.
Our Association believes the '"who" should involve three parties namely 1) the vessel's owner, 2) the Coast Guard,
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and 3) representatives of the mariners (e.g., labor) who man the vessel.
Our Association determined that mariners are always excluded from consideration in the manning process leaving them subject to determinations by faceless bureaucrats who may never have served on a commercial vessel and
to greedy vessel owners who exploit bare-bones manning requirements to place profit ahead of safety considerations.
Our mariners alone bear the burden of the work that takes place under working conditions often unregulated by
the Coast Guard including unregulated hours-of-service on OSVs, towing vessels, and small passenger vessels.
In light of specific vessel assignments, the Master of a vessel, as a professional merchant mariner, also should be
able to question the professional expertise or judgment of the Coast Guard officer who signs a vessel's Certificate
of Inspection. Shortcomings must be guarded against since many Coast Guard officers assigned to the Marine
Safety Directorate never served in commercial maritime service including the types of vessels they are assigned to
regulate. Many have never even observed the work performed on limited-tonnage commercial vessels.
While a long-term solution is to bring ashore trained and experienced merchant marine officers ashore and
replace Coast Guard officers (including USCG "re-treds") in the Marine Safety Directorate, there should be an open
appeals process attentive to mariners who are frustrated in reporting hours-of-service, safety and health violations.
"The level of manning on a vessel is highly subjective and generally left to the discretion of the OCMI that
certifies the vessel." Unfortunately, this passage quoted from the MSM statement is true. It is also likely some
OCMI, who may never have completed a single commercial voyage in his life, is the authority that signs the
vessel's COL Absent a negotiated union contract, we can understand why many crewmembers on OSVs and
towing vessels simply quit a company or even the marine industry when worked beyond endurance.
In an era of new-building larger and more technically advanced OSVs, a subcommittee of NOSAC was asked to
consider whether "larger" Offshore Supply Vessels would require additional personnel to operate them safelv. Their
response was that as a result of advances in vessel automation and heightened requirements for crew training, in
accordance with the ISM Code and STCW, it was likely that more sophisticated vessels manned by better trained crews
would enable larger vessels to be operated by a crew complement comparable to that of existing vessels. We disagree!
Our Association became quite concerned about the manning issue when we learned that industry planned to use a
standard "two-watch" system to man these huge new OSVs, most exceeding 1,600 GRT, rather than the "threewatch" system used in the blue-water merchant marine. In April 2008 we reviewed the work of NOSAC's
Subcommittee on Certification and Standards for Large OSVs and communicated our thoughts to them.
The "two-watch system" is a euphemism that conceals a demanding workweek at least 84 hours long.
Unfortunately for many of our mariners serving on OSVs and towing vessels, the actual working hours often extend
far beyond the statutory maximum of 12 hours per day. Larger vessels with more and heavier deck equipment,
lines, cables, chain, and hoses as well as larger steel surface areas subject to rusting, chipping and painting require
substantially more, not less, maintenance and physical labor. Such vessels generally operate with a "three-watch
system" in blue-water merchant marine service. However, the offshore oil industry has been able to get away with
exploiting its work force for so many years because it is largely "out of sight" to those outside the industry. Many
people do not remember that the offshore oil industry developed its own "securitv screen" two vears before 9111 in
response to the threat of union activity- not terrorist threats- and operated behind that opaque screen ever since.
The managers of companies in the towing industry apparently see advantages in using the same techniques.
Although our Association informed Congress, the Marine Safety Directorate, the NTSB, and the U.S. Department
of Labor of problems with insufficient manning levels especially on towing vessels, we saw few results and little or
no interest or effort in enforcing even the existing safe hours-of-service standards specified by law and regulation.

Issue #10- Undermanning vs Industry's "Availability of Close Support" Argument
The (NOS AC) Subcommittee also noted that OSV s generally operate in proximity to a shore base, often located
within 150 miles or less from the offshore facility served by the vessel. This support infrastructure provides quick access
to personnel, equipment, services and supplies required for the operation of a support vessel. The Subcommittee
recommended that the Coast Guard consider the unique support infrastructure available to OSVs and maintain the
current manning levels on OSVs, until such time as a demonstrated need for additional personnel exists."
It is this proximity to the shore base that our mariners are most concerned about. In fact, the small crews are
oOen overworked and their mandated rest periods are interrupted bv being constantly called out to move their
OSV (rom one dock to another within a port to load or deliver different cargoes, and to constantlv change
positions alongside the dock at crowded shore bases. While at their offshore destinations, many hours are spent
actively holding position or actively running in courses around the rig waiting to load or unload cargo. While
existing 46 U.S. Code §81 04(f)(l )(2) does not limit the authority of the Master to call out officers and seamen to
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maneuver and shift berths, moor and unmoor the vessel or perform work necessary for the safety of the vessel, the
need for this repeated and constant activity comes at a significant cost to our mariners' health and welfare when
sleep patterns are interrupted where the vessel is not sufficiently manned for a very active 24-hour operation.
Frequent turnarounds and constant cargo handling increase the crew's exposure to spills and cargo accidents,
especially when they are fatigued and need the help of additional personnel.
As stated above, part of the problem is that the manning level of a vessel is highly subjective and generally left
to the discretion of the OCMI that certifies the vessel. The Coast Guard, along with the vessel owner, decides upon
the vessel manning scale that is placed on the Vessel's Certificate of Inspection- notably without any mariner input
whatsoever. This decision is final because it is extremely rare that a Certificate oflnspection issued when a new
vessel first enters service subsequently is changed to reflect an unusually onerous vessel assignment or to call for a
larger crew complement. A boat owner who obtains a COl with "bare bones" manning is granted an almost unlimited
degree of flexibility that means "money in the bank" to him. If an officer or rating dared to go outside his company's
chain of command and request an upgrade in vessel manning, he likely would be terminated; and the Coast Guard would
view such a request as a "labor dispute" involving a disgruntled crewmember.
Other than requiring a full three-watch system, the only remaining solution for any inspected vessel contracted for 24hour service lies in tougher legislation and adequate enforcement that limits the length of the workday to 12 hours for
both officers and ratings and provides a full crew for each 12-hour period. However, tougher legislation without the
Marine Safety Directorate's ability and commitment to provide adequate enforcement is worthless.
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Example #1- Undermanning on Two Vessels in Collision Leaves Three Fatalities
On Mar. 15, 1998< 1> the OSV C-Captain, a 220-foot x 56-foot supply vessel of 1,699 gross register tons (GRT)
and 2,462 tons (ITC) collided with the OSV Bass River, an older 175-foot x 45-foot supply boat. The collision
sank the Bass River within sight of Port Fourchon, LA, with the loss of three lives. In this accident, the Master of
the Bass River served as his vessel's sole lookout on the inbound voyage that traversed congested near coastal
waters. He was alone in the pilothouse and exercised poor judgment and/or incompetence that led to the accident.
f/JNMA major casejile #M-407.]
While awaiting a final accident report by the Coast Guard, our Association discovered that the C-Captain's
Certificate oflnspection allowed this large OSVto operate in the domestic offshore oil industry with a crew ofonlv
5 persons namely 1 Master; 1 licensed Mate; 1 Chief Engineer; 1 Able Seaman, and 1 Ordinary Seaman. The
extremely low manning level served notice on our mariners of the offshore oil industry's plans to push "bare
bones" manning on Certificates of Inspection for increasingly larger vessels. However, this radical manning level
for a large OSV apparently slid by unnoticed as the Marine Safety Directorate's goal satisfied a well-connected
boat owner's bottom line without also considering in the safety and well-being of mariners. However, in this
incident, it happened that there were a number of additional, fully-qualified mariners in training aboard the CCaptain although they just were not in the pilothouse monitoring the navigation of the vessel.
The Coast Guard deserves censure for allowing large oilfield vessels operating in 24-hour service to be crewed
with such a small a number of mariners. There were not even two full crews available on the Bass River to man
the engineroom, pilothouse. and the deck without calling out the entire crew for even the most inconsequential
maneuvers such as safely tying up to the dock or to an offshore facility in calm weather.
Example #2 -Tonnage Manipulation Leaves Four Men to Operate a 184-foot OSV
By 1998, new offshore supply vessels had started to grow beyond the "standard" 185-ft. OSVs that admeasured
less than 1,600 GRT.
A tip by a licensed officer convinced our Association to request copies of the Certificates of Inspection (COl)
from two 184-foot offshore supply vessels of only 76 gross register tons. Since tonnage controls vessel manning
scales we noted that "tonnage" as unusual. We recognized this as our first introduction to a practice that has
become commonplace in the offshore oil industry.
The tip simply from one of our mariners said that two sister ships, the MN Gloria B. Callais and MIV Claire M.
Callais, were allowed to operate with a crew of one master, one licensed mate, and two deckhands in 24-hour
service. Both boats had a "domestic" regulatory tonnage of only 76 gross register tons (GRT) yet with an
international tonnage (lTC) of 1101 gross tons. Both vessels played this "tonnage game" to operate in domestic
service in the Gulf of Mexico. As far as mariners are concerned, this is a "race to the bottom."
We noted that neither vessel is required to carry a licensed engineer or a tankerman although the Coast Guard
authorizes both vessels to carry 4,200 barrels of Grade "C" methanol and hundreds of tons of Grade "E" oil-base liquid
on

mud and non-combustible noxious liquid drilling fluids.
The requirement for a licensed engineer only appears on vessels over 200 GRT in domestic offshore service. There
is no requirement for a tankerman since an OSV is not classed as a "tank ship" in spite of its large number of tanks and
the potential for pollution. However, it might be reassuring to the Master of the vessel, whose license is on the line, to
know that his two deckhands at least had some formal engineroom or tankerman training! However, no such training
was specified by the COl.
When these two offshore supply vessels are away from a shoreside dock for not more than twelve hours in any
24 hour period, the crew may be reduced to one master and two deckhands - barely enough to tie this large a vessel
to the dock. However, the vessel also may carry 20 "offshore workers" in addition to the crew - meaning that the
crew will have a greater mess to clean up in a crowded environment that can quickly become one of an offshore
flop house. However, it is refreshing although long overdue to finally see a notice in the Federal Register11 > that the
Coast Guard is finally seeking public comment on "Accommodation Service Provided on Vessels Engaged in U.S.
Outer Continental Shelf Activities." f/)77 FR 5039-504I, Feb. I, 20I2, Docket#USCG-2011-064I.]
The Gloria's COl was issued in Mobile, AL in Oct. 2003 while the Claire's certificate was issued in Morgan
City, LA in June 2003. There is one minor noteworthy yet unusual difference between the two COl's. After the
COl was issued in Morgan City it was later amended with this remark: "Added 1 deckhand at request o(owner;
added 1 PFD to required equipment." This change was rare indeed.
Any mariner who ever worked on an OSV knows that running a 184-foot supply boat in 24-hour service with
only four crewmembers is operating the vessel dangerously short-handed. Yet, the Coast Guard's OCMI in
Mobile didn't seem to understand that. However, alarm bells should have gone off throughout the industry when
the boat owner picked up on the issue and voluntarily added one deckhand to the COl on only one of the two
boats. This may prove to be little consolation to the crew on the other boat some day in the future if they have to
beg the owner to provide them with an "extra" man. They may be told: "the COl doesn't require it." If "not
required" the owner sign can a boat rental contract for 24-hour service and pocket the extra money as long as his
crew does not protest. In tough economic times, few crewmembers will risk their job by complaining although they
may also risk their safety and health.
The OCMI who signed off on a four-man crew on a 184-foot OSV should have done his homework. The idea
allowing four men to crew any vessel this size on a 24-hour basis, day in, day out, plays a cruel joke on every mariner
manning a vessel this size. It is an accident waiting to happen.
Example #3 - FJA Should be Required Reading for the Marine Safety Directorate!
Two Coast Guard officers performed a Functional Job Analysis of Maritime Personnel Employed on Offshore
Supply Vessels11 > and published this professional and detailed in-house study in Jan. 1982. Back then, the "typical"
large OSV was 185-feet in length, about the same size as the two 184-ft. vessels mentioned above. While we may
wonder why many oUicials in the Marine Safety Directorate never read this report as a job assignment
prerequisite. we can no longer forgive them for ignoring it today!
Headquarters should have made this study required reading for every officer assigned to marine inspection or
investigation duties involving vessels serving in the offshore oil industry. What's more, OSVs have grown and
become much more sophisticated in methods of propulsion, power generation, and pumping since 1982 as well as
in terms of propulsion and dynamic positioning. However, the Coast Guard allowed its knowledge of our mariners
who serve on these vessels to wither on the vine and gather dust on a bookshelf. It became clear to even the most
casual observer that a decade of neglect caught up with the Coast Guard when retired Vice-Admiral James Card
delivered his famous report on the Marine Safety Directorate to the Commandant in late 2007.11) fi)Reprinted as
NMA Report #R-40I-E.]
In light of the vast changes since the FJA report was first published, perhaps the time has come for a new FJA
report. However, we would not recommend this until Congress is assured that the Marine Safety Directorate would
implement meaningful changes.
Example #4- Undermanning and Tonnage Manipulation on Super Crewboats
[Vocabulary: "Super" Crewboat- A high-speed OSV of less than I 00 GRT but I50-200 feet in length.]
Larry T. Rigdon, who at the time was Senior Vice-President, of Tidewater, Inc, revealed one method used to
exploit limited-tonnage mariners working in the offshore oil industry in a letter addressed to a Coast Guard
Docket11 >and reprinted below. (~'Docket #USCG-I997-3I98.]
Copies of this letter also were e-mailed to and initialed by Captain William C. Bennett at the National Maritime
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Center (NMC). Bennett's branch of the NMC exercised control over the nation's merchant marine personnel. However,
senior officers in this branch apparently were unwilling to take steps to protect working mariners working on large,
undermanned "super" crewboats or to protect the environment. They simply ignored the message.
"Super" crewboats are vessels constructed to admeasure less than 100 GRT but are often between 150 and 200
feet in length making them sizeable and high-powered vessels. Their Certificates of Inspection do not require a
trained tankerman (PIC) as a person-in-charge of pumping the large quantities of fuel, liquid mud, liquid chemicals
and other pollutants at the dock or at offshore destinations. In contrast, on inland waterways, a trained and properly
certificated Tankerman (PIC) must pump dangerous liquid cargoes. In addition, a super-crewboat's Certificate of
Inspection does not require it to carry an engineer. The term "eniJineer" was kidnapped successfully from the
small vessel manniniJ vocabulary hut never reported missiniJ!
Chances are excellent if you hold an officer's credential and happen to be on watch, you will be held responsible
for an oil spill. Also, as an officer, you may fmd you are the only person with enough knowledge of the engineroom
to change the oil and maintain 3, 4, or even 5 main propulsion engines and several generators. This knowledge often
is perceived as a drawback to being a deck o[(icer on one of these high-speed vessels. Ignoring the need for trained
engineers is another example of how regulators overlook and thereby allow potentially unsafe conditions to exist on
limited-tonnage commercial vessels. Consider Mr. Rigdon's letter that follows. Emphasis is ours!

.)

To Whom it may Concern:
"The following pages contain a response to the USCG request for industry input concerning the establishment of
alternate tonnage design criteria and/or thresholds. Tidewater, Inc. (Tidewater) would like to offer some general
information about the negative impact that existing tonnage design criteria are having on one segment of the
offshore petroleum industry, and we will provide a Tidewater response to the alternative tonnage questions
provided by the USCG for industry consideration.
''In general, it is agreed that any desiiJn criteria, which incorporates tonnaiJe reduction techniques, can be
manipulated to allow very hi1Jh risk or unsafe vessel operations. Tidewater cannot emphasize enough our support
for continuing action to stop t01ma1Je manipulation resulting in the operation of vessels at high risk or in unsafe
conditions. In order to help illustrate the significant risk associated with tonnage manipulation, Tidewater has
provided examples of aiJIJressive manipulation o(the U.S. tonnaiJe re1Julations in this document.
"An example of the manipulation of tonnage reduction techniques is the current "super" crewboat, (actually a
fast supply boat). The "super" crewboat class, is made up of vessels between 150 and 200 feet in length, are
powered by up to 6,000 lwrsepower01 and are remarkably under 100 U.S. Gross Tons. These vessels can be and
are typically operated by a four (4) person crew, composed of one master with an under-1 00 GT USCG license and
three (3) ordinary seamen. None o(these individuals are required to have any eniJineeriniJ based traininiJ. The
only requirement for the three ordinary seamen is the completion of basic safety training under STCW."
('Jlnstalled sh~ft horsepower for these vessels continues to rise. For example, the March 2008 issue ofWorkBoat
magazine shows the new 170-foot MIV Seacor Cheetah with 13,320 shaft horsepower. Fortunately, that vessel will
carry a larger crew.)
"These new "super" crewboats are actually workiniJ as offshore suJ!Piv vessels. not as crewboats. The "super"
crew boats routinely operate at speeds in excess of 20 knots, around the clock, while carrying up to 400 tons of cargo
consisting of general oilfield supplies and equipment, fuel, water, and containerized items, including dry cement and
barite in portable tanks. In the same manner of operation as an OSV, this cargo is off-loaded at offshore rigs and
platforms either through transfer by crane or by pwnping the liquids or dry bulk cement and barite off the vessel utilizing
the vessel crew. Unlike an OSV. none of the crewmembers of the "super" crewboat are required to be DDE
licensetfl) en~neers or tankermen. We do not believe that this is what the rule makers envisioned when the Subchapter
T rules were fust drafted. Manipulation of this type should be stopped." (I)DDE- examined and licensed as a
Designated Duty Engineer.]
"It is Tidewater's opinion that operators are deploying "super" crewboats (really aluminum supply boats with
passenger seats) as OSVs, to avoid the training impact of STCW, with fewer crewmembers with less training.
Tidewater can evidence that recently delivered 165-foot "super" crewboats, built with three (3) main engines of
2,000 horsepower each are only required to have a crew of four (4) persons having the absolute minimum
qualifications described above. This compares to the most recent new build 200 foot plus offshore supply vessels
with only two (2) main engines of 2,000 horsepower each which is required by its COl to have a highly qualified
crew of nine (9) persons."0 J f'JNMA noted above that some OSVs in excess of 200-feet, like the OSV C-Captain,
operate with a crew of only 5 persons!]
0
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"Having cited onlv a single (extreme) examole of the potential hazards associated with tonnage reduction
schemes, Tidewater recommends no further consideration be given to the future use of anv (including the current
U.S. Regulatory) tonnage reduction techniques. Instead. the USCG should focus all its attention on the use of
"International" tonnage and the establishment of acceptable corresponding thresholds for aU new construction... , .
Our Association respectfully asks Congress to provide for the safety, protection and well being of limitedtonnage mariners who are continually short-changed by a seemingly endless procession of cute tonnage schemes
used by management to bypass significant regulatory breakpoints and safeguards. Reform the system to provide for
adequate training leading to good jobs for American citizens.
Example #5- Undermanning Mini-Supply Boats
In the June 2001 edition of Workboat, Captain Max Hardberger prepared an excellent article titled Think Big:
Bollinger Builds Small Boat with Big Boat Features.
The article and photos of the 145-foot MIV Lytal Andre were flawless. This oversized oilfield utilitv boat
contained many features found only on larger supply boats but were crammed into a hull that admeasured less than
l 00 gross tons. However, it is clear that domestic tonnage laws were not written or interpreted with an eve to the

safety of our working mariners.
Following specific complaints from one of our mariners, our Association sent a Freedom of Information Act
request to the Coast Guard to examine the MIV Lytal Andre's Certificate of Inspection (COl)- a public document.
Since the boat is only 90 gross tons, the Coast Guard allowed the vessel to be manned for 24-hour service in the
Gulf of Mexico with a crew of one 100-ton near coastal Master, one 100-ton near-coastal Mate and two green
deckhands who need not be experienced (i.e., neither must they have Merchant Mariner Documents nor be rated as
either an ordinary seamen or an able seaman (OSV).
Since the vessel is less than 200 gross tons, it does not need to carry a licensed engineer. In fact, the Coast
Guard's COl doesn't call for any "engineer" at all even though the vessel is crammed with pumps, engines,
generators and other machinery. Consequently, all engineering duties must be shared by all crewmembers at any
time of day or night in addition to other duties they may also have to perform on deck. This can place a great strain
on the two licensed officers who are limited by statute and regulation to working no more than 12 hours per 24hour day. Engineering duties on these vessels include:
• maintaining two 750-hp main engines including regular oil changes.
• servicing one 360-hp bow thruster engine including oil changes.
• maintaining the generators' diesel engines and regularly switching the vessel's two 75kw generators.
• maintaining two air compressors (not listed), their air receivers and pneumatic system.
• pumping, circulating, and monitoring up to 50,204 gallons of liquid mud en route to the job site.
• pumping and monitoring the transfer of up to 19,742 gallons of methanol with a separate, dedicated cargo
pumping system.
• transfer up to 32,277 gallons of fuel to a rig, platform or other vessel.
• maintain and operate a 6"x 4" fire pump and 1,200 gallon per hour fire monitor and be prepared to use this
equipment in regular drills as well as in true emergencies.
• be prepared to answer the engine alarms as part of an "unmanned" engineroom any hour of the day or night.
• start the fire pump and line it up for every fire drill.
The challenges of moving the vessel from one dock to another to pick up cargo items at any hour of the day or night,
tying up to the rig in any weather, anchoring and weighing anchor, can be solved on a vessel so scantily crewed onlv by

treating every movement ofthe vessel an "emergency" and calling all crewmembers to their stations to handle lines,
transfer cargo. pump liquids. or handle deck cargo. This abuses the definition of a true "emergenc:y.'"' 1> ( 11As defined
in USCG policy letter G-MOC-04-00, Change 1 in Chapter 2 (above).]
The COl calls for 2 life floats/buoyant apparatus as lifesaving equipment for 24 persons. Wives and families of
mariners' working on OSVs, towing vessels, and even small passenger vessels must understand that existing regulations
allow these vessels to this inferior "lifesaving" equipment. Using a life float means that each crewmember or passenger
on the vessel must enter and remain in the water and hang on to a 3/8-inch polypropylene line for however many hours
it may take to be rescued. This can be a tough order in the Winter and Spring when the water temperature in the Gulf
hovers at 60°F. Fortunately, Congress, amended the statute<•> in 2010 to require that survival craft after 2015 maintain
survivors "out of water" and thereby outlaw these life floats?> However, before Congress acted, the NTSB as well as
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our Association ran into a stone wall while trying to deal with the Marine Safety Directorate on this issue since
1986! t'146 U.S. Code 3104. (lJRefer to NMA Report #R-354, Rev. 4.]
Although our example, the MN Lytal Andre carries grade "C" methanol, grade "D" liquid mud, and diesel fuel,
the COl does not require either a licensed engineer or tankerman to pump it. Consequently, if there is a spill of any
of these liquids, the Coast Guard will seek to punish one of the licensed officers. The penalties can be severe if
either the spill or its true size is even reported!
It is possible that one of these officers might happen to be on deck wrestling hoses or in the engineroom trying to lineup a pumping system when a spill takes place. The vessel is also authorized to carry "marine portable and "DOT" tanks
types IMlOl and IM102 (that) may be discharged or filled while on board the vessel provided they meet the cargo
handling requirements of 46 CFR §98.30 and 46 CFR Part 64. DOT tanks types 57 may be filled or discharged while on
board the vessel provided they meet the cargo handling requirements of 46 CFR §98.33." Mariners without a working
know ledge of these regulations or lacking basic common sense can adversely impact safe cargo transfer.
On a two-watch vessel such as the MIV Lytal Andre, one of the licensed officers would be expected to be offduty while the other licensed officer's duty station is in the pilothouse. In any event, the COl says: "When
transferring fuel oil, petroleum based liquid mud, or other combustible liquids, a certificated tankerman, licensed
engineer, or licensed deck officer shall serve as the designated person in charge." Since there is no licensed
engineer or tankerman, guess who gets stuck in the game of "pin the tail on the donkey"? Hopefully the licensed
officer is flexible enough to be two places at the same time - in the pilothouse where he is supposed to be and on
deck or in the engineroom to control the transfer taking place!
Loading this complex vessel correctly requires an adequate knowledge of stability. In fact, it requires a greater
knowledge than is presently examined by the Coast Guard at the 100-ton license level - based on knowledge
requirements of the stability exam questions for 100-ton Masters.
While this new vessel certainly is a proud addition to its owner's fleet, and noteworthy for both its naval
architects, and the shipyard to crow about, we view it as just another dangerously undermanned vessel that the
Coast Guard allows to sail into the Gulf- along with other vessels similar in design that were purposely squeezed
under the 100-ton mark by naval architects to fit a comfortable niche in the market. We sincerely hope that this
boat and its sister ships that are dreams for their owners will not become nightmares for their crews.
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Example #6- Untrained "Deckineers" Are Dangerous?
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A "Deckineer" is person who combines the duties o(a deckhand with those o(an unlicensed and often untrained
engineer. This term does not appear in any law, regulation, or even a dictionary. The term is used as part of"on-the-job
training" used to justify an entry-level person's presence in a vessel's engineroom. According to statute0 > such a person
should not be employed on a vessel of over 100 gross tons although the Coast Guard seldom enforces this statute because
working mariners do not risk bringing it to their attention. (1)46 U.S. Code §8104(e).]
Trying to be in two places at the same time - namely the engineroom and the pilothouse - can be hazardous to
life and limb. The following examp/e0 > that took place on an inland towboat resulted in one fatal and two serious
injuries and knocked out the Claiborne Avenue Bridge, a major New Orleans traffic artery, for over two months.
f 'Refer to NTSB/HAR-94-03; NMA.file #M-059.]
On May 28, 1993 the Captain· of the small towboat MIV Chris0 > instructed his newly-assigned deckhand (e.g.,
"deckineer") that he would have to drain the engine's fuel traps "on every watch" because they must have "picked
up some dirty fuel..." According to the deckhand, the engines seemed to be in good running order earlier in the day
but the starboard engine had started to run roughly. (I) U.S. Towboat Chris Collision with the Judge William Seeber
(Claiborne Ave.) Bridge, New Orleans, LA, May 28, 1993. NTSB/HAR-94103.]
The Captain told his deckineer to go below and change the primarv fuel filter on the starboard engine. The deckineer
went down to the engineroom where he shut down the starboard engine and changed the primary filter. While the
deckhand was working on the starboard engine, the Captain kept the port engine engaged ahead at quarter throttle with
his empty one-barge tow pushed in against the bank. The deckhand said that after he restarted the engine, "the Captain
pushed the throttle forward to see if performance was better. The barge slid up the bank a little more, and he told me that
he was still having problems with it...[and that] I needed to change the secondaty [fuel ftlter]."
Shortly after the deckhand returned to the engineroom, the Captain left the wheelhouse unattended to go below and
help his newlv assigned deckhand change the secondary filter. Apparently, a wind gust caused the tow to start to slip
and shift position. In the 3 to 5 minutes the Captain and the deckhand were in the engineroom, the tow headed south
toward one of the support columns (i.e., "bent") of the Claiborne Avenue bridge. The barge's headlog struck this major
bridge support causing a section of the roadway to collapse.
0
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The Captain had worked on this waterway for 20 years and was rated as a "very good master." The deckhand
had only worked for the company for two days before the accident. In the aftermath of the accident, it appears that
the deckhand was competent to change the two filters - but the Captain did not know this. The Captain was cited
(and punished) for leaving his pilothouse unattended while he assisted the deckhand that he believed was necessary
in order not to lose his place in the queue of vessels to catch the next lockage at the Industrial Locks.
Unfortunately, and the NTSB seemed to miss this point, this was a foreseeable result o(providing a vessel's
Captai11 with a deckha11d with u11known and unproven qualifications to act as a "deckineer." After testing the
engine and finding it did not operate properly after a filter change, this tempted the Captain to troubleshoot the
malfunction using his 20 years of experience before entering the busy Industrial Lock and risking an engine failure
with the potential to destroy the lock gate and tie up waterway traffic for weeks if not months.
The fact is that there are no requirements (or licensed or unlicensed engineers to serve on board towing vessels.
The practice of using a "deckineer" (i.e., a deckhand who also has additional assigned duties in the engineroom) may
leave the engineroom unmanned at a critical moment. For example, if an engine stalls as a tow is entering a lock with
the "deckineer" handling lines or a fender on the head of a tow, it may take several minutes for him to rush aft to the
engineroom to restart the stalled engine .. .long enough for the tow to smash into (or through) the lock's gates.
In another example, a "deckineer" on 105-foot docking tug in Mobile, AL, with only a three-man crew suddenly
discovered he had engine duties to perform. He left the remaining deckhand to heave in a sopping wet 9-inch
dacron towing hawser by himself. This caused the deckhand to suffer a serious back injury that pennanently
disabled him. The cost of the ensuing lawsuit would have easily paid the salary of a second deckhand for years!
In still another example, the Captain of an oceangoing tug went into the engineroom and restarted his engines
without checking the oil. The oil had drained from a leak in the valve cover the previous day. The engine
destroyed itself shortly after leaving the dock because of lack of oil.
There is no shortage of examples.
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CHAPTER9
HARBOR TUGS AND THE "ONE-WATCH" SYSTEM
Industry Management Knows Better But Cares Less
Dr. William Sirois, Vice-President of Circadian Technologies, spoke to a packed house estimated to number 500
persons from all sectors of the maritime industry at the Eighth Coast Guard District Industry Day held in New
Orleans, LA, on May 15, 1996. The topic of his address was Alertness Assurance: The Key to Reducing Fatigue
and Human Error in the Marine Industry. Printed copies of his address were distributed to all audience participants.
In his address, he spoke of the following anecdote that appears in print in the book The Twenty-Four Hour Society
by Martin Moore-Ede, MD, PhD.<!) f''ISBN 0-201-6211-x.]
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Example 1 - The Onset of Fatigue and its Consequences
By the time the accident occurred at 6:30 A.M. on Oct. 30, 1988, the tugboat captain had been on duty almost
continuously since 3:00P.M. the previous day. He had worked the 3:00P.M. to midnight shift on the MN Neill
McAllister and then worked until 2:17 A.M. on another, more powerful twin-screw tugboat, the MN Fritzy K. He
had then changed tugboats, and had a short rest of one or two hours before he was called out again at 5:00A.M. to
meet the incoming cruise ship M/S Festivale.
It was dark when he met the MIS Festivale, and as he trailed the ship into San Juan Harbor dawn was just
beginning to light the horizon - the most deadly time of day for someone who has been up for most of the night.
By the time the accident occurred, our mathematical simulation showed that the tugboat captain's sleep-deprivation
depressed alertness level had dipped to its lowest point- much lower than that of a fully rested person.
The task of trailing immediately behind the stern of the MIS Festivale required continuous attention, but it was
an extremely monotonous job for the captain, all alone on the bridge of his tugboat. There was no steward to bring
him coffee, the other crewmembers were down on the deck; no one could relieve him. He just had to hang in
there and try to concentrate on keeping his tugboat steady in the stream of wash that would spin him around
backward and into the stern of the cruise ship if his attention Jagged for a moment.
And then it happened. The fog of a microsleep appears to have descended on his brain so that, for a moment, he
lost his attention on the task at hand. Before he knew it, his boat was spinning around and being pulled toward the
M/S Festivale- and his reflexes were too slow to take the necessary corrective action. The tugboat swung around
and came alongside the MIS Festivale. The tugboat's bow, now pointing to the stern of the Festivale, became
entangled with metal hooks on the side of the cruise ship. Obsessed with the potential to rip the canvas on his
tugboat's bow -a relatively minor problem- the captain failed to notice the large red letters just in front of him
that warned of danger from the screws below.
Three loud thumps occurred below deck, and the captain still didn't realize what was happening until the
tugboat started to take on water and sink. He and his crew jumped into the water and swam safely to shore, leaving
their tugboat at the bottom of San Juan Harbor.
Not every case is so clear-cut, but this account shows how the role in a human error incident of factors that cause loss
of alertness and reduced performance can be assessed.
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TO:

Our Request for Guidance on the "One-Watch" System on Harbor Tugs
October 5, 2006
Commandant (G-LMI) and
Commandant (G-PSO)
Commander, Eighth Coast Guard District

Subject: Request for Guidance on the 12-hour Rule as it affects Towine Vessels on a One-Watch System
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References:
•Title 46 U.S. Code 8104(a)(h)
•Title 46, Code of Federal Regulations,§ 15.705(a-d)
• Coast Guard Policy Letter G-MOC-04-00, Change 1
•Coast Guard Docket# USCG-2002-13594

Gentlemen:
The Gulf Coast Mariners Association writes this letter on behalf of the approximately 15,000 licensed towing
vessel officers who work aboard towing vessels affected by the statutes, regulations, and policies cited above.
While we understand that most towing vessels in 24-hour service follow either a two-watch system and
(occasionally, but very rarely, a three-watch system), this letter concerns watchstanding on a vessel on a one-watch
svstem. Specifically, this refers to a towing vessel that has only one licensed officer on board the vessel while the
vessel is on call on a 24-hour basis.
• (name redacted) is the single licensed towing officer on a towing vessel that does ship-docking and other harbor
work in a major southern port in the Eighth Coast Guard District. His vessel operates with a single watch crew on a 24hour basis. I have heard similar stories from up and down the Atlantic Coast. However, this is the first one, however,
that provided me with contact information that we can use to obtain further information or clarification. I am sure • will
be happy to provide specific information although we did not want to put his name in this letter.
• is a senior company captain operating a new, state-of-the-art towing vessel. His company is a non-union
company. He appears to be satisfied with his employment. However, he believes that there are times that the
work-hours he works are unsafe both for himself and his crew. Consequently, we present this as a safety issue.
• called a Lieutenant Commander in his Sector's Prevention Office who referred him to us. We want to
ascertain whether the Coast Guard interprets the "one-watch" system he performs under as described is "legal" or
not. Neither I nor LCDR (?) could provide him with the direct answer he requires.
The port • serves in is a busy port with constant activity. His company dispatcher will continue assigning his
company's vessels to various jobs (including ship handling and docking) throughout the port until such time as he is
notified that Captain •·s boat is no longer available. This might include jobs that are three hours here, four hours there,
and six hours in a third place. If • is in the middle of a job, it may not be possible to break it off when he has put in the
required twelve hours- and he may be forced to violate the statute with penalties and sanctions he seeks to avoid.
• pointed out that he believes his company does not intend to break the 12-hour rules. The defenses they put in
place are that they expect the captain to call the dispatcher after he has put in "ten hour behind the sticks" and give
the dispatcher a two-hour warning notice that he will have to shut down the boat. When he does so, ideally the boat
will be pulled off line for 12 hours. Again, this defense is not always possible. In one case he cited, he was "at
work" for 22 to 23 hours in one 24-hour period.
The possible one flaw in this system appears in the definition of "work" in G-MOC Policy Letter #04-00 that
states: "Work is anv activity that is performed on behalf of a vessel, its crew, its cargo, or the vessel's owner or
operator. This includes standing watches, performing maintenance on the vessel or its appliances, unloading
cargo, performing administrative tasks, whether underway or at the dock."
His company. however. onlv counts his time at the helm as "work." This means that he may fmd himself on duty
doing ''work" on behalf of the company that is not credited to his time on duty. Consequendv. if the definition of
"work" aJ!Peared in the regulations and not in an obscure policy document it might prevent work-hour abuse. This
assumes that the Coast Guard's defmition of ''work" is supported adequately by statute. If not, the Coast Guard has
means of bringing this deficiency to the attention of Congress - as do we. Additionally, we opine that this is one of the
things the regulatory team working on the towing vessel inspection docket should consider.
• reports that there are many times that the sleep he obtains on the job is badlv fragmented. This would have
adverse effects upon his circadian rhythm as documented by the Crew Endurance Management project the Coast
Guard recently presented to Congress. He is unable to obtain six uninterrupted hours of sleep - a significant
safety problem. While six hours of uninterrupted sleep is an STCW requirement on many vessels operating in
international waters, his vessel and other harbor tugs operate on inland waters.
Another possible flaw is that 46 U.S. Code §8104(a) calls for deck officers to obtain six hours of rest before
taking charge of a watch. Under this "one watch" system as described to me by the mariner, such rest is not always
possible making this an unsafe condition. See our entries on the docket cited under "references" above.
On May 15, 1996, I attended an Eighth Coast Guard District Industry Day meeting where the keynote speaker
was William G. Sirois [above]. Dr. Sirois told the audience of approximately 500 maritime industry executives the
story of the sinking of the ship-docking tug MN Neill McAllister. The story appears in the book The Twenty-Four
Hour Society by Dr. Martin Moore-Ede, MD, PhD, and describes a situation similar to that described by our
mariner. It is predictable that conditions described by • could lead to comparable fatigue-related accidents.
In an unrelated towing accident - the oil barge "B-120 grounding Apr. 27, 2003 in Buzzards Bay where ~
licensed mate chose not to seek help from his o(f-duty captain, paragraph 2 of the investigating officer's informal
report''J stated:
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"Studies, including Coast Guard studies show that "sleep deficit" occurs after the first day of this routine of 6
hours on, 6 hours off, increasing in its effect on cognitive abilities (alertness) each day. Calling for the master'~
assistance (or non-emergencies increases his/her sleep deficit and exceeds work hour limits set bv law.
Therefore, manv functions must be accomplished bv a single deck officer or timed to occur during watch
changes. The Mate had an incident on his prior watch where a tow wire was lost; this incident may have
negatively impacted his rest during his "off' period prior to the grounding. It may also have impacted his working
relationship with the assigned deckhand if he had been involved.
"In this staffing situation a single person was on watch with complex as well as mundane tasks to be completed.
There are enumerable details to be aware of as the transit progresses and the nature of the marine environment
changes. This must be accomplished day in day out, while in sleep deficit, with no additional direct oversight or
assistance to help catch human slips or errors ... " f 0 Misle Activity #1784825, Misle Case #11423, MSU
Providence; Also see NMA Report #R-429-D.]
"Another significant third towing accident involved the MIV Robert Y. Love, over four years after the accident,
the Coast Guard charged the vessel owner as well as the master with violating the 12-hour rules and fined them
$20,000 and $5,000 respectively. However, (a decade after the accident) the public is still awaiting the fmal
decision from the Hearing Officer after the towing company appealed the Coast Guard's small civil penalties.
''Please notify us whether you believe this situation is adequately covered by existing statutes, regulations, or
policies or whether the Coast Guard should (and will) initiate a legislative change proposal. Since I am not an
attorney, please phrase your written response in terms that the mariners who read our Newsletter will
understand . ... "
s!Richard A. Block
Secretary, National Mariners Association

[NMA Comment: One important survival aspect of the two-watch system for officers is that each officer is
expected to carry out his own watch without interrupting the sleep ofthe other officer. The policy falsely assumes
that illness, fatigue, calls of nature, distraction by electronic devices will not take place. The well publicized
collision between a Duck tour boat and tbe barge tow of the tugboat Caribbean Sea on July 9, 2010 in the
Delaware River at Philadelphia resulting in two fatalities is only a recent example of these false assumptions (e.g.,
electronic distractions) coupled with a faulty watch policy (i.e., two watch system) and poor judgment)
If new hours of service regulations were necessary, we expected the Marine Safety Directorate to announce
them when they finally issued the proposed Towing Vessel Inspection NPRM rulemaking in August 2011.
Unfortunately, that did not happen and this issue remains unresolved.
Our Association reiterates that towing vessels. OSVs. and small passenger vessels be designated as either "twelvehour" or twenty-four-hour" boats and that a complete deck and engine crew be mandated on the vessel's COl (or each watch on every 24-hour boat. A similar system has existed for years on OSVs in the Gulf of Mexico. However,
many operating companies "cheat" by chartering their vessels at lower-rates to provide for 12-hour service. They then
place the burden on the licensed officer whenever their customer pressures the vessel's Master to provide service beyond
the 12 hours. If an officer complains, he probably will lose his job for doing so. He has no recourse to the Coast Guard
that often fails to investigate anything that looks like a "labor issue." Our Association filed many substantial manning
complaints on behalf of mariners that never were properly investigated by Coast Guard officials. We also followed up
by re-reporting some of these complaints to the DHS Inspector General's office before they released their report on
"Investigations" in 200s.<•J flJRefer to NMA Report #R-429-M]

[NMA Comment: We propose to Congress that Coast Guard inspectors as well as investigators be given
access to vessel charter agreements and vessel official logbooks at each vessel inspection, at each accident,
and for investigation of each manning complaint to ensure that all each inspected vessel is properly manned
in accordance with its COLj
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The Coast Guard Response
The response to our letter of Oct. 5, 2006 (above) was drafted by Captain L.W. Thomas, Chief, Office of Operating and
Environmental Standards (G-PSO) in a letter dated Nov. 7, 2006 and was as follows:
"This is in response to your letter of Oct. 5, 2006, requesting guidance on the 12-hour rule as it affects towing
n..,

vessels on a one-watch system. In your letter, you describe a specific instance where an individual may be working
in excess of the maximum work-hours authorized on towing vessels.
"Licensed individuals employed on towing vessels are restricted by statute (46 U.S. Code §8104(h)) from
working more than 12 hours in a consecutive 24-hour period except in an emergency.
"The Coast Guard attempted to clarify work-hour requirements in Policy Letter 4-00, dated Apr. 26, 2001.
From your letter I note you are familiar with the policy letter which defmes "work" as " ... any activity that is
performed on behalf of the vessel. .. "
"If a mariner has reason to believe that he or she is operating in violation of law or regulation, that person should
report such violations to the cognizant Officer in Charge, Marine Inspection (OCMI). The OCMI has the authority
to investigate possible violation of law or regulation.
"As you are aware, the Coast Guard is currently drafting regulations to establish Coast Guard inspection of
towing vessels. It is unclear yet whether work-hours will be specifically addressed. However, we do expect to
include a provision for safety management systems that will likely address some aspects of workplace safety,
including work hours. I encourage you to follow this important rulemaking closely and provide input to the docket
once it has been opened for public comment.
Please contact Mr. Dave Dolloff at 202-372-1415 if you wish to discuss this further.
Sincerely.
s/ L.W. Thomas, CAPT. (USCG)

[NMA Comment: Mr. Dolloff and at least one other "Project Officer" quit the towing vessel inspection
rulemaking project before its completion and left the matter of "hours of service" unresolved in the NPRM
issued on Aug. 11, 2011.]

IF the Coast Guard Investigates ...
Although the Officer-in-Charge Marine Inspection (OCMI) has the "authority" to investigate reports of workhour abuses, what does a mariner expect the OCMI to find IF he does investigate hours-of service abuses? Here is
what we tell our mariners ...
We caution our mariners that their logbook entries will have to bear out anv expected findings. This is why
accurate logbook entries are crucial. However, for years, the Coast Guard claimed it did not have the authority to
promulgate improved logbook regulations. Our Association submitted a formal petition to the Coast Guard on
logbooks111 as early as March 28, 2000. The letters by our Field Director David Eckstein and the petition in this
docket conveyed our Association's concern about improving logbook standards, one that was shared by Congress
when they amended the logbook statute in 2010.(2) fi)At Docket USCG-2002-12581. flJ46 U.S. Code §1 1304.]
Our goal in improving logbook standards is to encourage mariners to accurately report hours-of-service abuses
in their logbook when left with no choice other than to work more than the legal 12 hours in any 24-hour period.
By doing so, Coast Guard Investigators would have written evidence available in casualty investigations or to
answer specific complaints by individual mariners. Unfortunately, since we submitted that petition, the DHS OIG
determined that the whole process of Coast Guard investigations developed a sorry record of taking care of
business111 in many areas that still call for reform. Nevertheless, as citizens and taxpayers, our mariners should be
able to expect trained Coast Guard investigators to enforce the law! fi)Refer to NMAReport #R-304, Rev. I.]
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CHAPTERlO
SAFE MANAGEMENT OF CREW TRAVEL TIME

I

Hours-of-Service Abuses at Crew Changes Explained
On Oct. 26, 1996 Captain John R. Sutton, President of the American Inland Mariners Association (AIM),
brought a dangerous crew-change practice to the attention of Admiral James Card. The dangerous practice cited in
this letter continues today and played a pivotal role in the fatal2002 Webbers Falls I-40 bridge allision incident that
claimed 14 lives.
Document #1 -Captain John Sutton's Letter
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Dear Admiral Card,
In a recent conversation with a colleague, we discussed certain practices in the inland towing industry that I
wanted to share with you. Since I do not know the depth of your personal knowledge of industry practices, please
do not be offended if you already know about this practice.
The practice I will explain deals with watchkeeping on uninspected towing vessels and how a Captain is
relieved at the end of his tour of duty on a vessel. It is a widely used practice for owners and operators of towing
vessels to crew their vessels on a "2 for 1" basis. This is simply a rotation such as 14 days on and 7 days off or
possibly 30 days on and 15 days off.
Rotating pilothouse crews in this manner involves using only three employees dedicated to the control of the
vessel - 1) a Captain, 2) a Relief Captain, and 3) a Pilot. Only two are physically present on the vessel with the
third on his time-off ashore. The Captain is the senior individual of the vessel and is so designated by the company.
The Relief Captain performs the same duties as the Captain in his absence during time off. The Relief Captain fills
the after-watch position and serves as Pilot when the Pilot is on time-off. The Pilot normally only fills the afterwatch position and is usually the least experienced individual in control of the vessel.
The main problem with this widely used system is that it clearly violates the law regulating maximum workhour limitations for operators of uninspected towing vessels. 46 U.S. Code §8104(h) states that an individual
licensed as OlJTV< 11 may not work (even voluntarily) more than 12 hours in a consecutive 24-hour period.
fi)OUPV =Operator of Uninspected Towing Vessel now called Master or Mate/Pilot of Towing Vessels.]
Perhaps it is necessary to explain this system in greater depth. When the Captain and the Relief Captain are
sailing on the vessel together, and the Captain gets off the vessel, the Relief Captain must change watches. This
normally means that the Relief Captain must move from the after-watch to the forward-watch. Incidentally and
traditionally, he moves his personal belonging to the Captain's quarters (often with a bigger bed)! However, this
means this individual inevitably has to work in excess of the statutory 12-hour limit on the day of the crew
change. This may happen once every 15 days. Considering that the Pilot normally only works the "after-watch"
and the Captain works the "forward-watch" it is only the Relief Captain that violates the law. This clearly is an
accident waiting to happen.
As an example, the Captain of a towing vessel serves thirty days onboard the vessel. The regular Pilot of the
vessel relieves him at 0630 on a given morning. Considering the Captain only worked 30 minutes of the first watch
of the day it is now necessary for the Relief Captain to change watches and assume the duties as Captain of the
vessel. He will work 17YJ hours in this 24-hour period: 6 hours from 0001 to 0600 as the Pilot, 5Y2 hours from
0630 to 1200, and an additional 6 hours from 1800 to 2400 serving as the Captain of the vessel.
I was told by a company representative that this work hour violation could be alleviated in several ways if the
Captain split the additional5Y2 hours by "working over" before getting off the boat since he would no longer have
to stand a watch, or he could stand all of the remaining SY2 hours. Nevertheless, one of the two licensed officers of
the towing vessel still would have to violate 46 U.S. Code §81 04(h) in order to complete this crew change.
Given the towing industry's deeply rooted premise that this system has always existed, why should they change
their ways now? In searching for answers, we need to consider the safety aspects of operating a towing vessel for
up to 18 hours a day without adequate relief and still comply with 46 U.S. Code §81 04(a). I think it is also fair to
assume the industry as a whole has always known this system violated the intent ofthe regulations governing watch
keeping on uninspected towing vessels.
I suggest that the industry as a whole needs to address this obvious snubbing of U.S. Code requirements if it
truly hopes to address the root causes of human error relative to fatigue as we move into the 21st centwy. Perhaps
the National Steering Committee should review this topic for PTP or as an issue in the "Licensing and Manning for
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Officers of Towing Vessels" as it relates to adequate manning issues.
Very truly yours,
s/Capt. John R. Sutton,
President, American Inland Mariners Association, Memphis, TN
A Safety Issue and Lack ofDeniability
By this letter, Captain Sutton formally brought this safety issue to the attention of Coast Guard ViceCommandant James Card. From the moment that letter was written and delivered to one of the nation's highest
ranking Coast Guard officers, that agency could never deny that they knew this problem existed.
Our Association later brought up the contentious issue of crew change before TSAC on many occasions in the
past decade only to see the Coast Guard take no meaningful action. It was not addressed during the major
rulemaking that transformed the licensing of towing vessel officers published in May 2001 nor in the Notice of
Proposed Rulemaking of Aug. 11, 2011 that failed to deal with pressing personnel issues like fatigue,
underrnanning, and hours of service into the background. It became clear that neither TSAC nor its Coast Guard
designated managers were concerned with the problem unless an accident occurred. When such an accident did
occur, it was a major casualty of national significance. The accident took down the Interstate 40 bridge at
Webbers Falls. Oklahoma. in a 30 million dollar accident killing 14 people and causing a maior highway
transportation bottleneck.
Remarkably, the towing company involved in the accident appealed the Coast Guard Hearing Officer's ruling
that the company along with the towboat's Master were responsible for violating hours-of-service regulations.<I>
Ten years after the accident, the final decision on the appeal to the Commandant is still pending. This is just one
reason why our Association has so little confidence in the Coast Guard appeals process- and there are others!<2 >
f 11Refer to NMA Report #R-370-A, Rev. 2. fl!Refer to NMA Report #R-436.}
Perhaps realizing that the issue of work-hour abuse had become a burning issue, the American Waterways
Operators in a joint "Safety Partnership" with the Coast Guard took up the issue outside of TSAC.0 > In fact, in
Appendix A of the Report of the Coast Guard-AWO Quality Action Team on Towing Vessel Crew Fatalities, 0 >the
AWO clearly stated how they, in "partnership" with the Coast Guard, avoided examining this issue in the presence
of the Federal advisory committee by using a "Quality Action Team" (QAT) approach. Although their OAT report
had no input from maritime labor, its importance lies in the fact that it exists and that it represents the shared
views of the Coast Guard and the AWO that reportedly speaks for "80% of the tug and barge industry."
Nevertheless, licensed and unlicensed mariners man 100% of the nation's towing vessels. Regardless of our doubts
about the validity of certain parts of this "joint" report, our Association urged every mariner to read and study a
copy of this report. {[)Reprinted as NMA Report #R-428-B.]
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CHAPTERll
THE "CALL WATCH" IS A MAJOR SAFETY ISSUE FOR UNLICENSED CREWMEMBERS

Coast Guard Lacks Authority to Regulate Unlicensed Mariners
Early in 2003, our Association learned from RADM Pluta's staff at the Marine Safety Directorate in Coast
Guard Headquarters that "Research conducted by his legal staffrevealed that the Coast Guard lacks the requisite
statutory authoritv to generate regulations addressing work-hours for unlicensed mariners workin!f aboard
uninspected towing vessels. Based on this, the Coast Guard cannot initiate a rulemaking project." This response
explains why we turned to Congress on this issue.
"Unlicensed Mariners"?
The Marine Safety Directorate knows that unlicensed vessel crewmembers work virtually unlimited hours yet
offered no concrete support or encouragement to overcome this injustice in TSAC, MERP AC, NO SAC advisory
committee meetings or elsewhere. Part of the problem as it relates to towing vessels relates to the A WO
recommendation as part of its Responsible Carrier Program (RCP) to limit unlicensed crewmembers to only 15
hours of work per day. While this policy condones a 105-hour workweek it is only a recommendation and is not
binding. Although RCP has much to recommend it, its policies do not have the force of law and its
recommendations only apply to AWO members. Thousands of limited-tonnage mariners work for non-AWO
companies. An AWO membership count of about 225 companies does not include figures gathered by the U.S.
Army Corps of Engineers and the Coast Guard that show more than 1,100 towing companies in the United States.
These figures will be refmed as the towing vessel inspection process moves forward.
This chapter will examine the work required of mariners serving on line-haul towboats on thousands of river
miles defmed as Western Rivers 0 l in Coast Guard regulations as follows:Ol Western Rivers means the Mississippi
River, its tributaries, South Pass, and Southwest Pass, to the navigational demarcation lines dividing the high seas
from harbors, rivers, and other inland waters of the United States, and the Port Allen-Morgan City Alternate Route,
and that part of the Atchafalaya River above its junction with the Port Allen-Morgan City Alternate Route including
the Old River and the Red River. fl)33 CFR §83.03(1).]
It does not take a rocket scientist to understand why there is now and will continue to be a shortage of
deckhands, "deckineers," unlicensed engineers, cooks, etc. willing to work on towing vessels and endure the
conditions described below unless there are adequate provisions for rest, relaxation, and allowances for basic
human needs in an aging workforce.
The Hell Hole: Working the "Call Watch" From Baton Rouge to New Orleans
[Source: By Captain David C. Whitehurst, Member, NMA Board ofDirectors}
While the Chambers of Commerce and Port Authorities refer to the Lower Mississippi River between Baton
Rouge and New Orleans as the "chemical corridor," deck crews on the linehaul towboats refer to this area simply as
"the Hell Hole." Here is why:
As I relate this voyage, it was typical of many others. It started out in St. Louis, Missouri, at 09:40 on June 11,
2003 on the MN Emanon, a typical 7,200 horsepower linehaul towboat that completed its 1.100-mile vova!fe to
New Orleans without any exceptional or extraordinary events. We departed from the Riverway Fleet at mile 174
Upper Mississippi River (UMR) with 30 loads headed for New Orleans. On the second day out, we received orders
to pick up one rake load and two box loads at Cairo, IL, at the confluence of the Ohio River. We picked up another
rake and a box barge at Memphis, TN.
Stop #1. We arrived at the Waterman Fleet at 17:15 on June 12th at Cairo, IL. We woke the "call man" at 05:30 this
morning. We will focus our attention on the "call man" and his "call watch" throughout the trip because we believe he
best illustrates the need for establishing a reasonable set of work-hours for currently unregulated and undocumented
merchant seamen working on the western rivers and inland waters.
We will leave it to your imagination to determine how a deckhand working a "call watch" on a typical
Mississippi River linehaul towboat must face and solve the issue of fatigue during this voyage. To this point in
time, the problem is his and his alone. Most people outside this industry have never heard of a "call watch" and are
oblivious to it. It is seldom if ever mentioned in Coast Guard "Crew Endurance" literature. Since unions do not
represent most "limited-tonnage" mariners in the inland towing industry, the average deckhand, as low man on the
totem pole, has no voice in improving his lot. As an independent Association, NMA will speak on his behalf.
If you don't know what a call watch is, the concept is simple. The deckhand assigned to a call watch, as the name

implies, is often called to work after hours whenever his services are needed. He is expected to stand his regular watch
daily from 06:00 to 18:00 to perfonn regular duties on the towboat including cleaning the crew quarters (i.e.,
accommodation spaces"), the head (i.e., toilet and bathing facilities), and the pilothouse, chipping, painting and nonnal
outside maintenance. In addition, if his services are needed at night, he will be "called ouf' to do "tow work" whenever
there are pick-ups or drop-offs to make. Unlike working on the free-flowing Lower Mississil)JJi River (LMRJ. when
working on a river with locks (i.e., a "locking river") a deckhand on call watch is expected to be on deck at every lock.
rain or shine, Summer, Winter, Spring and Fall. Nonnally the deck crew swaps out the call watch duties every week
or so. In this way every deck crewmember has an opportunity to draw the call watch.
The purpose o(the call watch is simple. It saves the towing companv the money it would have to spend ifthey
assigned a full dav deck crew and a full night deck crew although making and breaking tow takes place 24/rours a day. There isn't a whiff of overtime pay for pulling the long hours that a deckhand must remain on duty
when working a call watch.
At Cairo, the fleet boat, MN Barge Beater, arrives at 18:05 with the rake barge (i.e., a barge with a sloping bow).
Since our tow is too large to maneuver in the river, it requires the services of smaller towboats (i.e., "fleet boats") to assist
in adding or dropping barges at anchorages called "fleets." The barge is wired into the tow with its rake end upstream on
the starboard stern. Now, at 18:35, the fleet boat leaves us to pick up the two other barges scheduled for our tow. It
returns a little over an hour later at 19:45 with two box barges (i.e., rectangular barges with squared bow and stern); the
deck crew wires them in just ahead of the rake. Tills part of the job is fmished at 22:05. However, we must break the
boat out of the tow and move it over to center it and face it up to the newly assembled tow. We have to lay the backing
wires ("long wires"), face wires (''bow wires"), 65-foot ratchet wires on the port and starboard bow and also the holddown wires on the tow knees. It takes about an hour to do this task and is now 23:05. The call-man heads back to the
boat and the rain-locker (i.e., shower), rounds up a bite to eat and finally hits the rack (i.e., bed). The Captain is a nice
guy so the call-man gets to sleep until 08:00. The deckhouse and the bottom deck is being chipped to prime and then
paint so the call-man won't miss out on his regular deck maintenance work. He will work until17:00 with a break for
lunch, then shower, have dinner, watch a little TV and go to bed.
Stop #2. We arrive at McKeller Lake (Memphis, TN) mile 725 LMR (Lower Mississippi River) at 01:10 on
June 14th to pick up the rake and box loads. The call-man was wakened just before midnight at watch change at
23:30. The fleet boat, MN Rustbucket, arrives with the two barges at 01:50. The assembled deck crew (i.e., one
deck mate and one deckhand) augmented by the call-man wires these barges into the tow, finishing the job at 02:55.
We get underway, southbound, with 35 loaded barges with the next stop scheduled at Baton Rouge, LA. The callman heads back to the boat and the rain locker. He grabs something to eat and hits the rack. He is awakened at
11:00, eats breakfast or lunch as available, and is at work chipping paint from 12:00 to 17:00. We are fortunate that
the MN Emanon still has an assigned cook otherwise the menu would be heavy on "baloney" sandwiches! The
meal is followed by a shower, maybe a little TV, if the reception is passable, and then bed.
On June 15th at 05:00 the call-man gets up with the rest of the crew, eats breakfast and from 06:00 to 11:00 chips
paint and grinds rust. The job shuts down at 11:00 for lunch, resumes from 12:00 to 17:00 when he showers, has
supper, watches a little TV, goes to bed looking forward to the tow work that lies ahead of him the next day. This
is as close to "routine" as it ever gets.
Stop #3. It is 04:25 on June 16th when we back in at the Cap-Mar Fleet just below the upper Baton Rouge Bridge at
mile 236 LMR. We have entered "the Hell Hole." The call-man is wakened at that time. The fleet boat, MN
Headline, arrives at 05:15 and the fun begins even though we only have one barge to drop.
At 08:00 we back in and drop off one barge. It just happens that this barge is in the port outside string of barges,
the second barge from the head of the tow. The deck crew has to break about 12 sets of rigging to get this barge out
of the tow. The fleet boat departs with the "drop" (i.e., the dropped barge) at 05:50 and heads to the fleet where its
crew will secure the barge in the fleet. The MN Headline then carries out its regularly scheduled crew change.
The fleet boat crews generally work 12 hours on and 12 hours off duty. The MN Headline returns at 06:40 to
finish their tow work. They slide the two loads back and wire the barges into the tow. We release the fleet boat
and depart southbound at 07:25. Now the call-man returns to the towboat from the tow, pours a cup of coffee, and
takes a break in the deck locker. On this boat, the deck locker is an open work room with tools, vises, a janitorial
sink with running water, deck supplies, and milk crates to sit on with all the comforts of a gymnasium locker room.
Although not air conditioned, it provides shade, shelter from the elements and a place to shed your work vest and
equally filthy clothing and rain gear to prevent "tracking up" the interior of the boat. It is the boundary between the
outside world and the air conditioned comfort and cleanliness of"home."
To complete the removal of one loaded barge, there are about 10 to 12 sets of rigging to break and re-lay. One set of
rigging consists of one ratchet that can weigh about 30 pounds and one 35-foot wire (i.e., cable) that has a eye in both
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ends. The extent of the work all depends on the size of the eyes and the diameter of the wire. Maybe the wire is 5/8
inch, or 7/8 inch or even 1 inch so its weight varies although its length is standardized. Most of the wire is used elevator
hoisting cable that has already completed its first lifetime of service and may be starting to develop "fishhooks" or
broken wires that make it very user unfriendly. Then there is the chain sling. Tiris is a wire hula-hoop with anywhere
from four to six chain links on it. Again, the weight varies. The chain links, shackles, and pins are accessories.
Handling the first barge took a little over three hours including the time to unwire, move it, and rewire the barges that
have to be moved.
Stop #4. After finishing our work at Cap-Mar Fleet we depart and head to the next stop at CCI-Baton Rouge
about four miles down river at mile 227.5 LMR where we arrive 35 to 40 minutes later. We back in just below
Collegetown Light, mile 226.6 LMR arriving at 08:20 on June 16th. Here we must drop off three barges. One
barge is the second barge back from the head of the tow in the starboard middle string'' of barges. The second
barge is on the port stern outside. The third barge is on the starboard stern inside string, fourth barge back from the
head of the tow. f/JVocabulary: String= a row of barges countingfromfront to rear within the tow.]
The fleet boat, MN Nopush, arrives at 08:50. The first move is to pull two barges out of the starboard middle
string and hang a drop barge on another drop barge that is on the starboard stern corner of the tow. Then the fleet
boat must go into the hole with one barge. Next step is to pull four barges out of the inside starboard string. He
puts this drop barge end-to-end with the first drop barge that he hung down on the outside of the tow.
Next, the fleet boat goes back into the inside starboard string with the three barges. After all this is wired back
in place, we have old MN Nopush move one barge over to the inside string and wire it into the tow.
Now, the MN Nopush faces up to the hang down drop barge and departs with all three loads. We book eight (8) sets
of rigging because our orders show that we must pick up five empty barges on our northbound voyage. The MN
Nopush fmally departs, and we back out and head southbound. It is now 15:15 and the call-man heads back to the boat.
The cook has his plate (i.e., a very late lunch) in the oven. The call-man jumps into the rain locker, eats and heads to his
rack to grab a few winks before our next stop at the Darrow-180 Fleet. The call-man has been up and on duty for the
past 10 hours, 50 minutes and knows what lies ahead.
Stop #5. Our next stop at the Darrow-180 Fleet, about a six-hour run with one barge to drop. We arrive at
Darrow-180 Fleet at mile 180 LMR at 20:05. The call-man was awakened at 19:30. He dons his personal
protective gear including a pocketknife, steel toe boots, leather gloves, and grabs a cup of coffee and heads out on
the tow. We have two barges to drop at Darrow-180. Both are on the head of the tow, side by side. The fleet boat,
MN Bottomsup, arrives at 20:20. He pulls the "drops," hangs them on the outside of the tow, and slides one barge
over. He then faces up to the drop barges and heads to the fleet. We back out and depart southbound at 20:50. The
call-man comes off the tow and back to the boat. He gets some coffee, relaxes on a milk carton in the deck locker,
and maybe has a bite to eat because the next stop at the Darrow-175 Fleet is only about 35 to 40 minutes away.
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Stop #6 is at Darrow-175 Fleet at mile 175 LMR on the left descending bank (LOB). We back in out of the
navigation channel just above the Pumpkin Bezette Range Lights, mile 173 LMR, LDB. A fleet boat, MN
Bumper, is on scene. We have five barges to drop with three of them in the inside port string and two more on the
stern that are now serving as face-up barges. We take the three barges in the port string off first and the MN
Bumper departs at 22:35 headed back to the fleet with these drops.
The deck crew starts to break the boat out of the tow and even takes several doubled-up wires off the two
remaining drops that are the two face-up barges on the stern of the tow. Since two of the barges are faced-up to the
towboat, we must break the boat out from the tow and remove our long wires, face wires, ratchet wires and hold
down wires. We must replace the two barges we drop at this fleet with two other barges so we can reface the
towboat to the tow. Needless to say, this involves considerable work.
The MN Bumper calls and tells us that it will take them a little longer than expected because they are having
trouble picking up the shore wire that they must tie the three barges they just took from us. This is because the fleet
boat has only a Captain and a single deckhand who must manually pick up the eye of a 250-foot long 1Yz" diameter
steel cable by himself using a pike pole or a grapnel, and then secure the three barges to it. Thinrs would move
much more quickly and safely if he had a second deckhand to work with. If the fleet boat's deckhand falls
overboard, it will be extremely difficult for the Captain, as the only other person on the boat, to rescue him from the
river. But, that is a preventable "accident" waiting to happen and apparently cheaper to insure against rather than to
man the vessel with an adequate number of deckhands.
Fleet boats on rivers should be fitted with appropriate lifesaving gear including a Jason's Cradle or equivalent
and manned with at least two deckhands to ensure that a man overboard can be retrieved quickly. Companies
operating fleet boats should be required to plan for just such an eventuality. However, the Towing Vessel
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Inspection NPRM contains no such language."l f'J Refer to NMA Report# R-354, Rev.4.]
While waiting for the fleet boat to return, our deck crew takes a short break, and gets some coffee or Gatorade.
At 00:10 on June 17th, the MN Bumper arrives back and we finish breaking out the boat and position the MN
Emanon on the outside of the tow to hold it in position while the MN BUMPER extracts the last two drops and pulls
back up to the tow. It is 04:40 when the MN Bumper departs with his last drops.
The next job is to drop six barges at the Donaldsonville Fleet that we access at the same stop. The Donaldsonville
fleet boats are making their regular crew change so our whole crew has time to take a break and have breakfast.
At 06:15 the MN Linebreaker, the Donaldsonville fleet boat assigned to work with us, arrives and our deck
crew heads out on the tow and starts to unwire two barges on the head of the tow on the port side. At 06:45, the
M!V Linebreaker is back and extracts one barge from the starboard string and hangs it on the stem of the tow.
They then pull another barge off the head of the tow and place it on the outside of the other two drops. The MN
Linebreaker goes to the head of the tow and moves two barges over and our crew wires them in. The fleet boat
now makes up to the drops and departs at 09:35. As we back out and head south; our call-man returns to the boat to
shower and get some sleep before the next stop. The call-man has been up and on duty for the past fourteen hours.
Stop #7 is at Weber Fleet, Burnside, LA, mile 166 LMR. The call-man is awakened at 10:40 on June 17th about
one hour after he went to sleep; if there had been a delay he could have slept longer- but, that's the breaks! We
arrive off St. Alice light, mile 168.4 LMR and back in at 11:10. We have two barges to drop off. The fleet boat,
M!V Bittpuller, arrives and starts to pull the first barge and hangs it on the outside of our tow. Then, he goes after
the other barge, pulls it out and doubles up the two barges. He departs for Weber Fleet at 12:15.
We now have four barges to deliver to the CGB-164 Fleet at the same stop. The MN Sinking is dropping some
barges at Zen-Noh grain so the call-man returns to the boat, gets a bite to eat, and takes a little break awaiting MN
Sinking's arrival. At 13:40, the MN Sinking arrives and starts digging his four barges out. When he gets them in
the clear, he hangs them on the outside of the tow and shifts a few barges in the tow so that it can all be wired back
together to continue its southbound voyage. At 16:50, we say farewell to the CGB-164 Fleet and depart pushing
twelve loads. The call-man comes back to the boat, gets something to drink and takes a break in the deck locker for
the short run down to the Convent Fleet.
Stop #8. We arrive at Convent Fleet at 18:25 on July 17th where we will drop two loads. The MN Gizmo
comes and picks up one barge and heads to the K-2 Rig. K-2 is an old ship that has been turned into a grain
conveyor. It is 18:40 and we stand by waiting on the fleet boat. At 19:45 we call the fleet office and ask where the
fleet boat is. The reply is that it is working at the K-2 Rig and will be with us shortly. The call-man is on standby
in the deck locker as the fleet boat is expected momentarily. At 20:05 the MN Gizmo reappears and picks up the
second barge and heads off to the fleet with it. However, before we can proceed we must slide a barge over before
we can depart. At 21:10 the MN Gizmo arrives back and makes this shift in our tow. At 21:50 we start to depart
when our FAX machine delivers the message that we have orders to drop one additional barge. We back in again
and wait on the fleet boat. The call-man comes back to the boat and stands by in the deck locker. At 23:25 a
different fleet boat, the MN Downbow, arrives and starts to clear the drop. But, as soon as he gets it clear, the fleet
office calls him and tells him to pull a barge off the K-2 Rig.
The MN Downbow pushes the drop into his fleet and heads to service the K-2 Rig. We have to wait on the
fleet boat to return and make a shift within our tow before we can depart. It is 00:50 on June 18th when the callman comes in off the tow and hangs out in the deck locker waiting for the fleet boat to return. At 03:05 the MN
Gizmo is dispatched to shift the barges in our tow so we can get underway. At 04:20 the last barge is wired into the
tow and we are ready to depart southbound. The call-man comes in off the tow to the towboat, takes a quick
shower, throws his pile of dirty laundry in the washing machine, and crawls into his rack before the next stop. The
call-man has been up and on duty for 17 hours. 40 minutes.
Stop #9. We continue down river to the next stop at CCI-Terre Haute Fleet at mile 144, LMR, RDB (i.e., on the Right
Descending Bank) where we arrive at 05:10 June 18th. Since the fleet boat was making their crew change, we did not
waken the call-man since we only had to drop one barge. The MN Rollover arrived at 06:10 as soon as they finished crew
change. They pulled the barge out of the tow with no problem. We continued southbound at 06:25 with seven loads.
Stop #10. We arrived at St. John's Fleet, mile 141 LMR at 07:05 on June 18th. We woke the call-man at 06:30
so he could get some coffee, dump his wet wash in the clothes dryer, and have a bite to eat before the fleet boat,
MIV Downstream arrived to pull one drop barge off the head of the tow.
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Packing Up
The fleet boat moved the drop barge to the stem of the tow so that our deck crew could strip all the loose rigging that
had been dumped on that barge and stack it on the MN Emanon. There are about 75 sets of rigging, two depth sounder
poles, navigation lights, 1,000 feet of extension cord, 1,000 feet of sounder wire three two-inch and one-three inch jigger
pumps used to pump several leaking barges en route along with their suction hoses and foot valves.
The Voyage Ends
Stop #11 is at CGB-LaPlace, mile 134.6 LMR, RDB where we arrive at 14:20. We have four barges to drop
and the fleet boat, MN Hitdock, arrived to help us land in the fleet. The MN Hitdock assisted by pulling the last
three drops for Upper St. Rose fleet out of our remaining seven barge tow. We assembled the remaining threebarge tow and departed LaPlace at 15:45 after picking up the remaining rigging.
Stop #12. We arrived with the last drops at the Upper St. Rose Fleet, mile 126 LMR, at 16:25 where we dropped all
three barges directly in the fleet. At 16:40 we began pulling eighty (80) sets of rigging off these last barges and
transferring them to the towboat. The deck crew finished with the rigging at 19:45 on the evening of June 181h at which
time the call-man turned in after being up and on duty for the call-man was up and on duty for 13 hours, 15 minutes.
Crew Endurance
For members of the deck crew on a linehaul towboat, the Lower Mississippi River from Baton Rouge to New Orleans
is called "The Hell Hole" a name that is especially appropriate for the individual on "call watch." The "call-man" must
take up all the slack ofthe deckhand that the company decided not to hire. There are few Coast Guard "manning"
regulations that cover this sector of the towing industry. Let's examine the on-duty hours our call-man put in.
Starting when he arises on June 16th at 04:25 and ending on June 18th at 19:45 encompasses a period of63 hours,
20 minutes. O[that time, the call-man has been up and on duty for a total o(55 hours. 45 minutes. The callman had three periods in which he tried to obtain some real sleep - other than possible catnaps lying on deck or
propped up in the deck locker. However, the length of these periods (i.e., his "rack time") was minimal: #1 - 4
hours, 15 minutes; #2 - 1 hour, 5 minutes; and #3 - 2 hours, 10 minutes. None of these periods meets the criteria
of 7 to 8 hours o(uninterrupted sleep the Coast Guard's own crew endurance studies believe are necessary for a
person to maintain his health and work safely during a tour of duty that can last from several weeks to a month or
more. If contemplated changes in crew endurance are made, the outlook is that these changes will be voluntary rather
than mandatory and that little will change in the life of a deckhand on a river towboat.
1lfost o(this 55 hours, 45 minutes o("on-duty" time was spent in "tow work." We note that this was a very good
voyage. However, if a voyage goes bad, for example if the tow runs aground and breaks up it is left to the crew to put it
back together again. This can take from hours to days to pull the barges off the ground and wire the tow back together
again. It is left to the deck crew to pump and "shingle" (i.e., patch) leaking barges. The towboat moving such a tow
carries many sets of emergency rigging to replace snapped wires. In an emergency, other towboats are pressed into
service to round-up loose barges and prevent them from damaging shoreside facilities including docks, pipelines, bridge
abutments, water intakes etc. One recent accident with a 42-barge tow caused $940,000 damage to facilities in Baton
Rouge, LA(/) f'JRefer to GCMA Report #R-340, Rev.9.]
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The MN Emanon' s tow came down river as a 35-barge tow 1,000 feet long by 245 feet wide. Some tows pushed by
more powerful towboats contain as many as 48 barges. The MN Emanon is equipped with about 150 sets of rigging that
must be moved back and forth to the location on the tow where it is needed Moving the other deck equipment on a tow
or even walking to the head of a tow is like walking an obstacle course of narrow walkways broken by all sorts of
tripping hazards. These hazards include such things as flush hatches with (possibly) loose covers, raised hatches
protruding 8 to 10 inches above the deck with protruding dogs, high coamings and external braces, stiffeners, ladders,
kevels, buttons, an occasional winch, and numerous other vents, pipes and fittings of all types depending upon the
barge's service. Deckhands must walk between barges floating at different levels and with gaps between some of the
barges. This is especially hazardous at night with limited lighting, and it is very easy to lose a sense of situational
awareness especially when fatigued. The rigging uses ratchets and "cheater pipes" for tightening and steel "toothpicks"
to keep it from turning as it is being tightened. There are sledgehammers and other crude tools that must be taken out on
the barges and later accounted for. There are also two depth-sounder poles, portable navigation lights with over 1,000
feet of extension cord conducting live 120-volt electricity across steel barges that often are wet or damp, and 1,000 feet
of sound cord connected to a speaker on the head of the tow.
The rigging used on the tow is never carried or dragged the length of the tow because of its weight and because
it is so clumsy to handle. Rather, the rigging is moved by water wherever possible. The fleet boat takes the rigging
from the towboat to the point where it will be needed up and down the tow and will be returned in the same fashion.

hours and has no legal limitation. The Call Watch usually works two hours or more making and breaking tow
while in the process of "making a lock" (i.e., each lock) in addition to the work necessary whenever the tow arrives
at a barge fleet when the call watch is called out to work upon the tow.

Northbound (Up-river)
Here is how it works on the UMR going northbound above St. Louis. The tow is navigated into the lock and
tied off. Then the tow is broken at the "break coupling" with the first group of nine barges remaining in the lock
chamber. The towboat and six barges are backed out of the lock chamber and tied off outside the lock chamber on
the "long waif' of the lock.
Next the lower lock gates are closed and the lock is chamber filled with water raising the tow to the level of the upper
pool on the river. When the nine barges reach the upper pool level, the lock operator opens the upper lock gates. The
lock has a rail with a small trolley-type fitting that the deck crewman left on the barges will tie the nine (9) barges to.
The lock operator then operates a large winch with a cable that pulls the trolley that extracts the nine barges from the
lock. The crewman on the barges ties them off to the lock wall outside the lock chamber and waits for the rest of his tow
to arrive at the next lockage. While the nine barges are being extracted from the lock, the deck crewmember has to stop
the moving tow using his deck lines and must tie the nine barges to the upper long wall.
Next, the upper lock gates are closed behind any downbound vessel awaiting transit. The lock chamber is filled
with water, and the lower gates are opened so the northbound towing vessel and its last six barges can enter the lock
chamber. The lower lock gates are closed and the water level is raised to the upper pool level. Then the lock gates
are opened and the last six barges are pushed up to the nine barges that are tied off and waiting. The deck crew will
use 14 sets of rigging to wire the barges back together. All this rigging must be removed and relayed at every lock.
On a northbound trip, this step alone will take between one to one and one-half hours.
Southbound (Down-river)
When headed down river, the entire tow is pushed into the lock. Nine barges are tied off in the lock chamber. Then
the other six barges and the towing vessel are backed out and tied outside the lock chamber on the upper long wall. The
deck crew has to be on their toes while locking southbound tows, most tows are made up of loaded barges. The barges
are flushed out of the lock chamber after the water is drained from the lock chamber. The lock operator opens valves that
let water into the lock chamber behind the nine barges and serves to push the barges out of the lock chamber. When this
happens, the deck crew must stop those nine barges with deck lines. If the nine barges are not stopped, the river current
will take those nine barges down river out of control hitting bridges, barge fleets, docks.
All locking rivers are the pretty much the same; the towboat deck crews must work the heat in the summer,
freezing cold and ice in the winter, rain or shine, day or night. The harshest of the duties fall upon the "call watch"
that must be available 24-hours a day to work on any problems that may arise.
Nothing Went Wrong on our Trip, but ...
At locks and dams on "locking rivers," things can go seriously wrong in a hurry. NMA Report #R-390-A
discusses the sinking of the MN Elizabeth M and 6 Barges with four fatalities on Jan. 9, 2005 at the Montgomery
Locks and Dam, Ohio River Mile Marker 31 .7. This report reprinted a very thorough and professional Coast Guard
investigation that was presented at a recent TSAC meeting. This report shows that the Coast Guard is still capable
of making a credible investigation if it has the necessary resources and puts in the necessary effort to do so.
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What Must Be Done to Protect Our Mariners
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[Source: Ostriches Face Reality. by Captain Bill Beacom, The Waterways Journal, Nov. 6, 2006.}
Management in the towing industry uses the same approach to facing reality as the Ostrich. There are currently
many personnel issues confronting the towing industry that management has no answer to. Those who think they
have answers are being very quiet so they do not ruffle the feathers of those who might disagree with them. Or,
they may consider the effort to keep their own house in order their only responsibility.
Because of this attitude, the industry is suffering.
Where is the leadership we see only when ice blocks the river or droughts shut navigation down? The problem
of recruiting, training, and keeping employees is even more important because it is not seasonal, nor is it likely to
change with an increase in rain. Because there are many reasons for the present dilemma, no one answer will solve
the problem. An attitude change would certainly be a start. That attitude change must start with the Coast Guard
and work its way down through everyone in management.
Seven years ago, the National Transportation Safety Board sent a letter to all modes of transportation recommending,
for reasons of health and safety, the regulatory agencies ensure that all employees be given the opportunity for adequate
rest, taking into account circadian rhythms, and a regular sleep time. The agencies responsible for airline transportation,
trucking, and railroads complied. The Coast Guard replied they did not have the statutory authority to enforce
compliance, and instead of figuring out a way to partner with the industry because the health and safety of the work force
was being threatened, did nothing. They not only made no attempt to solve the problem, they ignored it.
This is not surprising, because it does not meet the industry criteria for establishing a partnership. Every boat
employee knows what that criterion is. It must give the companies more independence to make money. This
translates to a towboater as meaning that less people must do more work. That more work has many acronyms RCP, CEM, VSO, SMS among others - but not one Coast Guard management partnership has resulted in
compliance with the NTSB's recommendation, or less work. On the contrary things are much worse now than they
were in 1999.
Congress, upon seeing working conditions worsening and the Coast Guard doing virtually nothing, wrote and
passed bills in 2004 giving the Coast Guard the authority to inspect towing vessels which includes manning
requirements, and to also regulate the work hours of employees. Two years later, both the Coast Guard and the
companies are still stonewalling, trying to come up with an idea for another partnership that can be implemented
without costing the industry any money. The reader can easily recognize the arrogance of industry in taking the
Coast Guard for granted. Example: The Towing Safety Advisory Committee, which the AWO completely
controls, recommended as part of the new Safety Management System the following under working hours: "No
crewmember on a towing vessel may work more than 15 hours in any 24 hour period or more than 42 hours in a 72
hour period, except in an emergency or drill." This recommendation includes the following note: "The working
group considered but did not adopt a recommendation that all crewmembers receive a minimum of 6 hours of
uninterrupted rest in every 24 hour period." Even slaves were allowed to sleep after the sun went down. Is it any
wonder the industry can't attract workers?
It is time to step up and move the industry into the 21st century or suffer the fate of those industries that died in
the 20th. The naysayers will read this letter and brag they have always been able to control the Coast Guard and
Congress, and nothing has changed. I beg to differ. The two bills mentioned above were passed with a Republican
majority in both House and Senate, and a Republican President. This is unprecedented for Republicans.
Democrats traditionally have been the only party to champion the causes oflabor. Even if the Democrats don't win
the House, things are changing, because Congressman Oberstar will continue fighting for mariners with more
Republicans at his side. If the Democrats win, he will be the (Committee Chairman ot) the House Transportation
and Infrastructure Committee, in a Democrat controlled House and will control House Coast Guard oversight.
The question is, can we fix it, or do we leave it up to Congress? The answer is yes, we can fix it, and a
collaborative solution is always preferred over an imposed one. We start by doing away with all "call watches" and
one-engineer boats over 1,800 horsepower. We move on by re-assigning responsibilities. One reassignment would
be removing the burden of the Responsible Carrier Program and Crew Endurance Management from the Captain.
Other steps must follow but these steps must be taken immediately.
Some companies have already taken some steps. There are people in management who are as appalled as I am
over the direction the industry is taking. I could name several but will not complicate their lives by doing so
because they are in the minority. Instead of having various industry meetings a year in which the topics most
important to survival are always purposely left off the agenda, there needs to be a "return to reality" meeting to
address personnel problems currently being ignored, with those being ignored invited. Oops!!!! While this may be
another opportunity to pack a meeting with ''yes men," remember a solution has not been reached by only listening
to the voices ofthose who are either too intimidated to give their true appraisal or aspire to a management position.
This industry needs to accomplish something positive that will relieve the malaise and show mariners the industry
11 0

CHAPTER12
CREW ENDURANCE MANAGEMENT SYSTEMS (CEMS)
NTSB Directed Recommendation M-99-1 to the U.S. Coast Guard
As a result of its investigation into fatigue related casualties, the National Transportation Safety Board (NTSB)
issued Recommendation M-99-1 to the Coast Guard on June 1, 1999 as follows: "Establish within 2 years
scientifically based hours-of-service regulations that set limits on hours of service, provide predictable work and
rest schedules, and consider circadian rhythms and human sleep and rest requirements."
The Need for Scientifically-Based Hours-of-Service Regulations
Although NTSB "recommendations" are not commandments, the Coast Guard often (but not always) accords
some degree of respect to NTSB recommendations. In this case, similar recommendations were also sent to other
federal agencies within the Department of Transportation to "clean up their acts" as well.
Set Limits on Hours of Service
Licensed limited tonnage mariners that serve on tugs, towboats, offshore supply vessels and small passenger
vessels are limited to 12 hours of service within a consecutive 24-hour period by statute0 > and regulation(2>
reinforced by a Coast Guard Policy Letter' 3l that explains the statutes in greater detail. Furthermore, a deck officer can
only take charge of a deck watch on a vessel when leaving or immediately after leaving port only if that officer has
been off duty for at least 6 hours within the 12 hours immediately before the time of leaving.< 4> These laws and
regulations have been in place for years. Unfortunately, no such laws limiting hours of service are in place for most
unlicensed crewmembers. f/J46 U.S. Code §8104. {2)46 CFR§§1 5. 705; 15.710. (J)G-MOC #4-00, Change 1. (4)46 U.S.
Code §81 04(a).]
Since only Congress can give the Coast Guard this authority, we asked the Coast Guard to request this authority
from Congress by a "Legislative Change Proposaf' on behalf of hundreds of unlicensed limited tonnage mariners.
To that request we were advised in part: "Please keep in mind that you may pursue such requests on your own ..."
Consequently, on Feb. 14, 2003, noting the Marine Safety Directorate's reluctance to lift a fmger to assist our
mariners, we followed this advice and petitioned 102 members of Congress by personal letters and asked them to
• Establish meaningful hours of service limits for unlicensed crewmembers.O> This report reiterates that request.
• Review and set safe vessel manning standards.
• Request the Coast Guard to define "on-duty" time in the CFR instead of in an obscure "policy" document.(2)
• Require uniform logbook entries for all inspected vessels.<3> Congress enacted this request in 2010.'4>
f/JRefer to Docket #USCG-2002-12579. '2>Refer to Docket #USCG-2002-13594. r31 Refer to Docket #USCG-200212581. r4 Congress amended 46 U.S. Code §11304.]
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Coast Guard Responds to the NTSB
In response to NTSB Recommendation M-99-1, on Oct. 8, 1999, VADM Timothy W. Josiah, the Coast Guard's
Chief of Staff, cited the agency's ten years of domestic scientific research in the field of.(atigue and its cooperation with
the international community and cited several studies it published during the past 10 years. Of interest to our Association
and its mariners, VADM Josiah also pointed out an ongoing research project titled "Watchkeeping Alertness in Towing
Operations" that later became the Crew Endurance Management System (CEMS).
In this response to the NTSB, VADM Josiah sidesteJ!Ped the issue bv stating in part: " ... while the complexities of
the maritime transportation system preclude the Coast Guard (rom establishing scientifically based hours of service
at this time, progress is being made on multiple levels, internationally as well as domestically, to rationally frame and
address the fatigue issue on commercial vessels." In other words, the Coast Guard chose to avoid or at least postpone
dealing with mariner hours-of-service issues. Resolving these issues would be of greatest importance to limitedtonnage mariners who worked under the "two watch" system as compared with mariners serving on larger vessels
with greater protection under the "three watch" system. Restated, the Coast Guard was willing to push research but
avoid making the tough decisions its research would call for.
The NTSB, in a letter to our Association on Jan. 26, 2001 stated: "It is the position of the Safety Board that for the
Coast Guard to satisfactorily accomplish Safety Recommendation M-99-1, the agency should determine the
physiological and performance impact of various watchstanding shifts, including the 6-hours-on, 6-hours-off schedule.
Based on the plarmed research studies discussed in VADM Josiah's letter...M-99-1 has been classified 'Open-

[NMA Comment: We seriously doubt that the authors of this Coast Guard report served aboard or even rode
on American-flag towing vessels.]

3. The Working Group correctly identified that the current watch schedule did not allow crewrnembers sufficient
opportunity to obtain the 7-8 hours of daily uninterrupted sleep required to maintain endurance. (p. 1 7)
[NMA Comment: Existing research in Chapter 3 (above) conclusively shows that the existing 6&6 work
schedule cannot possibly meet the basic criteria of allowing 7 to 8 hours of uninterrupted sleep.]

4. "Coast Guard regulations determine the maximum number of work hours per 24-hour day."
[NMA Comment: This statement is true onlv for licensed officers. It is not true for unlicensed deck and engine
watchstanders. We reiterate that the Coast Guard failed to acknowledge that hours-of-service regulations are
widely abused and that the Marine Safety Directorate rarely enforces them on either inspected or uninspected
vessels unless an accident forces an investigator to do so.]

5. "Individual Choices"- Crewmembers were ... staying up to make lengthy phone calls. (p.17). "Making shipboard
phone use available, or providing shipboard internet and e-mail access, can easily boost morale as crewmembers
realize the company's interest in their mental and emotional well being. It can also help crewmembers
communicate more with their families." (p.61)

.)
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[NMA Comment: An Australian study on fatigue states in part: 01 "All groups reported a similar level of stress from
missing home. This finding was supported by miscellaneous comments pointing out that stress levels at sea increased
when (amilv members were ill. particularly i(telephone contact was difficult. These findings are consistent with
findings in offshore industries that indicated that separation from family and home was the most significant factor
contributing to occupational stress in offshore industries (Sutherland & Flin, 1989). They are also consistent with
Coast Guard Commandant Instructionsl2l as follows: "Isolation from Family. The uncertainty of what is happening to
family members, and the inability to be present to comfort or support their activities, is one of the greatest sources of
stress for some individuals. Efforts to improve or maintain contact with family (by e-mail or telephone) have been
shown to reduce stress and improve performance". fl' Parker, A. W., Hubinger, L.M, Green, S. A Survey of the
Health, Stress. and Fatigue o(Austra/ian Seamen, lzttp:!!IVl~w. wnsa.gov.awSP!Fastolzlindex. lztm (l)COMDTINST
3500.2, Crew Endurance Management, 30 Mar. 2006, p. 5.]
[NMA Comment: The report, by citing phone calls as matters of "individual choices," shows insensitivity.
Many mariners are family breadwinners with family responsibilities too important to leave to chance. Such
calls may be as necessary and important to a mariner as either work or sleep.]
(NMA Comment. A number of lawsuits brought by injured mariners reinforce our belief that few employers
show an overriding interest in ensuring their mariners' mental and emotional well being unless it directly
affects the company's "bottom line."01 fi)Refer to NMA Report #R-202, Rev. 5.]
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6. "Vessel environment" - The report does not mention smoking in confmed accommodation spaces and air
recirculation by the HVAC system as well as its deleterious effects upon health of all persons on the vessel. This is
in direct contrast to Coast Guard policies on their own vessels that do not allow smoking in the accommodation
spaces.0 1 fi)Refer to NMA Report #R-341, Rev. 4. In NMA Report #R-350, Rev. 6 we asked Congress look into the
health issue of smoking on board.}
The "New Shipboard Policies" (p.22) should include a no-smoking policy. We suggest that this scientific aspect
needs further study. (p.18).

[NMA Comment: Our Association asked for Congressional assistance01 on this important health issue.]
f' 1Refer to NMA Reports #R-350, Rev. 6, Issue "S"; #R-341, Rev. 4; and #R-341-A- Surgeon General's Report.]
7. "If unable to obtain 7-8 hours of sleep per 24-hour period, crewmembers should have enough time off to obtain at
least 6Y2 hours of uninterrupted sleep, as well as a nap of no less than two hours per 24-hour period." (p./9)
1 "'
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13. "Caution! Crewmember buy-in is as critical to the success of a CEM program as is management buy-in. No buy-in,
no success."

'j

[NMA Comment: Although the CEMS program has much to offer, it is hard to expect crewmembers buy-in
on vessels that are not adequately manned or equipped for CEMS and in companies where there is perceived
hours-of-service abuse.]
14. "Crewmembers who used light management consistently slept 5 to 6 hours daily, showed hormone (melatonin)
levels typical of a well-adapted body clock, and experienced minimal lapses in alertness during the work hours
following a long off-period." (p.27)

[NMA Comment: Why is the 5 to 6 hours of sleep cited here a substitute for the baseline 7 to 8 hours normally
required as mentioned in COMDTINST 3500.2? The Coast Guard itself points out that insufficient daily sleep
is one of seven core risk factors!]
15. "Water. There is no substitute." (p.27)

[NMA Comment: The authors do not appear to be aware that many towing vessels and OSVs have a serious
problem with the quality of their on-board potable water. In 2004 Congress required the Coast Guard0 > to
address this problem- something that they still have neglected to do.] f 11Refer to NMA Report #R-395, Rev. 3
and Docket #USCG-2003-14325.}
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16. "Maladaption to shift work schedules and lack of energy-restoration sleep can result in persistent sleepiness, low
energy, lack of motivation, and depression; in performance degradation during duty hours; and in increased safety
risk. Other health effects such as increased incidence of cardiovascular disease, gastrointestinal disorders, and
sleep disorders have been historically documented in populations subjected to shift work maladaptation. The
combined effects of disrupted sleep and biological clock disorganization can lead to endurance degradation, jet-lag
symptoms, irritability, depression, and, in extreme cases, psychosis." (pgs.44, 45)

[NMA Comment: Mariners will be grateful for this information that confirms some of the problems associated
with the lifestyle they face on many limited tonnage vessels. Unfortunately, the mariners the report deals with
cannot assimilate much ofthe technical language in this report.)
17. "Management Nugget: A void allowing personnel to work more than 12 hours in a 24-hour period. Count these 24
hours from the time crewmembers wake up from their longest daily sleep period (not naps)." (p.45)

[NMA Comment: This "nugget" is well directed at management - especially since the AWO, reportedly
representing 80% of the towing industry, finds nothing wrong with the 15-hour work day. However, this
incorrecdy assumes that one of the vessel's officers can or will keep track of where each crewmember is and
how well or how long that crewmember sleeps. More germane to the issue would be counting the number of
hours a mariner actually works in a 24-hour period. In this regard, a time clock or time sheet kept in the
pilothouse would be a useful crew management tool to provide important data about how often sleep patterns
are interrupted. Since there is no "overtime" pay in the industry, there is no incentive to keep such records.
This, in turn, perpetuates hours-of-service abuses.]

,
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[NMA Comment: COMDTINST 3500.2 (p.J) states: "Lon2 Work Days. Human performance begins to
decrease approximately 12 hours after one arises from sleep. After approximately 14 hours of wakefulness,
individuals perform at levels compared to someone with a blood alcohol concentration (BAC) of .05. After
approximately 26 hours of wakefulness, individuals perform at levels compared to someone with a BAC of .1 0.
These performance levels will vary as the type of task, environmental conditions and history of the individual."
For comparison, USCG regulations at 33 CFR §95.020(b) forbid operating a commercial vessel with a Blood
Alcohol Concentration (BAC) greater than .04 percent.]

,.., .c:

[NMA Comment: Concur. The report mentions on-board recreation but leaves it up to the mariner to find the
time for it. Comments like this would discourage mariners from watching TV because they could be criticized
for doing so instead of sleeping. Mariners, already pushed for time, resent having every moment of their time
fUled '\vith duties. Adequate time for recreation is essential.]
24. "Caution! Experience has demonstrated that it is not sufficient to simply change a watch schedule from a 6-6-66 regimen to an alternative regimen such as 7-7-5-5 or 5-7-7-5." (p.76)

[NMA Comment. Many mariners view the 7-7-5-5 alternative as an attempt on the part of the Coast Guard to
show that employers possibly could squeeze 7 hours of sleep out of a 24-hour day for sleep. In fact, when shift
changes, showering and eating were considered, only 6 hours at best is available to a mariner to even attempt
to sleep.)
25. "Management Nugget: Successful impl~mentation of a CEM plan to improve endurance requires an aggressive
education program designed to instruct company managers, vessel captains, all levels of vessel management, and
crew personnel on the science and practices of crew endurance management." (p. 77)

[NMA Comment: The thought of being "aggressively educated" may not appeal to unlicensed personnel.
Adequately manning the vessel is more appealing as a first step to make work on the water more appealing and
to end practices like "call watches" and constant call-outs for phony "emergencies" that are nothing more than
inadequate manning and poor planning. We ask Congress to consider requiring a third licensed officer on
vessels in 24-hour service regardless o(the length o(the voyage and full crews and trained lookouts available on
each watch.]
Congress Authorized New Hours-of-Service Regulations in Sept.2004, but Where Are They?
Congressional committees in the House and Senate closely monitored many of the events we reported (above),
especially NTSB Recommendation M-99-1 and especially after the towing vessel accident that destroyed the
Interstate 40 bridge at Webbers Falls, OK, in late May 2002 taking the lives of 14 innocent victims and damages in
excess of $30,000,000.
Although the NTSB report did not mention it, a separate Coast Guard investigation determined that the Master
of the towboat had violated the existing 12-hour rule. Members ofTSAC in a meeting at Coast Guard Headquarters
hotly contested this allegation until Marine Safety Directorate staff members retrieved the Coast Guard accident report
and distributed copies to all in attendance.O> f'JRefer top. 24, Mis/e Activity #1635967, Misle Case #156409,
Release date: Aug. 17, 2004. NMAfile #M-275.]
Congress knew that the Coast Guard was in the process of studying "Crew Endurance" and had initiated a
"Demonstration Project" with towing vessels owned and operated by AWO member companies. Consequently, in
September 2004, Congress directed the Coast Guard to submit a report on this "Demonstration Project."
The following statement appeared in the "Joint Explanatory Statement of the Committee of Conference',( I) that
worked out differences between the House and Senate bills: "The Conferees expect that the Secretary (ofDHS) will
carefully evaluate the results of the (CEMS) Demonstration Project prior to determining the need to establish
maximum hours of service regulations as permitted under subsection (a). Prior to promulgating any such regulations,
the Conferees also expect that the Secretary will evaluate the costs and benefits of establishing maximum hours of
service requirements on towing vessels. This review should include a review of Coast Guard casualty data to
determine whether there is statistical evidence to support the need for new hours of service regulations."
t')ibidp.82.]
At the same time, Congress granted the Coast Guard the authority<'> to: " ... prescribe by regulation requirements
for maximum hours of service (including recording and recordkeeping of that service) of individuals engaged on a
towing vessel. .. " fl) 46 U.S. Code §8904(c)]

.......

Our Association's Position on CEMS
Our Association followed the progress of the Crew Endurance Management Systems project and continues to
support the scientific findings of the Coast Guard study. We accept the fact that the Coast Guard is the primary
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excellence through flawless execution that will enable us to attain and sustain the market leadership position that
we desire as a new and innovative marine transportation company and will be one of the key points on our compass
guiding us forward into the future.

....

The Initial Six (6) Mandatory Key CEMS Policies for Immediate Implementation
(NMA Note: This list expands upon "policies" listed in the CEMS Report, p.61.]
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1. Common Courtesy Policy
The opportunity for crewmembers to sleep uninterrupted while off watch as much as possible is an important
factor in optimizing the crew's endurance. Crews in the past have always been aware of the possibility that normal
work activities being conducted may in fact be disturbing to others trying to sleep. The intent of this mandatory
policy is to bring an even greater level of awareness to the fact that other members of the crew are sleeping and to
identify the risk factors that can be managed to improve the chances for off watch employees in all positions to
have more opportunities to benefit from longer periods of uninterrupted sleep.
• The causal factors of all interruptions to sleep should be documented by all crewmembers and discussed at the
regular vessel safety meetings. The onboard CEMS coach or an awareness level (your vessel safety
representative) designated employee should take the lead in this documentation process.
• Realistic onboard fixes will be developed by crewmembers and put into place to address all risks to sleep
fragmentation identified through the risk assessment process
• Any causal factors of sleep fragmentation that cannot be addressed by the crew onboard will be forwarded to the
CEMS program manager for action as appropriate.
• All normal vessel chores such as sooging, cleanup, tow work, etc. will be planned with the potential for
fragmentation to off-watch crewmembers' sleep as a risk factor that must be minimized in the planning process.
• On vessels, where the stateroom configuration allows the front watch to all sleep on the same side of the vessel,
the back watch crew should then all sleep on the other side of the vessel. (This is to allow normal activities like
sooging to be planned and conducted in a more courteous manner.)
• Rough handling of equipment should be avoided. This would include the boat, rigging, tools, mops, buckets, and
any other equipment that produces noise .
• Wheelman will actively avoid rapid changes in throttle settings whenever practicable and not required for safety.
• Avoid making loud noises in the vicinity of the boat. Examples include yelling, slamming rigging and deck tools,
unnecessary blowing of the boat's whistle, slamming doors or hatch covers in or near the vessel.
• Entertainment devices such as televisions, video games, and radios should be played at a moderate volume and
only where the risk of sleep disruption to off-watch crewmembers is not present.
• All vessels will strictly adhere to and enforce the courtesy policy as outlined above at all times. Abuse of this policy
will be handled as a disciplinary matter (violation of company policy) through the normal disciplinary process.
Every crewmember should be made aware that there are times when someone is going to have to make some
noise. Sounding a warning, watch the bump, blowing the danger signal in the wheelhouse, all must de done
without hesitation when safety or regulations are involved, In some situations, we have to work the vessel harder
than we would like. Necessary repairs, boat maintenance, etc. may produce noises that we would rather do without,
but in those cases we must endure. Working as a team, we can develop new ways of safely doing our jobs that take
into account our crewmembers that are trying to catch some quality shut eye off-watch optimizing everyone's
opportunity for improved endurance.
2. On Watch Rest Policy
•All vessels will follow the mandatory On-Watch Rest Policy for deck crewmembers, and On-Watch Rest will be
encouraged and allowed onboard all ACBL vessels in compliance with the following list of standards
• An On-Watch Rest period is not guaranteed.
• No On-Watch rest period will be permitted until all normal watchstanding duties have been completed.
• On-Watch Rest will be approved by the wheelman standing the watch prior to the rest period being started.
• No On-Watch Rest period will be allowed during tow-building, locking operations, and port occurrences.
•The normal period for On-Watch Rest will be from 2300 hours until one hour prior to scheduled watch change.
Allowances for daylight on-watch rest may be made under special circumstances (exceptionally strenuous or
lengthy duties) as needed to be determined by the wheelman standing watch under the prevailing circumstances.
• On-Watch Rest periods will not be allowed when only one deck crewmember is on watch.
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•The first element of CEMS based light management is to properly adjust the body's biological clock and light is
the instrument used to make this adjustment.
• If you have not already done so roll your watch change times back to allow wheelman and crewmembers in
all other positions working the back or aft watch to be able to 2et in bed prior to seein2 daylight in the
morning.
• Watch change times will need to be varied based upon your geographical area and the time of year to guarantee that the
back watch is off and in bed before seeing sunlight.
• It is the responsibility of all crewmembers working the back watch to exercise personal discipline and get in bed
as soon as possible and treat the morning off-watch as their principal long sleep period.
•This example when implemented will put you in compliance on 6 & 6 watches.
Forward Watch: Wake up call@ 0500 or as requested.
0530-1130 stand watch 6-hour shift.
Forward Watch: Wake up call@ 1700 or as requested.
1730 -2330 stand watch 6-hour shift.
Aft Watch: Wake up call @ 1100 or as requested.
1130 - 1730 stand watch 6-hour shift,
Aft Watch: Wake up call@ 2300 or as requested.
2330 - 0530 stand watch 6-hour shift.
Call Watch: Wake-up call at times as appropriate based upon the specific work skills needed for the voyage plan.
The employee serving on the call watch shall be managed so as to be fit for duty and adequately rested when
called upon. The call watch must have had at least one opportunity for a minimum of six hours of uninterrupted
sleep after 12 hours on watch during the 24 hour day midnight to midnight (calendar day) with total duty time not
to exceed 15 hours per calendar day except in a documented emergency. The focus of the call watch position
when not needed is to get adequate rest so when called upon to use their needed specialty skills the call watchman
can do so safely and effectively.
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Meal times will be one-half hour before until one-half hour after the 0530, 1300 and 1730 watch change times.
• When you implement this change you may come in conflict with the 12-hour rule as a whee/man for one watch
when you make the change. This is acceptable as a special circumstance necessary to implement a USCG
approved safety management system program onboard our vessels.
• Any overtime required by hourly employees to implement this plan should be paid in the normal manner.
6 Continuous Feedback Policy
• Survey your employees seven to ten days after fully implementing these six steps as to whether or not they are
sleeping better and monthly thereafter. Document any factors that are causing disruptions and fragmentation to
their sleep and report any that can not be managed onboard to the CEMS program manager, Kenneth Davidson,
by e-mail or phone at 800-457-6377 Ext# 2528
• Utilize all crewmembers aboard who have had coaches or awareness training to help in the implementation and
ongoing assessment of this program onboard the vessel you are serving.
• Begin full implementation of these six steps to CEMS immediately upon receipt, realizing that it may take up to
four days to complete based upon the operational prevailing circumstances of the vessel you are serving on.
• Notify the program manager by e-mail when these six steps have been implemented onboard the vessel you are
serving.
• If you have any questions concerning the proper implementation and execution of these six steps to CEMS please
contact the program manager Kenneth Davidson or your Marine Superintendent for additional information.
Thank you all for your support in the drive for operational excellence.
s/Ken Davidson, General Manager ACL Wellness, Vessel Safety and Training.
CEMS Connects Food Service and Crew Endurance
In 2004, Congress directed the Coast Guard<'> to report on the results of a demonstration project involving the
implementation of the Crew Endurance Management System (CEMS) on towing vessels. That report was released
to Congress on Mar. 29, 2006.<2> ('J§409 of the Coast Guard Authorization Act of 2004. (l)Reprinted as NMA
Report #R-401-D.]
1 .., - 1 1

each group, military and civilian deserve the same consideration by Congress - no more, and certainly no less. f'J
COMDTINST 3500.2, Mar. 30, 2006.}
Our Mariners View Food Service Issuesl 11
f 0 Source: NMA Report #455, Rev. 4.}
One of the loudest and most consistent complaints our mariners voice is when the company they work for
decides to remove the cook (i.e., "steward") from their boat in an effort to cut expenses. We can summarize the
results of removing the cook from a vessel in 24-hour service as follows:
• Ship's officers often must take up the slack and cook the meals or assign this duty to crewmembers in addition to
their other duty assignments.
• Snacks and snacking often replaces regular meals prepared at set hours. This disrupts the routines established by
officers on a well ordered vessel and often replaces "sit-down" hot meals where the crew can get together, discuss
important work issues, and socialize.
• Everyone has his/her hands in the refrigerator, freezer, and dry stores area. This is in contrast to the food and
condiments inventory controls set in place when a cook is in charge of ordering groceries and preparing meals.
• Ships officers must prepare grocery orders on top of their other work. In many cases, they must also leave the
vessel and "go shopping" ashore. The selection of groceries often concentrates on snacks and prepared foods that
take little or no time to prepare and replace well-balanced hot meals.
• Without one person in charge of sanitation in the galley, cleanliness often becomes a secondary consideration.
• Management seldom shows concern for training deckhands, "deckineers" and unlicensed engineers in sanitary
food preparation since these are often short-term employees. Often a cook/deckhand replaces the cook.
• Morale on the vessel plummets.
• Loss of a key benefit available from "diet" in a CEMS program as described above.
While this may be true, there is no law or regulation that requires a cook be assigned to anv vesseL For
example, on Coast Guard-inspected vessels, examine the vessel's Certificate of Inspection and you will see no
mention of a cook. Towing vessels do not even have a Certificate oflnspection to examine!
Well-run companies understand that a good cook can go a long way to keeping the crew contented and working
together under very difficult conditions. A trained cook can provide meal planning services, order and check the
quality of the groceries, and can lay out snacks for the crew on duty during the long night watches and periods
of rigorous physical activity. When any given company realizes that a good cook improves the retention rate of its
employees, and when this becomes more important to them than the cost of"an extra person" then cooks will return
to the larger workboats.
For mariners who belong to a strong, well-established union, placing cooks back on workboats should become
an important negotiating issue. Unfortunately, management vigorously campaigned against allowing our limited
tonnage mariners to seek meaningful union representation in both the towing industry and the offshore oil industry.
The Coast Guard's "Crew Endurance Management System" (CEMS) program, first used on Coast Guard cutters
has a very large component that depends on maintaining an adequate diet. Having one person on board that can
follow through on this program should be of increasing importance if the marine industry intends to take advantage
of any benefits of this program may offer.
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[NMA Comment: In light of the foregoing and after reviewing NMA Report #R-455, Rev. 4, we respectfully
ask that Congress address the issue of requiring a trained cook assigned as an extra assigned crewmember
on every inspected vessel in 24-hour service.]
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CHAPTER13
MIS-MANAGEMENT OF THE MARINE CASUALTY INVJj:STIGATIONS PROGRAM
DHS Inspector General's Office Uncovers Serious Shortcomings in Coast Guard InvestigationsThen Runs for Cover
The operative word in this Chapter's title is "mis-management" because it best characterizes the Coast Guard's
long-term handling of thousands of maritime accident investigations.
Two major "bombshells" that seriously embarrassed the Marine Safety Directorate revolved around an in-depth
report from the Department of Homeland Security Inspector General's Office (DHS OIG) titled United States Coast
Guard Management of the Marine Casualty Investigations Program.<'> This report, followed by a subsequent
investigation involving the MN Casco Busan's allision with the San Francisco-Oakland Bay Bridge with a
significant oil spill triggered a Congressional hearing that focused on an audit of weaknesses of Coast Guard
accident investigations. (I)DHS OIG Report #OIG-08-51 was reprinted as NMA Report #R-429-M]
The initial request for a DHS investigation was made on Dec. 16, 2005 by both the Chairmen and Ranking
Members of the House Transportation and Infrastructure Committee and the Senate Committee on Commerce,
Science and Transportation in a truly bi-partisan manner. The requested report was delivered on May 9, 2008.
Our Association often requests copies of Coast Guard and NTSB marine casualty reports<'> and is familiar with
many of the problems revealed in the Inspector General's report that was justifiably critical of the Coast Guard's
long-term, day to day performance of its casualty investigation and reporting duties. We were informed of the
original Congressional request in 2005 and were contacted later by DHS OIG field auditors from the Boston office
and contributed a significant amount of raw data to the auditors.(2) The Inspector General's expressed concern
stood in stark contrast to the Marine Safety Directorate's habit of totally ignoring any input whatsoever from the
nation's 126,000 merchant mariners who are credentialed to man and operate vessels of up to 1,600 gross register
tons. (I) Over 790 requests to date. (ZJNMA provided 15 volumes of data to DHS 0/G.]
The House Transportation and Infrastructure Committee convened a hearing to discuss this topic on May 20,
2008, only 11 days after the report was released to them. Our Association previously reported on past problems
with Coast Guard "Investigations" by reprinting and placing two landmark government reports on the Internet.<'>
The "Casualty Investigations Program" is a critical part o(the larger Coast Guard's Marine Safety program- a
program that the House o(Representatives voted 395 to 7 to revise from the ground up in 2010. (llRefer to NMA
Reports #R-429-A, Rev. 1 and #R-429-B, Rev. 1]
Although the shortcomings revealed in the May 2008 Inspector General's report were shocking, the most
shocking part of all it was that the Marine Safety Directorate ignored or failed to correct problems that were well
known since 1994. These remarkable shortcomings appear to be a serious departure from the manner Congress
expected the Coast Guard to handle casualty investigations.
Both the Inspector General's report OIG-08-51 and the Marine Safety Directorate's faulty investigation of the
MIV Casco Busan accident were subjects of discussion at the Congressional hearing. DHS Inspector General for
Audits, Anne L. Richards reported to Congress as follows:
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Example #1 -The Cosco Busan Congressional Hearing
[Source: Transcript from Hearing]
"Marine Casualty InvestiKation. The level of training, experience, and qualification of the marine casualty
investigators assigned to the MN Casco Busan investigation was generally inadequate. Five of the six
investigators did not meet the Coast Guard's marine casualty investigation standards. This may account for the
shortfalls in the marine casualty investigation. Specifically, the investigators did not immediately secure or collect
potential evidence, such as the charts used by the bridge team, the vessel's data recorder, or the shipboard
navigational systems. While the voyage data recorder information was later recovered and used by investigators to
recreate the vessel's track line before the mishap, the failure to independently test shipboard navigation and
collision-avoidance systems as well as the radar beacons affixed to the bay bridge could prevent the Coast Guard
and the National Transportation Safety Board from identifying all of the circumstances and conditions that led to
the mishap .
"Coast Guard marine casualty investigators also did not ensure that all civilian and active duty Coast Guard
personnel underwent drug and alcohol testing as authorized by Coast Guard policies and practices. Marine casualty
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quality casualty reports since 2008, the quality of maritime accident reporting available to the public on the internet
is pitiful. (ll Refer to NMA Report #R-429-M, p.J6.}
Following the DHS revelations that the Coast Guard "dumped" 3,848 investigations and drastically changed
their policies regarding responding to FOIA requests, we reviewed our "open" FOIA request files and compiled a
list of approximately 35 open files the Marine Safety Directorate completed and posted on the internet. We
reviewed each of the internet files and found that each one was unacceptably incomplete for our purposes. Most
files we requested were for vessels of less than 1,600 GRT- our Association's area of concern. We asked for full
copies of each file as we previously had done so as to look further into the cause of these accidents.
The response to our FOIA request grouped all 35 accidents together and responded as follows:
"This letter is in response to your Freedom of Information Act (FOIA) request of Mar. 27, 2011, seeking
information on each attached activity in the Marine Information for Safety and Law Enforcement (MISLE)
database. Because the cost of providing this information is over $250.00 you must pay the cost for this information
before we process your request. The cost of providing this information is $9,020.55. When making payment, your
check, draft or money order should be made payable to the "Treasury of the United States" and sent to the
following address ... "
While our past FOIA requests were quite modest over a ten-year period and discussions with the FOIA staff
after the file was complete allowed us to select the "investigative" documents we needed and avoid documents that
were heavily redacted or otherwise useless such as copies of drug tests results and reports of undamaged barges. In
other words, we did not want to put the FOIA staff through needless work and reduce reproduction costs to the
barest minimum. While willing to pay for items we received, the price of $9020.55 representing on our part oneyear's work on accidents our mariners reported to us or asked about (to say nothing of sorting through reams of
useless paper) effectively ended our access to Coast Guard accident reports beyond the unsatisfactory abbreviated
materials already examined on the USCG internet website.
On Sept. 7, 2010, we explained our issues to the Chief, Office of Investigations and Analysis, Capt. M.P. Rand
(CG-545). On Oct. 5, 2010 we receive this response from Capt. D.S. Fish who replaced Capt. Rand:
"As you have noted in your letter, the publication of Marine Safety Manual (MSM) - Volume V for
Investigations in April 2008 represented a major step forward for the Marine Investigation program. In addition to
improving the internal policies which affect when and how Coast Guard Investigating Officers (lOs) investigate
and document case work, the Coast Guard has also taken steps to add personnel resources to ensure the right
number of people with the right skill sets are available to handle the workload. As a result, the number ofiOs in
the field has doubled over the last 3 years and is projected to increase further. Staff billets have also been added to
ensure that field units are dedicating the appropriate amount of effort to investigate cases and that case work meets
the standards defmed in MSM - Volume V. Overall, these efforts will improve the ability of the Coast Guard to
investigate marine casualties, document their fmdings, and provide meaningful information and feedback to the
customers of the Marine Investigations program."
Perhaps doubling the workforce to perform the job they always were expected to do would be justified, but it is
of little value to our Association. In many cases, our mariners who work on limited-tonnage vessels 2417 report
back to us facts that give some of these incidents a whole new meaning. /fan investiration is sumosed to provide
meaningful information, whv is it being sumressed?
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[NMA Comment: We believe DHS OIG should take another look at USCG accident investigations with
emphasis on two areas: 1) limited tonnage vessel casualties, and 2) the underreporting of personal injuries on
these vessels as previously stressed to DHS in 2007-2008.]
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Example #2- The Webbers Falls Interstate 40 Bridge Allision
As we approach the tenth anniversary of this tragic bridge allision that claimed fourteen lives and knocked out a
key interstate highway bridge, we watch helplessly while the Coast Guard still fails to protect our mariners as well
as our nation's infrastructure by taking positive steps to end the intolerable hours-of-service burden that
management places on many of our limited tonnage mariners.
We urge Congress to take a new look into the true state of the towing and offshore oil sectors of the marine
industry and the abusive work-hours many of our mariners must endure. These abuses sap the strength, vitality,
and morale of the nation's maritime workforce. Eighty-four (84) hour workweeks are required by a two-watch
svstem for many limited-tonnage Masters, Mates, and Pilots. Even worse, over the past half-century, Congress
1 ~-~

"A fine of$20,000 against the boat owner Magnolia Marine and $5,000 against boat Capt. • was recommended
by the Coast Guard, according to KOTV-TV in Tulsa, Oklahoma, and quoted on a Coast Guard website.
"Capt. • lost consciousness and the boat and its two empty barges smashed into a pier of the Webbers Falls
bridge, 201 feet outside of the channel, causing eight cars and three tractor trailers to plunge into the water below.
"The report said the fine was leveled against the company for allowing the captain to work for more than 12
hours in one day without adequate rest, and against the captain (or working without enough rest. An estimated
20,000 vehicles a day had to be rerouted around the bridge (although) construction crews reopened the bridge in
record time two months later ...."
Apparently corporate executives decided that this ending to the story did not fit their inflated corporate image,
and could embarrass them in the maritime community, or offend their corporate clients. For whatever reason, they
appealed the Hearing Officer's decision that they had violated the hours-of-service statutes, regulations, and USCG
policy. Our FOIA request of Feb. 25, 2007 found that the case was appealed to the Coast Guard's Office of
Maritime and International Law.
Later, according to a phone call to Magnolia Marine Transportation corporate attorney David Humphrey in
Jackson, MS, we were told that the civil penalty against the company was reduced from $20,000 to only $2,000 and
the civil penalty against Captain • was reduced from $5,000 to $500 or possibly done away with completely.
Apparently, the Investigating Officer back-peddled and said his report was flawed and that the 12-hour rule simply
did not apply. This is what usually happens when corporate attorneys apply pressure to a pliable Coast Guard
Hearing Officer who is happy to please at any price to avoid litigation. We asked the Coast Guard to confirm this
information with a "status report" as permitted under §552 of the Administrative Procedures Act. To date,< 1> we
have not received definitive word from the Commandant on any fmal disposition of this case. (~Jour Feb. 9, 2012
status request.]
Our Association, by "plain-reading" the statute and the "timeline" and background of both reports believe that
both the Company and the vessel's Master broke the law. Title 46 U.S. Code §8104(a) states: An owner,
charterer. managing operator, master, individual in charge, or other person having authority may permit an
officer to take charge of the deck watch on a vessel when leaving or immediately after leaving port only if the
officer has been off duty (or at least 6 hours within the 12 hours immediately before the time ofleaving.
Although the Coast Guard belatedly took action against both the operating company and the Master of the vessel
for violating this statute four years after the accident, the "appeal process" served to cover-up the matter. Our
mariners need assurance that laws that Congress enacts are the laws that the Coast Guard will enforce.
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The NTSB Investigation
The NTSB found that the accident resulted in 14 fatalities and 5 injuries and caused an estimated $30.1 million
in damage to the bridge, including the operation of detours, and $276,000 in damage to the barges.
The NTSB determined that the probable cause of the MN Robert Y Love's allision with the Interstate 40
highway bridge and its subsequent collapse was the captain's loss of consciousness, possibly as the result of an
unforeseeable. abnormal heart rhythms. Contributing to the loss of life was the inability of motorists to detect the
collapsed bridge in time to stop their vehicles.
Major safety issues identified in this accident include:
• The captain's incapacitation and countermeasures for such an event;
• Bridge protection, including risk assessment; and
• Mitigation of loss of life, including motorist-warning systems ....
Our Association Disagreement With the NTSB
Our Association was particularly upset with the following excerpt from the NTSB accident report:

,.

fNTSB Report, page 37, "Factual Information." Licensed Operators' Hours Q.(Service./
"The hours of service or hours "on watch" per day for the licensed towboat wheelhouse watch personnel (the
captain and the pilot) are specified at 46 U.S. Code §8104(h), which states that "an individual licensed to operate a
towing vessel may not work for more than 12 hours in a consecutive 24-hour period except in an emergency." A
licensed operator on a towing vessel can work any combination of hours, as long as that person is not on watch for
more than 12 hours in any 24-hour period.
"Not included in the 12-hour work period is standby time, for example, when the vessel is underway, but not
moving or waiting to move through a lock or waiting for a tow to be formed. Also not included in the 12-hour
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time-line showing the Master's hours of service on p. 14 of the NTSB report was impressive, we believe the
following simple statement reported in "The Oklahoman" on May 30, 2002 sums up the problem best:< 1> "The
captain who piloted the tugboat and barges that struck the Interstate 40 Bridge had slept for less than 10 hours
during the 41 ~ hours preceding the accident, a National Transportation Safety Board investigator said
Thursday." By using any other yardstick such as 72-hours or even 24-hours, the NTSB clearly diluted the impact
of this statement. flJRod Walton, Tulsa World, Sept. 1, 2004, p. AI]
Every licensed mariner must serve two masters - his employer and the Coast Guard that licenses him to use the
public waterways. This story is rampant with hours-of-service abuse that Mrs. Hersman appears to have been the
sole NTSB member to recognize. While we recognize the expertise of the medical doctors and professional
engineers the NTSB called upon to elucidate details that virtually exonerated the Master of the towboat, it is
incredible that the NTSB report sidetracked their own important hours-of-service leadership and reform proposals
to reduce human fatigue in transportation operations previously espoused by previous NTSB recommendations
from 1989 to 1999.
Work-hour abuse is based upon "greed"- both individual and corporate. Seeking to install an electronic alerter
device as the Coast Guard proposed in its Towing Vessel Inspection NPRM0 > should not be allowed to replace a
trained mariner serving in the traditional role as "lookout" as it only glosses over the issue of safe manning. The
Marine Safety Directorate ignored the safe manning issue for years and continues to ignore it! We challenge them
to adopt adequate and "science-based" manning standards when they finally "inspect" the nation's towing vessels. (IJRefer
to proposed 46 CFR§§J40.630and 143.325 at 76 FR 50025 and 50042, Aug. II, 2011.}
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Working "Any Combination of Hours"
The NTSB 's statement on p. 37 also stated that, "A licensed operator on a towing vessel can work any
combination of hours, as long as that person is not on watch for more than 12 hours in any 24-hour period"
contains another critical flaw. We disagree.
This excerpt, as accepted by NTSB, could lead a mariner to believe that a licensed Master, Mate or Pilot legally
could complete 12-hours on watch period and then, possibly acting under a "tankerman" endorsement, use his time
"off watch" to supervise or actively participate in pumping the tank barges that were part of his tow.
In a different incident on Aug. 28, 2002, less than three months after the Webbers Falls accident, we addressed
just such a matter in a letter answered on Nov. 7, 2002 by Coast Guard Captain D.F. Ryan, then Chief of the Eighth
Coast Guard District's Marine Safety Division. We received this response:
"The purpose of the work-hour limitation statute is to prevent fatigue related accidents and promote the safe
navigation of tugboats. Section 81 04(h) states "an individual licensed to operate a towing vessel may not work for
more that 12 hours in a consecutive 24-hour period except in an emergency."
"In September 2000, Coast Guard Commandant (G-MOC-1) released policy Jetter #04-00, which clarified the
work-hour limitations. The policy letter defmed work as "anv activity that is performed on behalf of a vessel. its
crew. its cargo, or the vessel's owner or operator. This includes standing watches, performing maintenance on the
vessel or its appliances, unloading cargo, or performing administrative tasks, whether underway or at the dock~" It
is clear from the definition that a licensed individual cannot perform miscellaneous tasks beyond their normal12lzour helm duty, even if it is voluntary. Consequently, the scenario that you alluded to in your letter (transfer
operations of petroleum cargo) would fall under the definition of work."
Standby Time
We believe the NTSB also made another error on page 37 when they wrote: "Not included in the 12-hour work
period is standbv time, for example, when the vessel is underway but not moving or waiting to move through a lock
or waiting for a tow to be formed."
The Coast Guard clearly defmes situations these under the broad definition of work in the policy letter cited
above. Clearly, the authors of the NTSB incident report lacked critical policy information from the Coast Guard.
Even worse, the NTSB erred in writing without making further comment that, "The company does not limit a
Captain's or pilot's pre-voyage commuting distance or time. Inland towing companies normally provide the crew
with vehicles to use for their commute, but they do not provide drivers." While this may be true, in doing so, the
employer made no provision, allowance, or arrangement for their licensed Master to comply with 46 U.S. Code
§8104(a) that allowed him to drive for 368 miles (after driving over 650 miles the previous day) and then sleeping
only 3Yl hours before assuming control of the MN Robert Y. Love on the evening before the fatal accident.
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The license expired on Dec. 23,2002 and by allowing the one-year grace period to expire, Captain • may have
relinquished all rights to his license. Suspension and Revocation proceedings against his expired and invalid
license would serve no practical or useful purpose.
It is clear that Captain • suffered from a medical condition that manifested itself at the time and was the
proximate cause of the accident. We do not question the doctor's diagnosis reported in the NTSB report. However,
our Association believes he was the victim of harsh and unreasonable working conditions associated with the
two-watch svstem, perpetuated not onlv in the towing industry but also in the o(fshore oil industry without
regard for workplace safety as similar conditions exist in both industry sectors.
We believe that adequate enforcement of work-hour statutes begins with clear recordkeeping requirements. It is
now "crunch time" for establishing meaningful and enforceable "hours-of-service" regulations and ramping up
accurate recordkeeping in newly required official logbooks.

J

Example #3 -The Seabulk Georgia Casualty
The "Two-Watch" system is not limited to vessels working on the Western Rivers such as the MN Robert Y.
Love but also is allowed' 11 on over a thousand offshore supply vessels working on the Outer Continental Shelf on
voyages ofless than 600 miles. The MN Seabulk Georgia was such a vessel. (IJ46 CFR §15.705(c)(2)]
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The "Official" Coast Guard Casualty Report01 ( 0 USCG Case #MC 00009757.}
On Aug. 1, 2000, the OSV Seabulk Georgia, a 180 foot offshore supply vessel built in 1984 was underway enroute to the offshore platform at Vermilion 267A on a course of 226 degrees at a speed of approximately 10 knots.
The mate, Ronnie Chambers, was on watch. At approximately 02:00, the OSV Seabulk Georgia had an allision
with the Mobile Offshore Drilling Unit (MODU) Dolphin 105. The Dolphin 105 was jacked-up alongside the
platform at Eugene Island 095-17 doing work on the well. The initial impact with the MODU was at the port
quarter of the MODU and the starboard bow ofthe OSV Seabulk Georgia.
After the initial impact, the OSV Seabulk Georgia continued underneath the MODU, completely tearing off its
entire pilothouse. Ronnie Chambers, at the helm, was dragged with the entire pilothouse to the deck below. Both
Ronnie's legs were crushed and had to be amputated.
The OSV Seabulk Georgia was on a course maintained by the vessel's auto pilot. Visibility was at least 1 mile.
Ronnie Chambers was on watch and had been on watch for about 6 hours. He had 6 hours ofsleep prior to his
watch. According to his statement and the statement of the Qualified Member of the Engine Department QMED,' 11
Ronnie had gone down to the galley to make a sandwich and get a cola. The QMED stood by for Ronnie on the
bridge. They both said Ronnie was gone for about 5-10 minutes. After he returned, the QMED stated that he
stayed with Ronnie on the bridge for another 5 minutes and then went below to make his rounds. The QMED
stated that he was gone about 10-15 minutes and was on the way back to the pilothouse when the allision happened.
(/)Vocabulary: QMED =An unlicensed but trained "rating" employed to assist the vessel's engineer. He is a
qualified "engine" and not a "deck" rating.}
In talking with Ronnie Chambers after the incident, the QMED stated that Ronnie recalled that he was on watch
and that the vessel's auto pilot was on. Ronnie said he did not have any problems with the auto pilot and heard and
saw no alarms. He said visibility was at least 1 mile. He went down to the galley for a sandwich and a cola. When
asked if night vision was a problem when coming back to the bridge from the galley, he stated he didn't think so. The
last thing he remembers was standing kY the weather machine getting the updated weather.
After all the interviews and a visual inspection of the damaged vessel, the investigating officer concluded that
Mate, Ronnie Chambers, was in the pilothouse at the time of the allision and in charge of the safe navigation of the
vessel. Ronnie's exact position in the pilothouse can't be proven, but he may have been at the helm at the time of the
allision. His shoe and leg were found lodged between the overhead and the center window forward of the helm.
The investigator's theory is that upon initial impact with the MODU, the pilothouse's forward edge of the overhead
and forward windows folded back against the inner pilot house overhead trapping Ronnie's foot; and as the vessel
continued under the MODU, the entire pilothouse overhead peeled back and fell onto the deck below. Once the vessel
cleared the MODU, Ronnie fell to the 01 deck, tearing away from his leg, which had been tom while the pilothouse
was peeling back.
The Coast Guard investigation concluded that (the mate) was negligent in the performance of his duties as
mate while on watch bv inattentiveness to the navigation ofthe vessel through a congested area.

existing manning regulations is almost impossible for the average mariner and is left to employers to interpret as
they choose since logbooks are rarely checked for compliance with manning regulations.
In many ways, seamen are their own worst enemies. Although the Captain of OSV Seabulk Georgia was
assigned an "extra man" for this fateful voyage, he still believed his vessel was undermanned.<'> Yet, by working
beyond the legal 12-hour limit and allowing his QMED to do so as well, the Captain virtually guaranteed that the
company would never be under any pressure to assign the number of men he believed were really necessary to operate
the vessel safely and also to maintain it at the level the company apparently expected. {I) Captain's deposition, p.50.}
What motivated the QMED to work these long hours? In his own words: "... even though rve been up 10 or 12
hours, ifi'm not tired and there's something going on, I'm going to help. I mean, that's part of the industry. And, if you
do that, captains want you to come back. They call the office. You get good reports. And that helps you towards your
license and progress and moving up and making ratings and stuff like that."(l) fi)QMED deposition, p. 126.]
Although the Coast Guard overlooked these individuals violations of the 12-hour rules, the companv's Safety
Manager became "concerned" after the accident that his QMED. who accepted the lookout assirnment that
nirht. worked 17% hours in the 24 hours preceding the accident.<IJ He reportedly "discussed it with management"
several days after the accident.(2) Although the QMED may deserve an "E" for effort, he now can try earning it
from a different employer. fi)Refer to NMA Reports #R-207, Rev.J; #R-207-A & #R-207-B on the training and
posting of lookouts. (l)Safety Manager's deposition, p. 122.}
Both the Safety Manager and Seabulk's expert witness who held an unlimited Master's license and had years of
deep-sea shipping and managerial experience, considered the Captain at least partially at fault for not managing his
crewmembers properly. The company Safety Manager went even further and stated that this was why the Captain
forfeited his safety bonus·<IJ The expert witness stated: " ... if he honestly believed that the vessel was undermanned. •. you should do somethinr about it. You shouldn't take it away from the dock. You should report it to the
Coast Guard. If the Coast Guard doesn't agree, you should report it to a federal judge, which you're required to do.
And he didn't do so ... " <2>pollowing the accident, the Captain took a job with another major boat company. (llSafety
Manager, deposition, p.122. (lJMaster expert witness, deposition, p. 43.]

"Maintenance and Cure" Instead of Workmen's Compensation
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A seaman injured while serving on his vessel is entitled to receive maintenance0 >benefits from his employer in
addition to medical treatment called "cure."(2) Under most workers' compensation programs, which do not tlJ!PlY to
seamen, a person who is not a seaman may continue to receive compensation benefits after he/she reaches a point of
"maximum medical improvement." On the other hand, a seaman is owed maintenance and cure only until he reaches a
point of "maximum cure." Maximum cure is the point of medical treatment where it appears that no improvement in the
seaman's condition will result from further medical care. Seabulk saw "maximum medical cure" happening shortly after
Ronnie left the hospital and was fitted with two artificial limbs. This might have been adequate in the days ofpegleg, but
the world has changed since then. In reality, as evidenced by medical experts, care, refitting and replacing prostheses,
and professional medical care will have to continue throughout Ronnie Chambers expected life span. Adequate
provision must be made for this care. fi)Vocabulary: Maintenance =normal shoreside living expenses. (})Cure=
adequate and complete medical treatment. For additional information, refer to NMA Report #R-344-A, Rev. I.]
An employer's duty to pay maintenance and cure is not fault based. A non-negligent, fault-free employer owes
benefits to its injured seamen. In most shoreside cases that do not involve seamen, an employer who pays workers'
compensation benefits is immune from civil suits brought by non-maritime employees. The workers only recourse
against his employer is to recover his worker compensation and medical benefits. In contrast, a seaman's employer does
not enjoy tort immunity. The seaman can sue his employer and recover monetary damages ifhe can establish that his
injury was caused by the leral fault of his employer, such as nerlirence. unseaworthiness or strict liabUity. In this
case, undermanninr a vessel or workinr its crew beyond lerallimits (e.r.. the 12-hour rules) are all very serious
considerations.
The amount of benefits workmen's compensation offers a shoreside worker is different than those an injured
seaman might receive from maintenance and cure. Typically, "worker's comp" is set by a wage-based formula
according to state statute while a seaman's maintenance rate is unrelated to his earnings. Maintenance benefits are
suwosed to pay an injured seaman for food and lodrinr equivalent to those aboard the vesseL ..one often
intetpreted by maritime employers as a rented room in a flophouse. Further, a vessel owner's maintenance and
cure obligation is not set out in any statute. The duty to pay such benefits is a matter of un-codified general
maritime law. This leaves it up to the employer to determine what is fair and reasonable for an employee who (for
whatever reason) no longer contributes his labor to the company. Such payments tend to be small and of short
1 .,
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him through a formal hearing process.
Meeting the high costs of rehabilitation, lifetime care, vocational counseling, retraining to provide future income,
and assistance with day-to-day living were all matters that had to be examined and then somehow fmanced. ~
cutting Ronnie loose at the earliest possible date, the company was determined to divorce itselffrom reSJ!onsibility_
for what happened. In effect, Seabulk assumed they were blameless, quickly distanced themselves from the accident,
and went about their business believing that any problems generated by an injured, unemployed, and penniless seaman
could be handled easily by the company attorneys.

The "Real" Investigation
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Proving that Seabulk shared the blame for the accident was a major problem considering the fact that the trauma
of the accident totally erased Ronnie's memory of the accident itself. Following the Coast Guard's investigation
released in March 2001, the "real" investigation was conducted by Ronnie's attorneys Les Martin and Phil Cossich.
The attorneys' examination of how Seabulk Offshore, Ltd. operated the OSV Seabulk Georgia was at the heart
of the investigation. This investigation had many facets we will examine in some detail.
The investigation would consume the better part of a year and required hundreds of hours of legal preparation and
produced over three-hundred pounds of documentation. Up until the day of the trial on Dec. 17, 2001, Seabulk was
unwilling to make anything that could be considered a reasonable settlement considering his projected expenses to
compensate Ronnie for the injuries he received as an employee on their vessel. Furthermore, no settlement would
result if Seabulk had not been at fault for their practices. What they were willing to admit and the exact amount it cost
the corporation was not made available. However, the settlement was reported to be considerable. Fair and
reasonable are terms that could be applied to the fmal settlement whereas "charitable" could not!
During the time following the accident, Ronnie exhibited tremendous courage and perseverance in his attempt to
put his life back together and arise above his pain and conquer his disabilities. After release from the hospital, he
underwent rehabilitation and was examined by medical experts that advised him as to his medical prognosis. He
received vocational counseling that centered on how he could retrain to make a livint: in a completely new
occupation. Financial estimates for the cost of this care had to be carefully prepared and were subjected to close
scrutiny. During this period, an exceptionally heavy burden for his care and maintenance fell upon his parents and
upon other caregivers.
To gain their attention and to convince them they were serious in pursuing a settlement, Ronnie's attorneys sued
Seabulk Offshore Ltd. in Federal District Court for $28,000,000. That amount and a recent jury verdict in Federal
District Court in Lafayette, LA, in the case of an injured oilfield worker that also lost both legs, made the point that
Seabulk's practices would be closely scrutinized.
To generate as full and complete a picture of the accident as possible, most of the vessel's crew was "deposed"
and provided statements under oath with the adversary (i.e., Seabulk) present and cross-examining them. All
depositions were reported and transcribed by a Court Reporter and became part of the official public record. In
addition to crewmembers, a number of Seabulk shoreside employees were deposed at length as were several expert
witnesses Seabulk hired to provide their opinions of what had happened.

Prologue to the Accident
On the day before the accident, the OSV Seabulk Georgia spent the day alongside the dock in Berwick, LA. The
vessel had six assigned crew members, one more than the minimal number its Certificate of Inspection called for. The
crew included the Captain, one Mate, one licensed engineer, one QMED (qualified member of the engine department),
one Able Seaman and one Ordinary Seaman.
The vessel's two seamen were set to work chipping and painting the colorful red, white, and blue vessel to keep
it standing tall in the best oilfield tradition. This would probably be the most expensive paint job the vessel ever
received because two seamen put in their full day's work in the hot summer sun and were not available for duty as
watchstanders later that night. Every mariner knows how a poorly maintained boat reflects poorly on its Captain,
its crew, and its company ... one of those unsinkable traditions.

The Master and the Mate
The Master was a 25-year veteran of the oil-patch. He was also a very handy person to have around any boat.
He was concerned with vessel maintenance and knew enough about cutting and welding to help the engineer
replace a pair of valves in the pipe tunnel during the day. In mid-summer, this was truly hot and tiring work.
It would stretch the truth to say that the company did not know all this activity was taking place. After all, they
11-11

barge dumping 85,568 gallons ofgasoline into the river. Refer to NMA File #M-113.]
When Ronnie returned to the pilothouse, the QMED soon announced that he was going to make his rounds in
the engineroom, which also, is traditional. Although most OSVs and towing vessels have a so-called "automated"
engineroom that allows them to operate on a 24-hour basis with only one person assigned to the engine department,
someone must be available to monitor the engineroom and respond to engine alarms while the vessel is underway
or standing by at an offshore rig or platform. A functional job analvsis (FJA) performed bv the Coast Guard in
1980 shows the OSV engineer as the most overworked person on a supplv boat since he is not onlv responsible
for maintaining the engineroom hut also for pumping all the vessel's bulk cargo. Aside from answering alarms,
it is also sensible to check the engines periodically to see that all is running smoothly. Before leaving the
pilothouse, the QMED glanced at the radars and confirmed that the OSV Seabulk Georgia was on a course that
would bring it safely midway between two obstructions ahead. Although he was an "engine" rating, the QMED
had previous experience at sea in the U.S. Navy. He expressed no real concern in leaving the pilothouse for a few
minutes (later estimated to be between 15 and 18 minutes) to check the engines ...nor did Ronnie. While below, the
QMED made his "rounds," closed several deck plates as the chief engineer previously requested, picked up some
tools, and then grabbed some milk and cookies in the galley. It was then, as he prepared to mount the stairs to the
pilothouse that the OSV Seabulk Georgia struck the rig and plowed underneath it as the pilothouse crumpled and
was tom from the upper deck, dragged aft with Ronnie in it, and deposited on the cargo deck aft of the galley. It
was the QMED and the Captain, who picked through the wreckage, found Ronnie, applied tourniquets, summoned
help and saved his life.
Who Was On Watch?
Soon the question arose as to how the watch was established. Here the law(l) specifies that the watches be set
bv the vessel's master. In addition, according to law,(2) the watch schedule must be posted where it is easilv
accessible. ( 11 46 CFR §15.1109 states: "Each master of a vessel that operates beyond the boundary line shall
ensure observance of the principles concerning watchkeeping set out in STCW Regulation VIIU2 and Section AVIII/2 of the STCW Code." Section A-VII/2 contains 106 separate and specific guidelines that must be observed.
(l)Treaty obligation under STCW Code, Section A-VIII/2.5.]
Tradition, at least as practiced in the oil patch, discourages putting things that are routine or easily understood into
writing - watch schedules included. Consequently, setting the watch that evening was done in(ormallv with the
vessel's Master pretty much leaving it up to his Mate to arrange (or his own lookout or to per(orm the task by
himself. Since the QMED "volunteered" to stay on duty at night, the Captain, the Chief Engineer and the two seamen
rested from their hard day's work of ship's maintenance at the dock as the boat headed down the Atchafalaya River.
Everything looked rosy: Ronnie describes himself as a night person, and the QMED volunteered for the duty. Such an
ideal arrangement seemed to cover both the deck and the engineroom- or at least so they believed. However, the law
and regulations simplv are not written that way and clash with tradition!< 1> (1146 U.S. Code §8104(e), that applies
to merchant vessels over 100 gross tons stales that a seaman may not be engaged to work alternately in the deck and
engine departments or be required to work in the deck department if engaged for engine department duty (or vice
versa). The oiler should not have been used as a lookout.]
Seabulk assigned an extra person to work on the vessel that was not required by the vessel's Certificate of
Inspection. In this case the person hired was the QMED-Oiler. Our Association,< 1> urged the Coast Guard to
"Review and set safe manning standards for offshore supply vessels and uninspected towing vessels." Work in
revising manning standards for vessels under 1,600 gross tons is a project that is long overdue. Re-evaluatint:
manning is not something that boat companies encourage because solving obvious manning shortcomings will
cost them money. f/J Refer to our Report #R-2 79, Rev. 10.]
In each of these cases, tradition clashed with the law. One of Seabulk's expert witnesses with an unlimited
Master's license repeatedly invoked the word "traditional" to try to justify most aspects of Seabulk's flawed
operation. He even pointed out that the Coast Guard's accident investigation did not cite any of these legal
shortcomings as "violations."
Unfortunately, such omissions are characteristic of man{I Coast Guard casualty investigations that are often
hurried and may often do little more than scratch the surface. ll Aside from providing an outline of what happened
and a preliminary tally of the damages, the Coast Guard report became irrelevant in the months following the
accident. In any event, a Coast Guard casualty report cannot be used in court. (/JThe investigation and its report
look a total of only 30 hours to prepare. (1)At the time, the "investigations" workload at MSO Morgan City
reportedly numbered over 300 "open" cases- a heavy workload.]
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on the dock when an OSV arrives from offshore is a welcome sight. Previously, and for ai!.Proximate/y six
months, the OSV Seabulk Georgia was not assigned a regular Port Engineer. OJ That, coupled with constant
crew changes, makes it difficult to have any continuity in major repair work. Caring for six or seven large supply
boats presents a major juggling act that is a challenge to any supervisor's "span of control." It is also clear from
testimony that the Port Engineer who took the Captain's report about the "fast rudder" in late June didn't
understand the nature of the problem even though he signed the report that recorded the complaint. The Port
Engineer even stated that the autopilot is "the Captain's thing" displaying his ignorance of this equipment for
all to see.(2) The Port Engineer stated in his deposition that he did not know in which direction the vessel would
tum if hit with a hard starboard rudder command.<3l With such responses, it is not hard to see why equipment such
as the vessel's complex steerin~ system and gyrocompass never were successfully repaired. fl) Port Engineer
deposition,p.16. flJlbid.,p.59. 0 /bid.,pgs. 59, 60.}
Rebuilding the Wreck
Although the steering system was operational, but in questionable condition before the accident, its performance
has now probably improved. Without knowing the details, the old OSV Seabulk Georgia was not sent to the scrap
heap but was resurrected to run another day. If there were any electrical problems with the steering, there was no
damage to the boat's two steering motors located down in the engineroom. All wiring problems that may have
existed in the pilothouse were solved instantly by the accident that smashed most of the navigation equipment and
controls and tore out all the wiring. Pictures of the reconstructed pilothouse show a shiny new (or possibly
reconditioned) gyro display unit. It is clear that the company (or its insurer) spared no expense repairing the boat
and returning it to service and up to Coast Guard standards. Yet, the company sought to shuck their most important
responsibility to care for their injured former employee. In the long run, failing to address Ronnie's future cost the
company much more than repairing the boat.
The time has come for both marine industry and the Marine Safety Directorate to consider that restoring
damaged human beings is at least as important as repairing damaged equipment. This is one consequence of
"human factors" accidents both the Coast Guard and the industry can no longer ignore. If Seabulk believed it could
simply wave a magic wand and absolve themselves from blame, they now know otherwise.
Was the OSV Seabulk Georgia Undermanned?
"Administrations0 J must establish and enforce rest periods (or watchkeepingpersonnel and require watches
onboard seagoing ships to be so arranged as to avoid any impairment of the efficiency of watchkeeping
personnel because of fatigue. They must also require their watch systems to be so organized that, on proceeding
to sea. the first and all subsequent watches are sufficiently rested and tit (or duty." These requirements contained
in the regulation itself2l apply to all watchkeeping personnel. Administrations must also include in their legislation
a requirement for watch schedules to be posted where they may easily be seen and read by all watchkeeping personnel."<3l ( 0 The term "Administrations" includes both Congress and the US. Coast Guard. msTCW Regulation
VIII/I. Although STCW and the International Labour Organization now require 11 hours of rest in a 24-hour
period, US. regulations limit merchant marine officers to working no more than 12 hours in any 24 hour period
except in genuine emergencies. OJMorrison, W.S.G., Competent Crews = Safer Ships: An Aid to Understanding
STCW '95. 1997, Malmo, Sweden. World Maritime University, p.170, #6.]
J

[NMA Comment: The time has arrived to resolve any legal differences in terminology between "hours-ofservice" (domestic terminology) and "hours-of-rest" (international terminology.]

Several months after the incident. Seabulk "clarified" its watchstandingprocedures so that they required its
vessel Masters to post their watch schedules. This was called a "clarification" of previous procedures so that the
company could claim it had always followed the law. At least by making this paper gesture, tradition began to
show some hopeful signs of being altered to follow the law. However, Seabulk and its employees clearly violated
the law at the time of the allision and, to quote an old saying, "ignorance of the law is no excuse." Although the
Captain escaped Coast Guard scrutiny on this point, and few scraps of paper from the boat survived the accident
and a brief rain shower, the matter of establishing and conducting the watch played an important role in the lawsuit
that followed.
By its own regulations, the Marine Safety Directorate appears to believe that a vessel like the OSV Seabulk
Georgia can successfully operate on a 24-hour schedule on a voyage of less than 600 miles with a minimum
11-17

standing an effective watch.

fl) Refer to NMA Reports #R-207, Rev. 1; #R-207-A; #R-207-B; #R-207-C.]

"Crew Endurance"
Both the industry and the Coast Guard have had their heads in the sand far too long. At Coast Guard Industry
Day in New Orleans on May 15, 1996 the speaker, Mr. William Sirois of Circadian Technologies spoke on the
topic Alertness Assurance: The Key to Reducing Fatigue and Human Error in the Marine Indusby. He prepared an
excellent and descriptive set of materials that and distributed them to the 500 registered attendees mostly from the
ranks of industry management and Coast Guard officials. Much of what he covered in very dramatic fashion seems
to have missed its mark since fatigue and violation of the 12-hour rules continue to plague both the offshore oil and
towing sectors of the marine industry.
On the OSV Seabulk GeorKia, the OMED worked over 17~ hours in the 24 hour period before the

accident. .. and most likelvput in manv additional hours in the wake ofthe accident.
For a dozen years, our Association protested frequent violations of the 12-hour rules that are supposed to protect our
mariners. This problem is much less prevalent with ''upper-level" mariners protected by union contracts and provided
overtime pay for their work. Our protests were first aired June 2000 in our book titled Mariners Speak Out On Violation
of the 12-Hour Work Day.O> We protest not only those situations where licensed officers are left to work over 12 hours
in a 24 hour period but where "ratings" not protected by statute or regulation are exploited by their employers to work
beyond 12 hours and whose fatigue makes a mockery out of existing safety and manning regulations. In his deposition,
the QMED admits that there is at least a possibility that he could have prevented the accident if he had acted as full-time
lookout in the pilothouse for Ronnie Chambers.<2> Even the company Safety Manager believed the new policy of
requiring a lookout during hours of darkness was safer than the old policy that left assigning a lookout up to the
Captain.<3> After all, a lookout has a definite function to perform and must not be detailed to perform other duties.
(~JOur Report #R-201. (lJQMED deposition, p.J02. (JJSafety Manager's deposition, pgs. 65-68.]
The Coast Guard also has its head firmly planted in the sand. On May 15, 2000, less than three months before this
accident, RADM Pluta, then Eighth District Commander and afterwards Chief of the Marine Safety Directorate wrote
to Congressman Billy Tauzin in part: "I am writing in response to your letter of April 20, 2000 addressing the
concerns raised by your constituent...regarding vessel operator fatigue and work hour limitations on commercial
vesse1s ... Although we receive very few complaints, either anonymous or attributed, of 12-hour rule violations, we
strongly encourage ... his colleagues to report these incidents to the nearest Coast Guard Marine Safety
Office ... Recently my staff conducted an informal phone survey of a cross section of the Eighth Coast Guard District
Marine Safety Offices to get a feel for the volume of 12-hour rule complaints we receive. This survey
indicated ... (we) ...received very few complaints involving mariners being forced to work more than 12 hours."
[NMA Comment: "Very few complaints" result from suppressing mariner "whistleblowers" who are "at will"
employees and can be fired and "black listed" throughout the industry for reporting unsafe conditions.]
Shortly after we received a copy of this letter, we provided Admiral Pluta a copy of our "Yellow Book" with
letters from 57 mariners with 12-hour rule complaints. The Coast Guard never investigated any of these

complaints!
Our Association, using the tenuous Coast Guard "chain of command" available to us, also provided copies of
our "Yellow Book" to three federal advisory committees, MERP AC, TSAC, and NO SAC that advise the Coast
Guard. Of the three committees, only NOSAC even addressed the problem by tasking its "Prevention Through
People" (PTP) working group. The working group, included our Association's President Penny Adams and several
NMA Directors, read and reviewed a number of studies on fatigue. When the subcommittee met on Nov. 7, 2001, a
preliminary report titled U.S. Coast Guard Guide for the Management of Crew Endurance Risk Factors<1> surfaced
and became a key part of the discussion. This report went a long way toward explaining why the Coast Guard has
such a serious problem retaining its own personnel. The parallel between the Coast Guard's own experiences with
overworking its own seagoing personnel<2> and problems faced by our mariners is unmistakable. fl!NMA File
#A771 C. (2'NMA Reports R-304, Rev. 1 & #R-305, Rev. 1.]
While the Coast Guard's policy letter clarification of the 12-hour rules went a long way to outlining the
responsibilities of mariners, employers, and the Coast Guard, we make these points:

• If a vessel works over 12 hours a day and is allowed to operate under the two-watch system, it should be
provided with two complete and trained crews. The only other acceptable alternative is a three-watch system
for both the deck and engine department.
11.. 1 a

$250,000 although fmal repairs to the bridge were reported in excess of $500,000. ( 1JDefined at 46 CFR §4.032 (a)(4) as damage to property over $100, 000.]
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Vessel Particulars
The MN Chinook, official number 0299737 is a U.S.-flag, 60 foot, steel, twin-screw 1020 horsepower towboat,
of 78 gross register tons built in 1965 in Reedsport, OR. It had a current, valid documentation certificate that would
expire in Sept. 2000. The tug was outfitted with two (2) radars, VHF-FM radios, and a Fathometer. Both radars
were on with one on standby at the time of the incident although neither radar was outfitted with a proximity alarm
-nor were they required to be. Barge NWA-100, official number 0298799, was a 237-foot, 1829 gross ton steel
freight barge currently used to transport gravel. The barge previously had a Certificate of Inspection that the barge
owner no longer maintained nor was he required to do so at the time of the accident. At the time of the incident, the
visibility was unlimited; the winds were calm and variable at less than 3 knots with no seas; and the air temperature
was 60-63°F.
Vessel Manning
The Master held a valid Operator of Uninspected Towing Vessels (OUTV) license with a valid radar
endorsement as required by current regulations. His Mate held a valid Master, 1600 ton, near coastal license with a
radar endorsement. The single crewman/engineer ("i.e., deckineer'') held a valid able seaman (limited) merchant
mariner document with a lifeboatman endorsement.
Summary of Events.
At 01:50 on July 29,2000, the Chinook departed Kenmore, WA, pushing the empty gravel barge NWA-100 en
route to Pier 1, Seattle and crewed by three men - a Master, a Mate, and a deckhand/engineer. The Master and
Mate usually split the navigation watch in a 6-hour watch rotation.
After picking up the barge in Kenmore at 01:50, the Master assumed the navigation watch, while the Mate
remained below in his stateroom. The deckhand was on watch making designated rounds of the vessel. Before
departing, the Master attempted to contact the bridge tender by mobile phone and left a voice message to arrange to
lift the Montlake Cut bridges around 03:00.

consider the vessel's proximity to shore, and the Master's years of experience in piloting in this area using
radar as an aid. Nevertheless, allowing his deckhand to be in the galley and not in the pilothouse serving as
an effective lookout is the Master's responsibility.]
Current weekly Local Notices to Mariners were available to the Master and all other publications on the vessel
were current. All navigation equipment onboard was available and operational at the time of the allision and no
mechanical discrepancies or engine malfunctions aboard the vessel were noted or logged.
The Mate was asleep below in his stateroom. Although he held a 1,600-ton Master's license, the Mate was not
designated to act as a "Sea Coast Towin~ Co. Qualified Master" aboard the MN Chinook. The Sea Coast Vessel
Operations Manual requires the Master to be up and present durin~ alllandin~s and departures with a tow and
(or all transits o(Lake Washington from Lake Washington Ship Canal to Kenmore; and all brid~e transits.

[NMA Comment: The Mate, although an experienced mariner with a Master's license, did not bold the
company qualification as a "Qualified Master." Company rules required the Captain who was a "Sea Coast
Qualified Master" (although holding a lower license than his Mate) to be on duty while crossing Lake
Washington.]
[NMA Comment: The Coast Guard often faults mariners for "Misconduct" in administrative proceedings if
they do not comply with established company policies. Refer to 46 CFR §5.27.]
The "Qualified Master" terminology is a company designation. At this point, it is important to note that Sea
Coast Towing Co. is a member of the American Waterways Operators (AWO) and follows AWO's Responsible
Carrier Program (RCP). The RCP is a Safety Management System that the Coast Guard encouraged from its outset
in 1995. However, even after the Coast Guard exposed the flaws in the system, the AWO chose to defend its
member company in this accident and brought their views into conflict with the Coast Guard OCMI.

Coast Guard Analysis of the Incident
Coast Guard investigators determined that. ...
• Vessel logs for the previous 51 hours showed the vessel operated for extensive periods.
• Analvsis and charting of the vessel's lo~s with reference to watchkeepin~ indicated a stron~ probability of
fatigue as the major causal (actor in the casualty.
• The Master confirmed that he was on watch durin~ all lock transits, bridge transits, transits of Lake
Washington. and all bar~e drops. shifts, and pickups as required bv the Sea Coast Vessel Operations Manual,
sections 2.3.9 and 2.3.1 0. With the exception of the actual transit of Lake Washington, the Mate and deckhand
were on deck assisting with line handling and other deck functions during all above evolutions.
•Over a period of 51 hours from midnight, July 27 to 02:45 July 29, the Master was off watch for a total of 20
hours and 15 minutes, most of which was a block of 13Yz hours. However, a further breakdown of work hours
from midnight, July 27 to 07:30 on July 28 show the Master on watch (or almost 24 out ofthe 31'h hours.
• During the 24-hour period between 04:00 July 27, 2000 and 04:00 July 28, 2000, the master was involved in the
operation ofthe vessel for at least 16 and possibly as many as 18 hours.
• The Master had a rest period of approximately 13 hours and 20 minutes prior to taking the watch for the voyage
that lead up to the bridge allision. However, that rest period was interrupted by three instances where his
participation in maneuvering evolutions was required. Estimating 15 minutes per evolution, the Master's total
rest period was only 12 hours and 25 minutes and with the longest uninterrupted period bein~ 5 hours and 40
minutes.
[NMA Comment: USCG "crew endurance" studies determined that the human body requires 7 to 8 hours
of uninterrupted sleep on a daily basis. This was impossible under conditions established by company
policy.]
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• The Sea Coast Towin~ fSCTJ Vessel Operations Manual outlines specific times when the Master is required to
be up and present on the bridge or on watch. Additionally. the SCT manual also identifies certain reographic
areas where the master must be present on the bridge or on watch. If the vessel is manned with a Mate that is
designated an "SCT Qualified Master" then the master's presence is not required.

Team" (QAT) to look into this accident. Our Association later examined and commented upon the smokescreen
resulting from this QAT reporting. Refer to NMA Report #R-370-B, Rev. 4, pages 8-11.]

4. Sea Coast incorporate review procedures for vessellors at the operations manarer level or hirher to ensure
compliance with federal rerulations rerardinr allowable workinr hours for licensed personnel. There was no
log review procedure in place, with the exception of that done by the billing/payroll departments. With limited
knowledge of vessel operations or federal regulations, review at this level would be insufficient to detennine noncompliance with federal regulations by vessel personnel.

[NMA Comment: Officers often record important problems they encounter on the job in their rough
logbooks. We assert that Management does not perform its job effectively by not having qualified
management personnel review vessel logs on a regular basis.]
5. Sea Coast should review company policy relative to the manning of vessels with similar operating requirements
and areas as the tug Chinook. The companv's internal qualification requirement (e.r.. "SCT Qualified Master,}
necessary for a Mate to operate alone in all areas and operations unduly burdens the Masters of those vessels,
requirinr them to attend to the operations of the vessel durinr their designated rest period. This practice has an
even greater impact on vessels engaged in short voyages through congested waterways, like the Chinook. On these
vessels, only SCT Qualified Masters should fill the Mate's position, eliminating the necessity for the Master to
supervise vessel operations during his designated rest period.
6. That this investigation be closed. s/Chief Warrant Officer, Investigating Officer.

[NMA Comment: In comparable Western Rivers towing operations, a company may require that the
vessel's Master be physically present in the pilothouse during certain specific events such as passing under
certain bridges or making certain "bends" or challenging river features even when he is off duty. Our
Association recognizes that this problem is national in scope.]
[NMA Comment: A "two-watch" system, by its very nature requires that each watch officer be fully capable
of and responsible for navigating the vessel during his watch. An excellent example of what can happen if an
officer is not properly "posted" or capable of performing a difficult maneuver is contained in NMA Report
#R-399 that led to a bridge allision on the ffiinois Waterway.]

,.

Endorsement by the Officer-in-Charge Marine Inspection
[I] Concur with findings of fact and conclusions of the investigating officer.
Recommendations:
!.Concur.
2.Concur.
3.Concur. Company requirements published in the Sea Coast Towing. Inc. Responsible Carrier Prot:ram Safety
Manual, Chapter 2, for the master to attend to certain vessel operations when not on watch. causing him to work
more than 12 hours in a 24-hour period. clearly meet neither the letter nor spirit o(the Coast Guard rerulations
covering work periods. Furthermore, this policy conflicts with the company's own policy, published in the same
chapter, requiring masters to work no more than 12 hours in a 24-hour period. For this safety manual to serve the
intended purpose, these types of conflicts, both with Coast Guard regulations and with other company policies,
must be eliminated.
4.Concur. Sea Coast's attempt to ensure that persons operatinr their vessels were qualified to do the job is
laudable, but ultimately flawed when a proper relief is not provided to reduce crew fatirue. Burdening the
Master with supervising vessel operations during the Mate's watch in addition to standing his own watch may
ensure safe operations on the Mate's watch, but it comes at the expense of fatigue for the Master. This problem is
exacerbated when a vessel operates on a short route through restricted waterways and requires constant supervision
by the master - as was done on the night of the allision. Ensuring that all Mates, especially those operating vessels
on this type of route, are "SCT Qualified Masters" will eliminate one factor in the fatigue of the vessel masters.
Use of a three-watch system instead of the cu"ent two-watch system is another alternative to be considered in
some circumstances.
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the Coast Guard Hearing Office in Arlington, VA, discussed the matter, and soon thereafter we received file #
MV01002491 on Sea Coast Towing.
The file shows that the Coast Guard reviewed the logs of the MJV Chinook (or three weeks preceding the
accident and determined than nine {9) violations of the 12-hour rule occurred during that period and filed a
"Civil Penalty" case against Sea Coast Towing.
The attorneys for Sea Coast contended that "if...the marine employee (e.g., the Master) is not compelled by his
employer to work in violation of the law, but chooses unilaterally to violate the law ... the statutory intent is equally
clear: the individual decision-maker will be deemed the violating party." In other words, the Captain was to blame!
The towing company also contended that " ... vessel owners cannot reasonably be held responsible for the
independent decision of their officers at sea ... " and that "Section 8104 was not drafted with the goal of penalizing
tug owners and operators for the independent errors of its sea-going officers."
The Coast Guard Hearing Officer found Sea Coast's arguments ''unpersuasive," did not agree with their
attorneys' interpretation of the law, and stated in part: "When the subsections in 46 U.S. Code §8104 are read
together, the intent of the statute is clear: that owners, charterers. or managing operators be responsible for
violations ofthe watch requirements. In addition, the section attempts to protect the licensed officers and seamen
to which it applies by ensuring that, in situations where the requirements of the statute are not met, such seamen
will be 'entitled to discharge from the vessel and receipt of wages earned'
The Coast Guard Hearing Officer also noted: "Based upon the clear language of the statute, the Master cannot
be responsible for the instant violation. Instead ... only the owner, charterer, or managing operator may be held
liable for the violation. Regardless of whether Sea Coast educated its Masters about the work requirements set
forth in 46 U.S. Code §8104, it is Sea Coast itself, who will be responsible for such violations. I believe that, if
accepted, your interpretation of the statute would have a stifling affect on the maritime community. If Masters
were held responsible for violations of the watchstanding requirements, vessel operators would be given free reign
to acquiesce to such violations ... there would be no impetus on the marine employer to ensure that the
watchstanding requirements were met."
We found the Hearing Officer's ruling particularly interesting because the Master was following written
company instructions- instructions reportedly based on the AWO's Responsible Carrier Program (RCP). The
AWO later assembled a Quality Action Team (QAT} meeting based on their "partnership" with the Coast Guard
and attempted, unsuccessfully, to raise a smokescreen so their members would not be obliged to increase the size of
their crews on vessels in 24-hour service.< 11 { 1JOur Association's objections to this tactic are recorded in NMA
Report #R-379-B, Rev. 4 starting on p.8.}
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Example #5 - Collision Between a Tug and an OSV
[Source: Mis/e Activity #1638436, Mis/e Case #87811, MSO Port Arthur, TX NMA File #M-281.]
On June 27, 2002 at about 4:00 PM in broad daylight in calm water with good visibility, the tug La Madonna running
inbound to Port Arthur, TX light boat and traveling at 11 knots slammed into the side of the 145-foot mini supply boat
Greg Danos. The OSV Greg Danos was bound offshore to High Island Block 305 with a crew of four on board.
Because of this collision, the mini-supply boat, less than one year old at the time of the accident, sank in 36 feet
of water eight miles offshore from Cameron, LA. There were no fatalities on the OSV, but the extent of the
damage was reported in excess of $750,000. Although the accident resulted in the spill of 800 gallons of diesel oil
from the port day tank, there was a much larger potential to spill up to 24,000 gallons. Thankfully, the fuel tanks
on the OSV Greg Danos were fitted with check valves that controlled the release from the main tanks that were not
breached.
[NMA Comment: The Coast Guard investigation failed to formally assess blame for the accident or to
formally assess who was serving as "lookout"< 11 as required by International and Inland Rule 5 that states:
"Every vessel shall at all times maintain a proper lookout by sight and bearing as well as by all available
means appropriate in the prevailing circumstances and conditions so as to make a full appraisal of the
situation and the risk of collision. On an undermanned vessel, the easiest duties for a Master to bypass are
those ofthe lookout.] fi)Refer to four NMA Reports in the #R-207 series on lookout duties.]
Although the Coast Guard took no enforcement action in this case, the one revealing comment in the report's
Causal Analysis section states: "Active human failures - Execution Errors - Attention Failures - Inattention
1 'l_, . ,
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CaptainS. on the Matador IV saw the Miss Amanda on the south side of the Intracoastal Waterway. Captain
S. indicated everything looked like a port-to-port passage as he headed westbound making 9 knots. Captain S.
indicated that approximately two to three minutes after sighting the tug, the Miss Amanda turned toward him.
CaptainS. tried to call Miss Amanda on his VHF-FM radio with no reply.
Captain S. then attempted to get the Miss Amanda's attention by shining his spotlight into the wheelhouse but saw
no movement in the wheelhouse of the other vessel. Captain S. turned hard to starboard but could not avoid striking
the light tug. Captain S. indicated that if he had turned to port he would have hit Miss Amanda broadside.
Captain A. on Miss Amanda remembers hearing the sound of whistles and stated that he looked up and saw
the collision take place between his tug and the Matador IV's tow (port bow to port bow). Captain A. indicated
that he was just north of mid-channel at this point, looked at his watch and noticed the time was approximately
23:45. Captain A. tried to turn his wheel to starboard but stated that the steering did not work. Captain A. went
to the engineroom and reportedly re-set the steering pumps, at which time the steering worked.
Both tugs pushed up to the bank at Mile Marker 105 of the Intracoastal Waterway to survey the damage.
According to Captain S. on the Matador IV, the tankerman on the Miss Amanda jumped over to the barge Matador
Vll and started running around shouting at Captain S. that he was going to sue him and wanted a camera so he could
take pictures ofthe damage. Captain S. remained in the pilothouse to avoid conflict with the angry tankerman.
The investigating officer arrived on the scene at approximately 01:48 with the Acadian ambulance crew, one
pollution investigator and two Coast Guard personnel. The injured crewman was located lying on the bridge console
complaining of neck and back pain and was taken off the tug Miss Amanda and transported to Lakewood Hospital in
Morgan City. Drug and alcohol tests were conducted by both companies with negative results.
The vessel documentation for all three vessels and both operators involved was found to be in order. The
pollution investigator found no evidence of pollution. The statements of both operators were consistent with one
another. The damage aboard the barge Matador Vll and the tug Miss Amanda was consistent with the statements
of both operators. The relative speed of both vessels (16 knots) is consistent with the operators' statements of
what the vessel positions/times were prior to the collision.
Based on the statements of both tug operators and the crewman aboard the Matador IV, the investigating officer
does not believe any injuries were sustained by the tankerman on the Miss Amanda.
The apparent causes of the collision were ...
• The operator of the Miss Amanda failed to remain awake while at the controls, causing the Miss Amanda to
collide with the Matador IV's tow.
• The operator of the Miss Amanda failed to keep a proper lookout, in that he fell asleep while approaching
Matador IV and its tow.
• The operator of the Miss Amanda failed to take early and substantial action to avoid collision, in that the
operator was asleep at the controls while in an extremis situation.
• A licensed Captain allowed an unlicensed individual to operate the Miss Amanda three times in two days.
• The tankerman, a documented mariner, operated a tug without a proper Coast Guard issued license three times
in two days.
• The company hired an unlicensed mariner as deckhand to operate tull without a proper Coast Guard issued
license.
• The port bow of barge was dented with a small hole on main deck near the dent with the approximate amount of
damage to barge, $5,000. Damage to tug included damaged bow rake, buckled main deck at the forward portion of
the bow, dented port bow, small hole near port bow on main deck, crack in main deck near port ladder-bow rake.
The estimated cost to repair the damage was $10,000.
• (Captain A.) was the only licensed operator on a transit Q..(more than 12 hours for two days and had only a
2~ hour break Q..fwhich only two hours were spent in sleep durinll the 24-hour trip to Lake Arthur. During
the eastbound transit, he had 1Y2 hours of sleep during the 14Yl-hour transit prior to the collision. [Editorial
note: Total sleep = only 3~ hours of sleep in 35 ~ hours. Unfortunately, the Coast Guard investigaor made
no mention of what duties Captain A. performed before he left on his ill-fated voyage to Lake Arthur.]
Disposition
Like a great many accident reports we obtained under the Freedom of Information Act, there was no indication
of the disposition of this case.
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CHAPTER14
UNDERMANNED ENGINE ROOMS ON INSPECTED, LIMITED-TONNAGE VESSELS
Undermanned Enginerooms on OSVs
In 2001,< 1> we wrote to the Chief of Marine Safety regarding our concerns about inadequate manning on offshore
supply vessels. We enclosed copies of four Certificates of Inspection (COQ for supply boats operating in the Gulf of
Mexico. Our concern focused on inadequately manning these vessels on voyages of/ess than 600 mile. We concluded
that the Coast Guard's Certificates of Inspection (COD made no provision whatsoever for engineroom manning.
11
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Refor to NMA Report #R-279, Rev. 8.]
Tills practice does not square with the reality of operating vessels this size including a total lack of concern for safety.
Unfortunately, many Coast Guard COis do not fit international requirements for "safe manning" certificates in that
they only serve to appease the corporate greed of boat owners and take precedence over the need to adequately
protect the safety and well being of the mariners who serve on these vessels.
The Coast Guard permits these offshore supply vessels in 24-hour service to be manned by only four (4) crewmembers
although none of the crewmembers including the officers is required to have any training as a vessel engineer.
Moreover, COl leaves the care, operation, and maintenance of the main engines, ranging from 1,800 to 2,250
horsepower unassigned. The effect is to leave the Master of the vessel short of crewmembers.
When assigning watches, the shortage of trained engineers means that engineroom duties including pumping fuel and
handling noxious liquid cargo are assigned to persons who may have little or no demonstrated capabilities, training, or
mechanical aptitude. Often, a licensed deck officer is called upon to perform engineroom maintenance and repairs in
addition to other duties and in violation of work-hour regulations. If the vessel exceeds 100 tons, the officer also violates
a statute0 > that prohibits a seaman from working alternately in the deck and engine departments. f'J 46 U.S. Code
§81 04(e)(1)(A)(B).]
Consequently, a deck officer may have to perform duties in the engineroom or supervise pumping diesel fuel or other
noxious liquid or bulk solid substances on deck - loading the vessel, unloading the vessel, or transferring the cargo at an
offshore location at any time as well as maintain or repair the engines and a wide variety of auxiliary equipment if he
knows how to do so. The Certificates oflnspection our Association reviewed overlook these realities.
The engineroom is a dangerous place for people who don't know what they are doing or what they are supposed
to do. Our Association pointed this out in a 2006 Report to Congress.<IJ (I)NMA Report #R-428, Rev. 1.]
While underway, the Master's or Mate's position must be in the pilothouse. This leaves an able seaman or an
ordinary seaman to handle all deck or engineroom duties alone- unless he wakes an off-duty crewmember.
Not only do diesel engines operate the vessel's propulsion, they also power both its generating and pumping
equipment. Although a licensed engineer is not required on a vessel of less than 200 gross tons, no certificated
engineroom personnel with even basic "oiler" qualifications was provided for in the vessel manning requirements.
On two of the vessels, we noted that only a "licensed deck officer" would be available to serve as the designated
person-in-charge when transferring fuel oil or petroleum based liquid mud as the vessel was not required to carry a
person with a tankerman endorsement or a licensed engineer since the vessel at 196 gross tons was slightly less than
the 200 gross ton threshold required for a licensed engineer. It is fair to ask how a single licensed officer on duty
on a "two-watch" vessel is supposed to properly supervise fuel or oil-based liquid mud transfer when his duty
station is in the pilothouse and the transfer takes place down on deck? It is one thing to be on the scene and
properly supervise the transfer; it is another thing to be "designated as a Person in Charge" and accept blame if a
spill occurs. We can understand why a licensed deck officer is reluctant to do this, risk an oil spill, and risk losing
his license. An officer on one of the four OSVs cited above preferred to report to our Association rather than
"complain" to his employer and place his job in jeopardy.
On the two other OSVs, we noted that the COl permitted transferring cargo to or from portable tanks that
required additional fire protection equipment provided for this purpose. However, in spite of the many different
products the vessel was allowed to pump, there was only one deckhand available on duty on deck to use the transfer
equipment and/or its fire protection equipment!
We are concerned that Congress understands that the Marine Safety Directorate permits such woeful
undermanning of offshore supply vessels as well as tugs and towboats.
Engine Alarms and Work-Hours on OSVs and Towing Vessels
On the third OSV, we noted the same absence of any assigned engineroom personnel. We also noted that "••. the
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[NMA Comment: In Sept. 2004, Congress directed the Coast Guard to bring towing vessels under effective
inspection standards. Unfortunately, if Congress intended those standards to include effective manninK
standards, the NPRM released in Aug. 2011 shows that the Coast Guard never received the message.]
Background
This case was brought by the widow of a licensed engineer in her individual capacity and as representative for the
Estate of her deceased husband under the Jones Act for the death of her husband suffered in the course of his
employment with American Commercial Barge Lines, LLC. (ACBL).
The decedent, Gary Duncan, was working as a chief engineer when he died of a sudden cardiac death on May 31,
1999, while taking a break in the engine control room on ACBL's towboat, the Miss Kae-D, while it was pushing barges
on the lower Mississippi River in Louisiana.
ChiefDuncan had worked for 24 consecutive days. 15 days of which were spent working without the assistance of
another engineer. As the chief engineer, he was responsible for inspecting, maintaining, repairing, and cleaning the
engineroom and its components, including three diesel locomotive type engines that powered the boat. In the hour
before his death, he was assisting removing a 200-lb. power pack (reportedly the eleventh such power pack), in ambient
engine room temperatures exceeding 125 degrees F. He was required to work more than 12 hours a day during irregular
work and rest cycles, typically alternating periods of 6 hours on/off - that did not violate any published statute or
regulation as this was an "uninspected" vessel, operating on the western rivers, and - although one of the largest towing
vessels in river service - did not require a "licensed" engineer. Chief Duncan often was awakened from sleep by engine
alarms that required his immediate attention.
[NMA Comment: The Coast Guard promulgated NVIC #1-69 titled Automated Main and Auxiliary Machinery
in 1969 to recognize an " ... evolution from manned to unmanned enginerooms as proposed by the industry." We

have no evidence that either labor unions or limited tonnage mariners ever provided input used in preparing this
"guidance" that allows alarms and automated features to replace watchstanders in the engineroom or in an
engineroom control station. Unfortunately, a human being must answer an engine or bilge alarm whenever
activated day or night on any vessel in 24-hour service.]
[NMA Comment: We urge Congress to require that the Coast Guard review all "guidance documents" and
require all subsequent policies and directives give adequate attention to "human factors" and be created
with active input from the limited tonnage credentialed mariners.]
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Gary Duncan's typical work cycle was 40 days on the boat and 20 days off, which was consistent with industry
standards. The company, ACBL, argued at trial that since its practices were consistent, that it was not negligent.
The company denied liability and argued that the death was a natural event caused by years of smoking, diabetes,
family history, and high cholesterol levels that were not work-related. A co-worker, who resigned after Gary's death,
and the plaintiff's maritime expert testified that the boat should have been manned kv 2 to 4 full time engineers
scheduled on regular watches, like the rest of the crew. so as to allow for uninterrupted sleep. The Valley Line, the
company that previously operated the boat, used a larger engine crew for this vessel when it was in 24-hour service. The
crew size was cut as an economy move after ACBL acquired that company and its vessel and crew. Requests bv the
crew for additional assistance were denied. Both the expert witness and Gary's co-worker testified that the manning
levels used by ACBL were inadequate. unsafe. and violated industry custom and practice.
The autopsy report showed significant coronary artery disease and concluded that it was a major cause of death.
However, Chief Duncan's medical expert testified that the significant work stressors and sleep deprivation were
contributing causes of both the acute cardiac event and the development of coronary artery disease.
Mrs. Mary Duncan submitted damages for lost economic support in the form of wages, benefits, and household
services and for damages suffered by her husband prior to death for chronic psychological distress. The decedent's
economist suggested that the economic loss was about $850,000.
The decedent's counsel noted that these "customary" practices were the subject of recent national and local media
scrutiny following the Oklahoma bridge tragedy at Webbers Falls on the Arkansas River but that regulation of the
industry is weak and laws often are not enforced.
[NMA Comment: We urge Congress to address unsafe work hour and workplace conditions that far exceed
those seen in other industries. Although the industry acknowledges the 12-hour laws that limit the hours of

NMA Expresses Our Concerns for Vessel Engineers
Our Association had an interest in this case for three reasons:
• We assert that the vessel operated under an inadequate engineroom manning scale- a creation of the Coast
Guard as reflected in the vessel's Certificate of Inspection that provided only one engineer and no qualified
engineroom support personnel for a vessel in 24-hour service. We previously brought similar vessel manning
issues to the attention of Congress0 > and will continue to do so until properly addressed. We also point out the
human cost of comparable and widespread work-hour abuses aboard uninspected towing vessels that are not
operated as inspected vessels·<2> In both areas, the Coast Guard (ails to protect the health, safety and welfare of
mariners who serve in the enginerooms aboard "limited-tonnage" commercial vessels. This case shocks us
because it shows the indifference to our mariners' working conditions extends from the vessel owners, to the
Coast Guard, and now to the federal court system. Who, we ask, is left to enforce the existing statutes and related
federal regulations designed to protect our mariners if federal judges refuses to do so? We had hoped that the
Fifth Circuit Court of Appeal would rise to the challenge but they did not do so. (flRefer to NMA Report #R-279,
Rev. 8..(lJRefer to NMA Report #R-412.]
• The physical condition of this inspected vessel and its engineering plant were not effectively managed or
monitored by company supervisors or local Coast Guard Marine Safety inspectors.
• The deteriorated living conditions for the "industrial personnel" housed on board the vessel were substandard but
were not corrected by company supervisory personnel following reports by the Master of the vessel. One vessel
Master reported vessel safety conditions to our Association beyond those covered here that we reported to the
Marine Safety Office in Morgan City, LA. Their response was delayed and, at best, lethargic and incomplete.
Shortly after Chief Engineer Manderson was disabled and hospitalized, the MN lillian Morrison, while engaged in
an offshore pipeline repair job, suffered a major engineroom explosion< I> that killed the engineer and two passengers and
severely injured several other persons, before it sank in the Gulf of Mexico. The vessel was later raised, brought ashore
and subsequently cut up as scrap. 1bis catastrophic event was covered extensively in the trade and local media but,
although mentioned here, did not become part of the Manderson case. {'>an Mar. 11, 2008.]
Inadequate Vessel Manning on the MN Jillian Morrison
Beginning in April2001, our Association reported to Congress<IJ about Coast Guard manning requirements that
imposed significant and constant burdens upon vessel engineers who are the sole individual assigned to manage,
maintain, and repair on a 24-hour a day basis the propulsion machinery, electrical generating equipment, heatingventilating and cooling systems, pumps, compressors and often deck equipment such as capstans, winches, and
windlasses found on limited-tonnage vessels. The fact that the MN Jillian Morrison was not operating as an
offshore supply vessel at the time is not relevant to our complaint since its basic OSV machinery as well as
additional specialized equipment was still in place and had to be constantly maintained, operated, and repaired.
Furthermore, divers using the vessel in support of the vessel's mission brought their own equipment that also
required considerable maintenance effort by Chief Engineer Manderson on behalf of Chet Morrison's customers
who leased the vessel to conduct a variety of projects. f'JNMA Report #R-279, Rev 8, supra.].
Since our original report to Congress (cited above), our concerns for the health, safety and welfare of the person
serving as the sole engineer extended to other vessels such as large inland and offshore towing vessels and even
some "small" passenger vessels carrying large numbers of passengers without the services of any trained engineers
whatsoever. We are appalled that the Coast Guard, as a regulatory agency, never has been attentive to this well
documented problem. In the Manderson case, we are further disturbed that the District Court neglected this
important issue and that the Coast Guard refused to step forward and support our mariners by at least submitting an
Amicus brief to the Court of Appeal relative to the numerous regulations and statutes the District Court chose to
ignore. This reinforces our opinion that the Coast Guard really is not concerned about the safety of our mariners
that Congress gives them to superintend!
One of our ongoing complaints is that our working mariners continue to have absolutely no voice in vessel
manning. This allows substandard owners and operating companies to make their profits on the backs of engineers
like Leon Manderson by providing him and the vessel he serves on with grossly inadequate support for the tasks
they undertake. In this regard, the Coast Guard is as much to blame as the companv because they allowed the
disgraceful conditions to continue on an inspected vessel without providing adequate enforcement of statutes and
regulations to protect our mariners. There is no sign that this case has attracted their attention. I;:ven the report of
the explosion and sinking of the vessel that drew media attention has not been completed.
Not only did the operating company leave Chief Engineer Leon Manderson without any qualified assistance in
;

that the vessel was properly manned according to its COL f''46 U.S. Code §8104(e)(1)(A). tlJNVIC 1-69]
Leon claimed the exhaustion and stress generated by his excessive work hours caused the first time onset of his
diabetes, aggravation of his pre-existing ulcerative colitis. As a result of his illnesses contracted aboard Morrison's
vessel, Chief Engineer Manderson sought maintenance and cure from Chet Morrison. However, Chet Morrison

instead terminated his group health insurance, demanded that Manderson reimburse the companv for two
previous months of health insurance premium payments. and refused to pav his maintenance and cure as
required by law. (IJ This treatment gives our mariners an exposure to the tactics used by Chet Morrison and a
number of other substandard maritime employers who prey on our mariners. It certainly is not the first case like
this that our Association encountered as recited in our most widely read reports.<Il (''Refer to NMA Reports #R344-A, Rev. 1; #R-344-B; and #R-202, Rev. 4.]
Ironically, Manderson's exhaustion-generated health problems probably saved his life from the fatal
unseaworthiness of this dilapidated dive boat before the vessel itself took what turned out to be "its final dive" on
Mar. 12, 2008, six weeks after Leon was admitted to the hospital (at his own expense). On that date, the MN
Jillian Morrison's engineroom was engulfed in a tremendous gas explosion that killed the vessel's engineer, two
other persons, and causing the boat to sink off the Louisiana coast.
Leon's case was tried before the District Court in a bench trial (i.e., without a jury) on May 24-25, 2010. The
District Court denied Manderson's claims against Chet Morrison for Jones Act negligence and unseaworthiness.
However, Judge Haik did find that Chet Morrison Contractors (CMC) arbitrarily and capriciously denied Leon's
maintenance and cure and awarded him "maintenance and cure" that, several years after the fact, helped to cover
well over $100,000 of medical expenses that were required to keep him alive. In fact, as discussed with his
attorney, Leon's appearance in the courtroom to testify in this trial remained in doubt until the last moment as a
result of the seriousness of his illnesses. CMC would appeal that their actions in handling Manderson's claims
were not "arbitrary and capricious."

Manderson Presented Eight "Reversible Errors" for Review on Appeal.
Attorney Mark Ross presented the U.S. Fifth Circuit Court of Appeal in New Orleans with these issues to decide

on appeal ....

• Error #1. Whether the District Court was clearly erroneous in finding that appellant Leon Manderson, failed to
provide any evidence, including "objective" evidence that Chet Morrison routinely worked Leon Manderson 16 to
20 hours a day, without relief, in violation of federal manning and work hour limitation statutes.

• Error #2.

Whether the District Court erred as a matter of law in holding crewmen like appellant Leon
Manderson ultimately responsible for setting their own work and rest schedules

• Error #3. Whether the District Court erred as a matter of law in fmding that 46 CFR § 15. 1111 (g)), which directs
a vessel master's duty to establish watch schedules, did not apply to Chet Morrison's dive vessel.
• Error #4. Whether the District Court erred as a matter of law in finding that Leon Manderson failed to prove that Chet
Morrison violated 46 CFR §15.1103(c)), which prohibited Morrison from transferring untrained deck personnel to the
engineroom, because Manderson supposedly failed to prove his actual work hours, an unrelated issue.

• Error #5. Whether the District Court erred as a matter of law in holding that Leon Manderson, was contributorily
negligent and/or assumed the risk in working excessive hours given Chet Morrison's acknowledged statutory
violations of federal manning and work hour limitation statutes.

• Error #6. Whether the District Court erred as a matter of law in failing to fmd that Chet Morrison's violation of
its COl and multiple manning and work hours statutes, together with plaintiffs medical evidence proving
causation, shifted to Chet Morrison the burden to show that the violations could not have caused or exacerbated
appellant Leon Manderson's injuries.
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• Error #7. Whether the District Court erred as a matter of law in failing to fmd Chet Morrison's vessel
unseaworthy.

